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Abstract 
 
 
 
 

In the UK, there are thousands of cardiac events every year, which include Myocardial 

Infarctions (MIs), heart surgery, device insertions and heart failure. The journey of each 

cardiac patient is likely to be influenced by many factors and follows three main temporal 

stages: symptom recognition and treatment, the offer of Cardiac Rehabilitation, and recovery. 

Symptoms may develop rapidly or more gradually. How one approaches these symptoms and 

the decisions made about health care can be highly personal and contingent on socio-cultural 

influences. Cardiac Rehabilitation will typically be offered as part of the journey. Levels of 

patient participation in Cardiac Rehabilitation in the UK, which is exercise-based, have been 

sub-optimal for many years. This relates not only to overall participation, but also specifically 

to numbers of women attending, and to those from deprived areas. Research examines inputs 

into, outputs and outcomes from Cardiac Rehabilitation, but to date, scant sociological 

attention has been given to the lived experience of the cardiac patient journey. Given that 

targets and initiatives have failed to instigate significant change in attendance rates at Cardiac 

Rehabilitation programmes, it is important to investigate in-depth some of the socio-cultural 

factors shaping and influencing (non)participation. Further, through the exploration of how 

individuals navigate the recovery stage following a cardiac event, insight can be gained into 

the complexities of ‘getting on with life’ following serious ill-health. 

 
 
 

The theoretical framework offered by Pierre Bourdieu provides a powerful way of illuminating 

several key aspects in understanding socio-cultural influences on exercise and health, and 

health care decision making throughout the cardiac patient journey. This includes recognition 

of both structure and agency, and how the two may interact in the social world, guiding an 

individual’s chances and choices along the cardiac patient journey. 
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Ethnographically inspired fieldwork was conducted over a six-month period in the UK, during 

which, participant observations, repeat semi-structured interviews, and reflexive journaling 

were utilised. Reflexive thematic analysis subsequently enabled six key themes to be 

identified. These themes are discussed in three sections. The first explores the approach to 

symptoms, examining the influence of the habitus’ work, and how capital has been 

accumulated and deployed within the field of health care. The second examines Cardiac 

Rehabilitation (non)participation, noting how dispositional inclinations help shape the 

formation of practice, and thus how one may approach the offer of rehabilitation, and whether 

accessing this field is commensurate with the habitus. The third appraises the recovery stage 

and considers the corporeal and psychosocial impact of the cardiac event and how social 

actors might utilise their capital resources to renegotiate embodiment. 

 
 

The study adds to the existing literature by illuminating some of the socio-cultural 

complexities associated with: health care decision making when experiencing cardiac 

symptoms, exercise experience in uptake of and adherence to Cardiac Rehabilitation, and 

the process of recovery. Most notably, participants’ material conditions and personal 

biography, and the influence of other people, were found to serve to constrain or enable the 

navigation of fields, such as health care and Cardiac Rehabilitation. 



iii  

Resumé 
 
 
 
 

I Storbritannien er der tusindevis af hjertetilfælde hvert år, herunder blodpropper i hjertet, 

hjertekirurgi, indsættelse af hjerteapparat og hjertesvigt. Hver hjertepatients forløb er 

formentlig påvirket af flere forskellige faktorer, og følger tre primære tidsmæssige faser: 

symptomgenkendelse og behandling, tilbud om hjertegenoptræning og bedringsfasen. 

 
 
 

Symptomer kan udvikle sig hurtigt eller mere gradvist. Måden hvorpå man håndterer disse 

symptomer og beslutninger omkring sundhedspleje kan være yderst personlig og afhængig af 

sociokulturelle faktorer. I mange år har mængden af deltagere i træningsbaseret 

hjertegenoptræning i England været relativt lavt. Det gælder ikke kun den overordnede 

deltagelse, men især i forhold til mængden af deltagende kvinder og personer fra udsatte 

områder. Igangværende forskning undersøger tilslutning til, effekt af og resultater fra 

hjertegenoptræning, men til dags dato har der været begrænset sociologisk opmærksomhed 

på hjertepatienters egne erfaringer med deres forløb. 

 
 
 

Da hverken målsætninger og initiativer har formået at skabe signifikante ændringer i mængden 

af deltagere i hjertegenoptræningstilbud er det afgørende at undersøge nogle af de 

sociokulturelle faktorer i dybden, som påvirker og former (manglende) deltagelse. Endvidere 

kan indsigt i kompleksiteten ved ´at komme videre med livet’ efter en livstruende sygdom 

opnås gennem undersøgelse af, hvordan individer navigerer i bedringsfasen efter et 

hjertetilfælde. 
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Undersøgelsens teoretiske ramme udgøres af Pierre Bourdieu. Teorien skaber et solidt 

grundlag til at belyse flere centrale aspekter for at forstå de sociokulturelle aspekter ved 

træning og sundhed samt sundhedsplejende beslutningstagen gennem hjertepatientens 

forløb. Bourdieus teoretiske ramme inkluderer en anerkendelse af både struktur og agent, og 

hvordan disse interagerer i den sociale verden og herigennem påvirker individets muligheder 

og valg undervejs i hjertepatientens forløb. 

 
 
 

Etnografisk inspireret feltarbejde blev udført over en seks måneders periode I Storbritannien, 

hvor deltagende observation, gentagne semi-strukturerede interviews og refleksiv feltnote blev 

anvendt. En efterfølgende refleksiv tematisk analyse identificerede seks centrale temaer. Disse 

temaer diskuteres i tre afsnit. Første afsnit udforsker tilgangen til symptomer ved at undersøge 

habitus’ indflydelse samt hvordan kapital er blevet akkumuleret og udnyttet i feltet af 

sundhedspleje. Det andet afsnit undersøger (manglende) hjertegenoptræningsdeltagelse med 

henvisning til, hvordan dispositioner påvirker dannelsen af praksis, og hermed hvordan man 

kan gribe genoptræningstilbuddet an, og hvorvidt adgang til sundhedspleje-feltet i 

overensstemmelse med habitus. Det sidste afsnit vurderer selve bedringsfasen og overvejer 

de legemlige/kropslige og psykologiske indvirkninger af et hjertetilfælde, samt hvordan sociale 

agenter anvender deres kapitalsammensætning til at genforhandle embodiment. 

 
 
 

Det indeværende studie tilføjer viden til den eksisterende litteratur ved at belyse nogle af de 

sociokulturelle kompleksiteter associeret med: sundhedsplejende beslutningstagen når man 

oplever hjertesymptomer, træningsoplevelser ved start og fastholdelse af hjertegenoptræning 

samt selve bedringsprocessen. Mest bemærkelsesværdigt viste det sig, at deltagernes 

materielle vilkår og personlige biografi samt indflydelsen fra andre personer fungerede som 

begrænsende eller muliggørende i navigationen af felter, som for eksempel sundhedspleje og 

hjertegenoptræning. 
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Chapter One: Introduction 
 
 
 
 

1.1 Introduction 
 
 

In the UK, there are thousands of cardiac events every year, which include Myocardial 

Infarctions (MIs), ischaemic heart disease, heart surgery, device insertions and heart 

failure (British Heart Foundation (BHF), 2021a). The journey of each cardiac patient is 

likely to be influenced by many factors and follows three main temporal stages, including 

symptom recognition and treatment, the offer of Cardiac Rehabilitation, and recovery. 

 
 
 

Cardiac Rehabilitation (CR) has been defined as: 
 

The coordinated sum of activities required to influence favourably the 

underlying cause of cardiovascular disease, as well as to provide the best 

possible physical, mental and social conditions, so that the patients may, by 

their own efforts, preserve or resume optimal functioning in their community and 

through improved health behaviour, slow or reverse progression of disease 

(British Association for Cardiovascular Prevention and Rehabilitation. [BACPR], 

2017, p.1) 
 

The purpose of this doctoral research project is to explore in-depth selective aspects of 

the above statement by examining the socio-cultural influences on individuals and their 

significant others. Additionally, how these influences may have shaped decision making 

in relation to exercise, health and illness, specifically in relation to cardiac events will also 

be explored. It is clear that CR in its current format is unable to serve the needs of every 

eligible cardiac patient, as currently it attracts only half of eligible patients into these 

specialist services (BHF, 2019). Additionally, exploring the influences on the patient 

journey surrounding the offer of CR, concerning the approach to symptoms and recovery, 

may also provide opportunities to learn more about how future practice may be informed 

and improved. It is not the purpose of this research to challenge the well-established 

benefits of CR as an evidence-based entity, rather, the intention is to explore the deeper 
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aspects of patients’ lifeworlds and how these may inform choices and decision-making 

across the lifecourse. 

 
 

1.2 Why focus upon exercise and health along the cardiac patient journey? 
 
 

Health promotion and Physical Activity (PA) development work have been a huge part of 

the researcher’s education, with the early sparks of that starting during GCSE Physical 

Education lessons at secondary school and following through into further education, 

undergraduate studies, postgraduate studies and now doctoral research. Channelling 

this passion into a career has taken her to roles in the NHS, local government, higher 

education and the third sector. It was whilst working in local government that the interest 

for all things heart related really developed and she completed the then British 

Association of Cardiac Rehabilitation (now BACPR) Phase IV exercise instructor 

qualification and established phase IV exercise sessions in the local community. Along 

the journey she met many people and their significant others, people she would not 

normally have interacted with and these experiences and the things she learnt have 

stayed with her until the present day. 

 
 
 

The enigma of how to engage more people in PA, and healthy lifestyles more broadly, 

shadowed by the complexity of inequalities have been long-standing queries and 

challenges during her career. What’s more, this challenge has been one that the 

researcher has never felt able to reconcile alongside the policies, strategies and targets 

she was expected to deliver against. This left her feeling frustrated and wanting to learn 

more, and although undertaking a Master’s degree was a means to try and fulfil this, 

there remained a void. It is that void that ultimately led to this study, intrigued by the 

prospect of being able to read and think about uptake of and adherence to PA, 

inequalities, health and illness, talking to people about their lived experiences and being 
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able to develop a personal reconciliation and perhaps contribute to future thinking and 

planning of services. 

 
 
 

1.3 The NHS model of Cardiac Rehabilitation and how it is researched 
 
 

CR is an evidence-based intervention (Aragam et al., 2015; Clark et al., 2005; Dalal et 

al., 2015). As an NHS developed and provided service CR operates as part of a medical 

patient care pathway within the sphere of cardiology. As part of this pathway, each adult 

NHS patient who has experienced a cardiac event will typically be referred to a CR 

service. The acknowledgment that a multidisciplinary team of health professionals may 

be required to deliver a good quality CR programming, recognises that whilst exercise- 

based CR continues to be the most prominent format, CR is more than just exercise. 

Instead, as the quotation at the beginning of this chapter states, CR is the sum of 

activities and indeed in their standards and core components document the BACPR 

(2017) have highlighted that these programmes should include: 

 
• Health behaviour change and education 

 

• Lifestyle risk factor management including - 
 

o Physical activity and exercise 
 

o Healthy eating and body composition 
 

o Tobacco cessation and relapse prevention 
 

o Psychosocial health 
 

• Medical risk management 
 

• Long-term strategies 
 

• Audit and evaluation 
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Health professionals have long been considered reliable sources of advice (Riddoch et 

al., 1998) and able to influence behaviour change (Dugdill et al., 2005). As such and in 

keeping with the notion of Exercise is Medicine (EiM) health professionals have become 

ideal advocates for PA. However, the effectiveness of such medicalised interventions 

such as Exercise Referral (ER) has faced considerable scrutiny (Pavey et al., 2011) and 

yet have maintained government endorsement and public funding for many years. Due 

to the way in which therapeutic interventions such as exercise-based CR are organised, 

they may perhaps be considered even more medicalised. With the proliferation of the 

responsibilisation agenda, EiM interventions risk placing blame for poor uptake and 

adherence with the individual (Malcolm, 2014; Williams & Gibson, 2018). Something 

which the CR definition sentiment “so that the patients may, by their own efforts” 

(BACPR, 2017. P.1) appears to reinforce. 

 
 
 

Models of CR programming have remained largely unchanged for many years, with 

group-based face to face exercise becoming the mainstay, with 75 percent of 

programmes being provided in this way (BHF, 2020). Although draughty community halls 

and old exercise bikes may have been upgraded somewhat, the premise remains the 

same, a group of people coming together at an allotted time during the day to exercise 

under instruction and listen to a health education talk. 

 
 
 

Alongside these relatively unchanged practices sit other methods of research that situate 

most comfortably with biomedicine. Centralised data collected on CR provision is 

summarised and presented using figures and statistics with little discussion. The majority 

of studies looking at the effectiveness of CR are quantitative and medical models of 

evidence hierarchy continue to situate Randomised Controlled Trials (RCTs), systematic 

reviews and meta-analyses as amongst the most valid and reliable sources of evidence 

(Wimbush & Watson, 2000). Accordingly, education on evidence-based practice to 
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medical Doctors in training tends to downgrade the credibility of observational data and 

elevate RCTs (Vandenbroucke, 1998). Victora et al. (2004) suggested that whilst RCTs 

may have been the gold standard for clinical decision-making, public health interventions 

could be greatly assisted by a range of different types of evidence. There are a growing 

number of qualitative studies exploring health and illness and specifically the sociology 

of health and illness, which offer the opportunity to yield rich data exploring ‘real world’ 

contexts (Dugdill et al., 2005). These include engagement with CR and its participants. 

 
 
 

Examples of such research include: the analysis of the complexities of changing habitual 

practices in CR (Angus et al., 2018); the embodied experiences of older adults within CR 

(Evans & Crust, 2015); and the ethnography examining the social and psychological 

environment within a CR setting (Meredith et al., 2019). However, there is a dearth of 

research exploring patients who decline to attend CR, and also studies that engage with 

significant others in the quest to explore changing habitual practices. 

 
 

1.4 Cardiology and Cardiac Rehabilitation in the era of Covid-19 
 
 

Nobody could have ever predicted that a pandemic would engulf the world, changing the 

way people feel about and move around the social world. As a serious viral illness, 

coronavirus could be spread by close interactions and in the UK all close contact activities 

were closed. NHS services deemed non-business critical were also suspended, CR 

included, with the requirement to redeploy nursing staff to deal with coronavirus cases a 

priority. During this time hospital admissions for acute coronary syndrome (the collective 

name given to conditions resulting from reduced blood flow in the coronary arteries) 

declined by approximately 40 percent (BHF, 2020). Yet there could be no explanation to 

indicate that there was such a dramatic change in the actual numbers of people 

displaying symptoms and/or requiring care during this time. Coronary surgical 

interventions also fell by four percent during this time (BHF, 2020) and overall, and 
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perhaps understandably, as vulnerable patients, those who had experienced cardiac 

events were greatly limiting social interactions, often shielding themselves away for 

extended periods. 

 
 
 

For CR, as services began to be reintroduced changes clearly had to be made. There 

was a 36 percent fall in group-based exercise and 16 percent increase in supported self- 

managed options (BHF, 2020). The pandemic appears to have kick-started the 

redesigning of services and in particular momentum for online and virtual programmes, 

with some services appearing to indicate that they are unlikely to go back to the previous 

way of operating because of the early success of new modes of delivery (O’Doherty et 

al., 2021). The next 12 months will likely reveal further details and research around these 

changes. The National Audit of Cardiac Rehabilitation (NACR), where a large number of 

UK CR programmes enter patient data, collates information and produces a quality and 

outcomes report each year, which will doubtless share statistical insights into the impact 

of these innovations. 

 
 

1.5 Using Bourdieu to explore the cardiac patient journey 
 
 

Bourdieusian theory has been influenced by many other theories and philosophies, and 

research to the present day continues to challenge and move forward the ideas 

developed by Pierre Bourdieu. As a means to bridge the dichotomy between structure 

and agency, Bourdieu harnessed the concepts of habitus, capital and field. Resulting 

from the interplay of these concepts specific forms of practice emerge, each intertwined 

with several other concepts; doxa, a notion related to an individual’s taken for granted 

beliefs about the social world; illusio, one’s belief in and knowledge of the significance of 

the ‘game’; hexis, the bodily display of the internalised marks left through time, which 

leads to embodied habitus; finally, nomos, the rules of the ‘game’. Bourdieu likens the 

social world to a ‘game’ in its structuring, which involves rules. Due to their centrality 
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within Bourdieu’s conceptual framework, the significance of taste and distinction should 

also be highlighted. The taste one develops is formed from the habitus and is associated 

with the capital one holds. When deployed, these aspects situate one within the field, 

determining the position in relation to others, which may include distinction, and leading 

to unequal power hierarchies. 

 
 
 

Bourdieusian theory is relevant to the exploration of the influences on the cardiac patient 

journey because one’s durable system of dispositions, developed as part of the habitus, 

assists in guiding choices in respect of exercise, health and health care, without 

determining them. Balanced between conscious and unconscious thought, these choices 

may involve doxic assumptions about expectations of health care or of how one may 

approach symptoms of ill-health. Sitting alongside, the capital resources one can draw 

upon and mobilise, may help to provide knowledge of practice, and the wherewithal to 

access and negotiate specific fields, such as those in health care and including CR. 

Continued utilisation of an illusio and ability to work within the nomos in fields may also 

assist in influencing adherence to aspects of the cardiac patient journey such as CR and 

medication. Yet, there are likely to be instances where the requirements of the field may 

feel incompatible with the habitus, particularly during the early phases of recovery from 

a cardiac event. Bourdieu called this disjuncture between one’s habitus and the nomos, 

laws and practices of unfamiliar fields hysteresis. Even so, hysteresis may be overcome 

through reflexivity and adaptation to the habitus, although not in every case, and rarely 

without challenges. Moreover, the understanding of the impact of a serious health event 

on an individual’s dispositions towards health and whether these are reformed or 

adjusted is crucial to the significance of the decisions one makes in such situations. 
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1.6 Study aims and objectives 
 
 

Having outlined the background to this study and the theoretical lens adopted, it is now 

necessary to outline the core overarching aim of this study and the objectives which 

underpin this aim. The main aim was to explore the socio-cultural influences on the 

cardiac patient journey, encompassing not only CR but pre and post the offer of CR. 

Utilising Bourdieusian theory as a theoretical framework, three key research objectives 

for the study were developed: 

 
1. Undertake a critical review of the issues surrounding cardiac events and uptake 

and adherence in exercise-based CR, particularly in the UK 

 
2. Explore aspects of habitus, capital and field in adult cardiac patients and their 

significant others, and how these may influence practice along the cardiac patient 

journey 

 
3. Explore the intersectionality of age, gender and social class in relation to the 

cardiac patient journey 

 
 
 

1.7 Structure of the thesis 
 
 

This introduction, Chapter one, has provided an overview of the context for this study, 

explaining the background to why the cardiac patient journey was selected for the study, 

background to the NHS model of CR provision, and provides a rationale for the research 

by emphasising the need for an expanded corpus of literature which delves into the 

largely overlooked socio-cultural influences on help-seeking and decision making, which 

surround ill-health. On this basis, the main aim and objectives identified in the previous 

section were identified. 
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Chapter two provides a review of the extant literature surrounding physical activity (PA), 

health and illness. The chapter begins with general examination of the current picture 

around Coronary Heart Disease (CHD) risk and prevalence including the social 

inequalities and comorbidities that exist. Following this outline, the chapter moves more 

specifically to present a review of the literature concerning CR in the UK, including the 

context for exercise-based CR involving exercise and health research, delving into 

relevant notions such as exercise as medicine. Finally, the chapter considers the 

subjective experiences and challenges in relation to gender and social inequalities along 

the cardiac patient journey. 

 
 
 

Chapter three provides the theoretical framework utilised in the study including how it 

may specifically be applicable to the cardiac patient journey. The chapter examines each 

of Bourdieu’s key concepts and their intertwining notions as noted in section1.5 above. 

 
 
 

Chapter four contextualises the chosen CR programme for the research study. The 

chapter describes the key features that characterise the programme and its geographic 

location. A brief historical account of CR provision in the study context is also provided. 

 
 
 

Chapter five provides a detailed explanation of the methodology including the 

underpinning philosophical assumptions and rationale for the selected methods and data 

analysis. Participants were recruited from two CR teams working for the same NHS Trust 

and utilised qualitative methods for data collection. Explanations focusing upon the way 

in which the study was conducted are presented and the process for analysis is also 

provided. 
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Chapter six presents the results arising from the study, together with discussion of these 

results in relation to the theoretical concepts of Bourdieu and previous literature. 

Separated into three sections following the patient journey, the chapter begins with the 

approach to symptoms and then moves onto the influences on CR uptake and adherence 

and then finally onto recovery and getting on with life. 

 
 
 

Chapter seven draws together the previous chapters into a conclusion, summarising key 

findings from the study in relation to the aim and objectives identified in the introduction. 

The contribution of these findings to the extant literature is explained alongside 

implications for CR going forward, for example the relevance of significant other 

engagement in the cardiac patient journey. The limitations of the study and future 

directions for research are also presented, bringing the study to a close. 

 
 
 

The chapter that now follows contextualises the rationale for the study by reviewing the 

existing literature in relation to PA, health, cardiac illness and CR. 
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Chapter Two: Review of literature 
 
 
 

This chapter explores and critiques the relevant literature situating the cardiac patient 

journey. The first section presents details on the prevalence and risk associated with 

Coronary Heart Disease (CHD) in the UK, demonstrating the large numbers of people 

that the disease affects. The second section examines ageing, gender, Socio-Economic 

Status (SES), social class and morbidities, in relation to CHD. The third and final section 

explores the cardiac patient journey and how it can be experienced. This discussion first 

examines the definitions of Physical Activity (PA), exercise and sport. The relationship 

between exercise and health is then critiqued leading into an appraisal of the notion of 

exercise as medicine and the common service model Exercise Referral (ER). Cardiac 

Rehabilitation (CR) and then exercise-based CR are discussed, focusing on how CR is 

provided and how it is experienced, including factors which may influence uptake and 

adherence. The chapter concludes with an explication of the research gap that exists 

regarding CHD and the cardiac patient journey. 

 
 
 

2.1 Coronary Heart Disease risk and prevalence in the UK 
 
 

This section presents statistical data and differentiates by sex descriptor. CHD describes 

the diseases that occur when the coronary arteries become occluded (NHS, 2017). This 

can lead to ischaemic heart disease, angina, Myocardial Infarction (MI), and heart failure. 

Instances like this are known as cardiac events. Globally, CHD is often included within 

Cardiovascular Disease (CVD) statistics where CVD describes all diseases affecting the 

vascular system, such as stroke, peripheral vascular disease and CHD. 

 
 

Over last 10 to 15 years the prevalence of CHD in the UK has remained relatively static 

(Bhatnagar et al., 2016), with recent figures showing 200,000 incidences each year, and 
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2.9 million people living with CHD (including heart failure) in the UK, resulting in more 

than 400,000 hospital admissions (BHF, 2021b). Rates of CHD mortality, however, have 

been declining, which has been attributed to improvements in prevention and treatment 

(Smolina et al., 2012). Despite this, CHD remains one of the biggest causes of mortality 

amongst both men and women in the UK (BHF, 2018). Additionally, regional variations 

can be seen in CHD prevalence, with those living in the north of England and in Scotland 

having much higher rates than those in the south of England and Wales (Bhatnagar et 

al., 2016). In the East Midlands specifically, the area in which the current study was 

conducted, approximately 170,000 patients registered with a GP are recorded on the 

CHD disease register, and a further 55,000 on the heart failure register (NHS Digital, 

2018). 

 
 
 

Revascularisation surgery as a treatment for CHD is increasing, and less invasive 

surgical procedures such as Percutaneous Coronary Intervention (PCI) are now 

prevalent (Bhatnagar et al., 2016), with rates of ‘open heart’ bypass graft surgery 

declining. The largest cohort of patients accessing CR comprises those who have had 

an MI followed by a PCI (BHF, 2018). 

 
 
 

Risk factors for CHD are numerous and include medical and lifestyle aspects. Medical 

risk factors include raised blood pressure and diabetes as well as age, gender, family 

history and ethnicity (BHF, 2018). Lifestyle risk factors include psychosocial health 

(Varghese et al., 2016) and physical inactivity (BHF, 2018). Thirty-seven percent of CHD 

deaths are said to be attributable to physical inactivity (Press et al., 2003), and there is 

evidence that exercise participation is an independent predictor of CHD risk as well as a 

contributing factor to risk factor modification (see for example, Winzer et al., 2018). 



13  

Recent data indicated that there were in the region of 200,000 people eligible for CR in 

England, Wales and Northern Ireland (BHF, 2019), which although based around risk 

factor management generally, is typically centred around exercise. The trend in recent 

years has been for poor uptake of CR, with only 50 percent of those eligible taking part, 

and of those, approximately 76 percent completing their CR programme (BHF, 2019). 

 
 
 

CHD affects certain groups of people in particular ways, and as one of the key risk factors 

for and with relevance to the management of CHD, exercise is also an important 

consideration. It is to the examination of these groupings in respect of CHD that the 

discussion now turns. 

 
 
 

2.2 Who is affected by Coronary Heart Disease? 
 
 

As a long-term condition, CHD may be treated but cannot be cured, meaning that the 

condition requires lifelong management. This section examines the literature in respect 

of those who may be affected by CHD and cardiac events, particularly where there is 

potential for inequality in the risk, prevalence, and management of such conditions. As 

part of the medically indicated means of managing CHD, exercise forms a key part of 

this discussion. 

 
 
 

2.2.1 Ageing, Coronary Heart Disease, and exercise 
 
 

Whilst disease may be more likely to occur with increasing age, there remains debate 

about whether disease is part of ageing or if they are separate things, moreover whether 

this is due to decline in cell functioning and/or the influence of inactivity (see for example, 

Holloszy, 2000). As life expectancy in the UK has increased over time, the number of 

older adults in the population has also increased. There has also been an increase in 
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those living with some form of illness or disability for extended life years (Office for 

National Statistics (ONS), 2017). The prevalence of CHD increases in those aged 65 

years and above, whilst the population aged over 75 has significantly higher occurrence. 

CR programmes have attracted a broad age range, and the mean age of those attending 

is 67 (BHF, 2020). Whilst these figures suggest an association between the incidence of 

CHD and ageing, CHD is not exclusively an older persons’ disease (Bhatnagar et al., 

2016). Nevertheless, older adults constitute a significant proportion of those accessing 

NHS services in England (NHS England, 2019). Resultingly, living longer has been 

frequently framed, by the general population and by governments, as problematic and a 

drain on resources (DiBrezzo et al., 2005; Pike, 2010). 

 
 
 

Sociological perspectives are important to the exploration of the ageing body as more 

than a biological process (Bangsbo et al., 2019; Featherstone & Hepworth, 1995; Katz & 

Calasanti, 2015; Katz, 1996). As has been noted, ageing is never experienced in the 

same way from person to person (Evans et al., 2018). A person is not merely an object, 

something to be treated, measured or reported on, and whilst quantitative research 

provides useful insight into the ageing body, without qualitative enquiry, accounts of lived, 

embodied experience can be lost. Gaining an appreciation for how lived experience shapes 

meaning as one ages is important (Sankar & Gubrium, 1994), and doing so may aid the 

understanding of physical inactivity (Grant, 2001), as an important part of CHD risk and 

recovery. 

 
 
 

In concurrence with the exercise and health and Exercise is Medicine (EiM) narratives 

discussed below, it has been argued that regular PA favours healthy growth, healthy 

ageing and prevents disease occurrence (Bauman et al., 2012). However, the positive 

relationship between exercise and ageing is largely reported as an uncontested ‘truth’ 

(Pike, 2010; Pike, 2011; Tulle, 2008a). Furthermore, there is an expectation that older 
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adults should be taking responsibility for their own health by making positive lifestyle 

choices, with a moral imperative to do so (Katz & Calasanti, 2015; Pike, 2011). There 

follows an emphasis on individual action and choice, sometimes without consideration of 

socio-cultural influences (Katz & Calasanti, 2015). Concomitantly, Dionigi and Son (2017, 

p.1) identified that “discourses of decline and dependency have dominated the 

understanding of ageing and older people”, with the notion of the older body needing 

‘treatment’ drawing on biological discourse (Phoenix & Grant, 2009). The concepts of 

active ageing, successful ageing, ageing well and growing old gracefully follow from the 

discourses noted above (Dionigi & Son, 2017; Phoenix & Sparkes, 2006). Ideas of ‘active 

ageing’ are used in an attempt to ‘fix’ the (perceived) problems created by an ageing 

population (Pike, 2010; Tulle, 2008a). Similar to the later discussion on exercise and the 

body beautiful, concepts like ‘ageing well’ perpetuate the ageist culture that seems 

unattainable to most older people, such as youthfulness and being toned, for example 

(Shilling, 2003). Research has also shown that older adults can express a resistance to 

negative stereotypes of what exercise and/or PA is ‘appropriate’ for older adults (Allen- 

Collinson, 2011; Evans & Sleap, 2012). 

 
 
 

Exploring some of the socio-cultural influences on exercise provides an appreciation for 

the difficulty in quantifying the benefits of PA. There are many different meanings 

associated with PA and these can be contradictory, particularly in older adults (Tulle, 

2008a). Furthermore, Taylor-Smith & Dumas (2019) highlighted that lifestyles are related 

to complex personal aspects of social structures, values, norms and meanings. For 

example, the narrative research undertaken by Phoenix & Orr (2014) demonstrated the 

importance of pleasure for older adults in the context of PA, as was also found in earlier 

research on the lived experience of exercise and PA (Allen-Collinson et al., 2011). 

Pleasure and experience add a dimension to the typical health-related, biological 

outcomes seen in much health policy documentation. The discussion of these alternative 

dimensions is relevant across the life course in PA encounters (Phoenix & Orr, 2014). 
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Moreover, Nielsen et al. (2014) found that desire and enjoyment may be important 

factors in uptake and adherence of PA, however they also highlight that different activities 

may yield different experiences. Relatedly, the ‘successful ageing’ discourse has 

implications for the way in which leisure and PA are serviced, practised and experienced 

(Dionigi & Son, 2017; Phoenix & Grant, 2009). For example, PA offers scope for 

empowerment of the older person (Hudson et al., 2015; Nielsen et al., 2014). 

Notwithstanding all of this, illness and ageing may introduce both physical and felt 

sensations, which may include decreased mobility or fragility (Tulle & Dorrer, 2012). As 

argued by Tulle and Dorrer (2012) the experiences and sensations of one’s body are 

greatly socio-cultural and relate to the dispositions one holds. Dispositions are relevant 

to Bourdieu’s theory of habitus, which is discussed in detail in chapter three. 

 
 
 

Linked to meanings, semantics and language are also an important consideration, where 

different socio-cultural and historical contexts have also construed ‘sport’ as 

inappropriate or even dangerous, particularly for women (Dionigi & O’Flynn, 2007). As is 

discussed in the sub-section below, the choice of language can have important 

implications. Indeed, it is important to acknowledge that meanings change historically 

and contextually, and PA participation in older adults in particular appears to be closely 

linked to beliefs, the perceived benefits, and experience across the life course (Evans & 

Crust, 2015; Evans et al., 2018). As Vertinsky (2002) noted, through time the language 

used to describe and define what may be appropriate for the ageing body may assist in 

the development of deeply entrenched practices. Relationships with friends and family 

across the life course are also an important consideration (Evans et al., 2018), and it is 

known that messages of appropriateness can emanate from relationships with other 

people, not just the media (Lewis et al., 2018). In acknowledging that the sense of self is 

co-produced through the influences of other people, the individualising of inactivity and 

health decision making highlights the weaknesses in wider health policy and specifically 

the EiM movement. Indeed, Tulle (2008a) noted that an older adult may be less inclined 
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to do what one feels is culturally inappropriate. Grant (2001) also suggested that older 

women can feel physically and socially vulnerable when participating in PA. Grant 

continued, this feeling of insecurity may also link into thoughts about health state and 

beliefs about the ability of the older body. 

 
 
 

Indeed, feeling ‘too old to get involved’ with some activities and concerns of being judged 

negatively are attached to dominant stereotypes in the older adult (Nielsen et al., 2014; 

Pentecost & Taket, 2011). Fear of judgement was noted in previous research regarding 

men, particularly when associated with illness and rehabilitation (Dolan, 2011; Robertson 

et al., 2010; Taylor-Smith & Dumas, 2019). However, fear of ‘not fitting in’ has been noted 

across the life course in both men and women (Pentecost & Taket, 2011). Relatedly, 

although appearance is an important factor, both in terms of identity and cultural 

acceptability (Tulle, 2008a), the challenges of ageing extend beyond public image 

(Ballard et al., 2009). Notably, how the body physically presents can be different to the 

underlying subjective experience (Faircloth, 2003), and this can be noted across the life 

course. For example, a body that appears aged may feel competent and confident 

engaging in different PA practices, as demonstrated in Tulle’s study examining running 

in later life (Tulle, 2008b). 

 
 
 

In terms of fulfilment and social networks, the literature indicates that upon retirement 

there may be feelings of needing to fill the void left by work; both the time this previously 

filled and the social support that came with it, with an overall sense that ageing can be 

detrimental to social life (Nielsen et al., 2014). Relatedly, older women may find group 

exercise a means to continue or enhance their social activities, indeed group activity 

amongst middle-aged and older adults generally seems to be an important motivating 

factor in supporting adherence (Nielsen et al., 2014). This is commensurate with a study 

conducted by Tulle and Dorrer (2012) on older adults’ experiences of using a gym, where 
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physical effort combined with social connection was an important source of motivation. 

However, as Pike (2011) highlighted, the positioning of social independence versus 

social reliance is akin to the biological discourse on ageing, suggesting that 

independence provides a ‘good’ way to age. 

 
 
 

Similar to the ideologies that will be discussed regarding gender, there is an expectation 

that an older adult will like certain things and behave in a certain way, aligned to what 

society may expect (Dionigi & Son, 2017). It has been argued, however, that older adults 

are increasingly finding ways to ‘break the mould’ and create new ‘acceptable’ practices 

(Pike, 2011; Tulle, 2008a). This requires an understanding of what ‘ageing well’ actually 

means for older adults themselves, and to have an appreciation of the heterogeneity of 

older adults. The exploration of ageing well is further complexified by variables such as 

gender, SES and ethnicity (Dionigi & Son, 2017), and gender and SES are discussed in 

the sections that follow. How exercise is experienced in the cardiac patient journey in 

relation to ageing, gender and SES is examined in section 2.3. 

 
 
 

2.2.2 Sex/Gender, Coronary Heart Disease, and exercise 
 
 

Gender and SES are also considered two of the major determinants of CVD (Taylor- 

Smith & Dumas, 2019), whilst SES will be discussed later, sex and gender are examined 

in this sub-section. The construction of gender is highly complex, socio-culturally and 

historically framed. As Jarvie and Thornton (2012, p.293) stated “gender is experienced 

through the body” and that means that the way a person feels, represents themselves 

and experiences things is culturally specific, including constructions of masculinity, 

femininity and sexual orientation amongst others. The discussion about gender is an 

evolving one, particularly in contemporary times, and this has influenced thinking and 

theory around body culture and health in relation to gender (Jarvie & Maguire, 1994; 
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Jarvie & Thornton, 2012; Schofield et al., 2000). Much of the statistical data around CR 

and PA participation generally utilises sex descriptors and where applicable examines 

biological sex differences, in practice this happens too. Some of the relevant texts 

discuss gender and some studies examine gender identity but not always explicitly. In a 

health context, Schofield et al. (2000) noted how a more sophisticated conceptualisation 

of gender may assist in the understanding of patterns of sex differences. For example, 

understanding why married men may fair better in health terms than women, which is 

benefited by considering the influence of gendered patterns of caring responsibilities. 

 
 
 

Looking at CHD prevalence, British men tend to have a higher prevalence across all 

forms of the disease (BHF, 2021a). In particular, MI and heart failure prevalence is higher 

in men, however, there is evidence that women experience inequalities in care and 

poorer outcomes in comparison to men after a cardiac event (Bhatnagar et al., 2016; 

Daly et al., 2006; Davis et al., 2015; Kosuge et al., 2006). Further, CHD is known to be 

the biggest cause of mortality in women (BHF, 2018). Notably, there are inequalities in 

CR engagement, dependant on the region, between 15 and 38 percent of those 

participating are women (BHF, 2019), which does not reflect the differences in disease 

prevalence. 

 
 
 

As highlighted above, numbers of women taking up CR are significantly lower than men 

participating, with rates as low as 15 percent in some areas of the UK (BHF, 2019). It 

has long been held that male, middle-aged patients with uncomplicated MIs (meaning 

without further issue) attend CR (Beswick et al., 2005). Whilst the majority of CR 

participants are indeed male, the number of both men and women medically managed 

following an MI (meaning not requiring surgery) who engage with CR has been declining 

year on year (BHF, 2019). 
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In exploring some of the context which may be underpinning the statistics, decision 

making in respect of health is a notable feature. Women have been found to express 

concern that prioritising self-care and exercise participation can cause heightened stress 

and time pressures, when considered against their role in the family and as ‘nurturers’ 

(Pentecost & Taket, 2011). The precedence given to this role is something seen in 

several studies, where women seem to minimise the importance of their self-care against 

their perceived and actual roles within the home and family, particularly in the face of 

illness (Jackson et al., 2011; Jones et al., 2007). However, studies which examine the 

experience of men have also identified a sense of opportunity cost through investment 

in their health, which is derived from the feeling that health should not be a priority 

(Taylor-Smith & Dumas, 2019), perhaps linked to the need to appear strong and not 

weakened, which will be discussed further shortly. 

 
 
 

Whilst is it known that men access health care less than women (Schofield et al., 2000), 

cultural ideals related to masculinity may be relevant to such decisions. Men have been 

found to consider physiological changes as natural and inevitable rather than a 

consequence of illness (Robertson et al., 2010). Relatedly, attempts to show toughness, 

conceal vulnerability, not wishing to appear physically weakened and a reluctance to 

seek help may all be associated with hegemonic masculinity (Robertson et al., 2010; 

Schofield et al., 2000; Sparkes, 1999). Hegemony is a concept developed by the Marxist 

influenced philosopher, Antonio Gramsci, and refers to domination and manipulation via 

ideological means, not usually requiring physical enforcement. The concept is commonly 

used in studies of masculinity, which is why its use is relevant to this discussion. By 

extension, the concept of ‘hegemonic masculinity’ formulated by Raewyn Connell (1987; 

1995), and reformulated by Connell and Messerschmidt (2005), relates to the unequal 

gender relations among masculinities, and between men and women, masculinity and 

femininity. Femininity and other (non-hegemonic) forms of masculinity are deemed to be 

less valorised and thus are less powerful, causing hierarchical gender relationships. 
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Criticisms of the concept appear to have been largely based on misapplication and 

misunderstanding of its relational nature (Messerschmidt, 2019), such as the standalone 

labelling of archetypal characteristics (Hearn, 2004). Distinguishing between hegemonic 

masculinities and dominant masculinities is important, including the understanding that 

one may not be related to the other (Messerschmidt, 2019). Furthermore, that domination 

is not an inevitability in all men (Carrigan et al., 1985). Additionally, non-hegemonic 

masculinities are also an important consideration and may include marginalised 

masculinities which would appear lower down the hierarchy posited by Connell 

(Wedgwood, 2009). Based on the assumption that gender relations are historical it may 

be expected that gender hierarchies may change through time, but as Messerschmidt 

(2019) highlighted they still exist, although the understanding of the impact on social 

inequality has perhaps increased. For example, in its conceptual reformation, the 

intersectionality of gender inequality alongside other social inequalities such as age and 

class, was better acknowledged (Connell & Messerschmidt, 2005). An appreciation of 

different masculinities is important because the social relations and meanings each 

produces may shape the acceptability of health practices and effects (Messerschmidt, 

2019; Schofield et al., 2000), which has great relevance for this study. 

 
 
 

Concerning engagement in exercise, men’s participation is generally positively 

correlated throughout life, although this is strongest in younger years (Bauman et al., 

2012). Further, according to UK government figures, levels of PA have increased in men 

of all ages in recent years (HM Government, 2014). Moreover, gender is considered to 

influence the uptake of and adherence to exercise (Angus et al., 2015). For instance, 

there are deeply gendered practices relating to the suitability of given exercise and health 

practices and these are strongly influenced by the medicalised culture that exists 

(Vertinsky, 2002), and which the concept of EiM perpetuates. Tulle (2008a), for example, 

argued that female displays of physical competency have been culturally dissuaded 
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throughout the life course, something she stated that the medical profession has 

perpetuated. 

 
 
 

The dominant gender, cultural and age identities are linked to expectations of 

appropriateness (Pentecost & Taket, 2011). Overcoming the influence of these identities 

in order to take part in exercise can be challenging (Pentecost & Taket, 2011; Tulle, 

2008a). However, it has been noted that there are multiple and contradictory meanings 

associated with the lived exercise experience (Poole, 1999), some of which are 

particularly pertinent to the current research. For men, the ability to see themselves and 

be seen as ‘sporty’ or active can be an important part of their identity, often being 

associated with normative masculinity. However, alongside expectations of intimidation, 

male bodies tend to draw comparisons to one another, which can have a negative impact 

on the choice to engage in exercise (Pentecost & Taket, 2011). Whilst bodily 

comparisons are not only common amongst men, Pentecost and Taket also found that 

the possible improvement in health and well-being has been found to be important for 

women, in their study of exercise amongst those managing chronic health conditions. 

According to Cockerham (2018) this may stem from the socialisation that begins in 

childhood, encouraging girls to take care of their bodies through the medical discourse, 

which may result in lasting dispositions towards good health. 

 
 
 

Linked to age identities, older bodies can feel burdened by normative and gendered 

ideals. These norms may guide what exercise practices are felt to be appropriate, with 

ageing providing an additional layer to gendered expectations. For instance, some older 

women may have a belief that deliberate exercise can be overly challenging and 

therefore unsuitable, largely owing to the mainly biological focused ageing and PA 

images, language and stereotypes (O’Brien Cousins, 2000). An example of this can be 

seen in the use of targeted marketing, where fitness exercise is promoted as full capacity 
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activity with health benefits and dance fitness is described as graceful movement 

(Phoenix & Grant, 2009). In the case of rehabilitation following illness, activities may be 

directed in both gender and age-appropriate ways. Such practices include slower paced 

and group activities generally targeted at women. Conversely, the use of exercise 

machines typically seen in a gym environment, to try and create a more appropriate 

‘masculine’ environment (Dolan, 2011; Robertson et al., 2010; Taylor-Smith & Dumas, 

2019). Nevertheless, strength and independence have been noted as important factors 

for some older women, however this is placed alongside the desire to conform to western 

ideals of feminine beauty, often fuelled by the media (Burns, 2006; Lupton, 1996; Poole, 

1999). 

 
 
 

The notion of the ‘exercise body beautiful complex’, as identified by Maguire and 

Mansfield (1998), has a narrow definition of being toned and thin, and largely relates to 

women in group exercise settings. With this in mind, it seems inconceivable that a body 

considered fat could be a healthy one (Markula et al., 2008) and instead there are many 

negative associations attached to the larger body (Campos, 2004; Gard & Wright, 2005). 

In a bid to try and combat the influence of mass media in perpetuating the narrow ideals 

of beauty and health, ‘fitspiration’ campaigns marketed different images aimed at 

motivating people towards a healthy lifestyle (Abena, 2013). However, these images 

missed the mark and instead highlighted the continued trend of comparing of bodies 

(Tiggemann & Zaccardo, 2015). The comparing of bodies may not be gender specific, 

but the way comparisons are made exhibit key differences. In group settings and noted 

in some women, dressing the way longer standing members dress seems to create a 

feeling of comfort and acceptance, and of fitting in to the patriarchal ideals (Maguire & 

Mansfield, 1998). 
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The creation of social networks and the possibility of being surrounded by peers have 

been expressed as important to some women’s exercise participation (Poole, 2001). 

Additionally, the social occasion of group exercise has been found to be an opportunity 

to be released from the everyday (Maguire & Mansfield, 1998), and this release may be 

of further relevance to the ill-body. These aspects may be a few of the reasons why group 

exercise is so often promoted to women and deemed to be their preferred exercise 

choice. However, “social individuals are continually judged by their appearance” 

(Maguire & Mansfield, 1998, p.112) and for some women, being able to achieve the 

‘body-beautiful’ in a group setting provides a tool for achieving acceptability. 

Furthermore, Bourdieu (2000, p.240) identified that in striving for “social importance” 

bodies continue to be subject to the evaluative judgements by others. He further argued 

that this links to unequal distribution of what he terms symbolic capital, and this has 

added bearing on the discussion on social class, which now follows. 

 
 
 

2.2.3 Socio-Economic Status/social class, Coronary Heart Disease and exercise 
 
 

The term Socio-Economic Status (SES) typically relates to a social classification system 

based upon occupation (ONS), 2019a). The ONS regard it as a useful tool to aid the 

understanding of socio-economic positioning, social behaviour and social phenomena. 

More widely, SES is utilised in discussions regarding social class in terms of the 

conditions in which a person grows up, is socialised, and lives, and how this influences 

both thoughts and feelings about the world around them, and their behaviour (Manstead, 

2018). Additionally, social status is a constituent of SES (Singh-Manoux et al., 2003). In 

general terms, one’s status has also been linked to income where higher income equals 

higher status (Fraser & Rodgers, 2009). The Index of Multiple Deprivation (IMD) is a UK 

government measure of domains such as health, education and income at 

neighbourhood level and above, and provides a similar means of ‘grouping’ individuals 

but in broader terms than SES. Whilst the different nomenclature used across the 
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literature are explored in the discussions within this section, social class will be utilised 

as the overarching term in this study. 

 
 
 

The attention to class is long established in the UK (Manstead, 2018), where the 

‘grouping’ of people according to social class has become a means to distinguish people 

from one another, both in organisational governmental terms and in the subjective views 

of individuals (Easterbrook et al., 2018, as cited in Manstead, 2018). Indeed, Easterbrook 

and colleagues noted that SES has been found to be highly important to the identity of 

British adults and in some cases as important as gender or ethnicity. Such distinctions 

are the foundations of inequalities and are important to consider in any understanding of 

determinants of health, giving rise to the concept of social gradient, a sliding scale linking 

social class to health outcomes (Marmot, 2010). 

 
 
 

Demonstrating the impact of inequalities, the ‘inverse care law’ (Hart, 1971) suggested 

that even though they may need it more, those in lower SES groups have poorer access 

to high quality CHD care (Strong et al., 2006). Indeed, CHD prevalence is positively 

associated with deprivation, where those of a lower SES are at greater risk of developing 

CHD. Significantly, CHD mortality risk in men increases when they are of lower SES 

(Tjepkema et al., 2014). Deprivation is also influential to CR uptake and adherence, with 

uptake of CR being poorer in patients living in areas with the lowest IMD scores, dropping 

to 40 percent in comparison to 54 percent of those in the highest IMD scored areas (BHF, 

2018). Adherence is also affected, with completion rates of those living in low quintile 

areas also being lower (BHF, 2018). Relatedly, in a study by Fang et al. (2017), CHD 

patients living close to others did not necessarily mean that the same stock of social 

capital was available to each neighbour. These findings could indicate that although 

someone may live in an area defined as deprived, at an individual level there may be 

differences in the availability of some resources. 
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Some authors have highlighted a “causal power of social class and its intersections with 

gender” (Dolan, 2011, p.414), and indeed age. For example, social class may also have 

a bearing on the deemed appropriateness of PA practices, Dumas et al. (2005) argued 

that those of working class may be used to the hardships of life and may bear the 

challenges of ageing better than those of higher class. Contrastingly, those who are 

middle or upper class may have the resources to work on a ‘body project’ (Shilling, 2005). 

Further experiential insights relevant to this discussion are examined below (see section 

2.4.3) 

 
 
 

This is furthered by the idea that SES also relates to age and culture in complex ways, 

that life requires a chain of resources and therefore each aspect may be oversimplified 

if considered in isolation (Angus et al., 2015). The relationship between social class and 

the deployment of resources is relevant to the Bourdieusian concept of capital and thus 

will be discussed further in chapter three. Although gender, ageing and SES have been 

considered separately in this section to ensure each is given thorough exploration, there 

are undeniable overlapping discussions and points raised. 

 
 
 

The final feature relevant to the discussion of CHD is comorbidity, which will now be 

discussed. 

 
 
 

2.2.4 Comorbidity, Coronary Heart Disease, and exercise 
 
 

Comorbidities are health conditions existing alongside another condition, in this case 

together with CHD, and may occur in addition to CHD or as a consequence of CHD. The 

significance of acknowledging comorbidities in the discussion around CHD is that a large 

proportion of those accessing CR have two or more comorbidities (BHF, 2020). 
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Hypertension is the most frequently observed comorbidity associated with CHD, and this 

is followed by hypercholesterolaemia and diabetes mellitus (BHF, 2019). Furthermore, a 

number of studies have found that existence of comorbidities can be a barrier to uptake 

and adherence of CR (Grace et al., 2009; Suaya et al., 2007; van Engen-Verheul et al., 

2013). One study however, examining engagement with the initial CR assessment found 

the existence of comorbidities was rarely a barrier amongst those who were post PCI (Al 

Quait et al., 2017). As post PCI patients make up the largest proportion of those eligible 

for and accessing CR this is relevant to the current study. Nonetheless, the same study 

found that existence of diabetes mellitus, hypercholesterolaemia and a previous cardiac 

event have been shown to decrease likelihood of CR engagement, and two of these 

conditions are seen frequently amongst CHD patients. The most frequently seen 

comorbidity, hypertension, is not considered to be a significant predictor of CR 

engagement (Al Quait et al., 2017). Conversely, Al Quait and colleagues (2017) also 

found that angina, anxiety, depression and family history may increase the likelihood of 

CR engagement. Psychological stress is also a significant comorbidity and is most 

frequently reported post cardiac event (DuBois et al. 2015). Moreover, younger women 

experience a higher rate of depression (Khamis et al., 2016), whilst psychosocial health 

is considered an important factor influencing health outcomes following cardiac events 

(DuBois et al., 2015; Hosseini et al., 2014). 

 
 
 

Having explored the risk and prevalence of CHD the next part of the discussion focuses 

on how CHD is approached and managed, breaking down the specific aspects of this 

‘treatment’ and how they may be experienced by the groups discussed above. The 

discussions are placed in the context of the cardiac patient journey and highlight relevant 

socio-cultural influences. 
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2.3 The cardiac patient journey 
 
 

There appears to be three main phases along the cardiac patient journey, encompassing 

symptom recognition and help-seeking, CR, and recovery. CR is arguably the mainstay 

of the management of CHD, with the other phases feeding into and from CR. During this 

section CR is explained, including the context within which the programme sits. The 

relationship between exercise and health is examined, including critiquing the notion of 

exercise as medicine and leading into a discussion on the concept of Exercise Referral 

(ER). 

 
 
 

2.3.1 Cardiac Rehabilitation 
 

The term ‘rehabilitation’ derives from the Latin prefix re, meaning ‘again’ and habitare, 

meaning ‘make fit’ (vocabulary.com, 2019). Rehabilitation has been defined as “a set of 

interventions needed when a person is experiencing or is likely to experience limitations 

in everyday functioning due to ageing or a health condition, including chronic diseases 

or disorders, injuries or traumas” (WHO, 2020). The Chartered Society of Physiotherapy 

(CSP, 2019) further defines rehabilitation with a more positively framed explanation; 

“[rehabilitation includes] enabling and supporting individuals to recover or adjust, to 

achieve their full potential and to live as full and active lives as possible”. NHS England 

similarly adopts a positively framed approach to the CSP, stating that in enabling a full 

and active life an individual can thrive “within their family, social networks, 

education/training and the workplace where appropriate” (NHS England, 2016). The 

WHO states that rehabilitation is an essential part of health provision (WHO, 2020) and 

the NHS rehabilitation improvement plan stated that it “is a fundamental part of good 

health and social care” (Wessex Strategic Clinical Networks, 2015). Language such as 

recovery and adjustment in defining rehabilitation, suggests it is designed to rectify or 

manage an injury or illness that can be aided or improved, perhaps even alleviated. 
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The use of the term ‘patient’ in the rehabilitation context is a deliberate one. Usually, 

delivery of rehabilitation is conducted by a broad range of health professionals (WHO, 

2020) whether from within the NHS, or by other means. In these settings, service users 

are typically referred to as patients. 

 
 
 

CR aims to assist patients in improving their quality of life by learning to manage their 

condition (Mampuya, 2012) and as identified in the introduction has been defined as: 

The coordinated sum of activities required to influence favourably the 

underlying cause of cardiovascular disease, as well as to provide the best 

possible physical, mental and social conditions, so that the patients may, by 

their own efforts, preserve or resume optimal functioning in their community and 

through improved health behaviour, slow or reverse progression of disease. 

(BACPR, 2017, p.1) 
 

There is therefore some similarity in meaning with the definition of rehabilitation cited 

above and the definition of CR, however, the CR definition broadens the approach to 

rehabilitation and places increased emphasis on personal responsibility and self-care 

efforts. 

 
 
 

CR is a complex intervention in the UK with national guidance and care pathways 

provided through the collaboration between the NHS and the National Institute for Health 

and Care Excellence (NICE), an independent body sponsored by the government 

Department of Health and Social Care (DHSC). Additionally, research and standards in 

cardiovascular health in the UK are largely supported by the BACPR, the National Audit 

of Cardiac Rehabilitation (NACR), the BHF and the British Cardiovascular Society (BCS). 

The third edition of the standards and core components for cardiovascular prevention 

and rehabilitation was published by the BACPR in 2017. This document sets out details 

of the six core components of CR programmes, comprising: 
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• Health behaviour change and education 
 

• Lifestyle risk factor management 
 

• Medical risk management 
 

• Psychosocial health 
 

• Long-term strategies 
 

• Audit and evaluation 
 

Achievement of these core components has been suggested to provide the sum of 

activities specified in the earlier definition of CR (BACPR, 2017). Exercise is the most 

common aspect of CR that is delivered, followed by education (Pesah et al., 2017), both 

of which bridge several of the core components noted above. The BACPR standards 

document also features six standards for programme management and delivery 

alongside quality assurance recommendations and a certification scheme for providers 

(BACPR, 2017). 

 
 
 

Key Performance Indicators (KPIs) include multi-disciplinary team engagement, patient 

number uptake, programme duration, waiting times (with early commencement a key 

recommendation) and assessment completion. Standards are variable: of the 228 

programmes registered with the NACR, just 29 percent demonstrated full adherence to 

the KPIs and achieved certified status, and a further 35 percent were shown to be 

working well towards achieving these KPIs (BHF, 2019). The trend is towards increased 

numbers of programmes achieving the required standards (BHF, 2019), however, 10 

percent of programmes registered with the NACR do not meet any of the KPIs and a 

further number of programmes do not enter data at all. As noted above, also, these data 

do not include Scotland, which currently does not constitute part of the NACR. 
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Multi-disciplinary team engagement supports the multimorbidity often seen in CR 

patients and often includes doctors, nurses, physiotherapists, pharmacists, exercise 

specialists and dietitians, and in recent years an increasing number of mental health 

professionals have also become involved in CR (BHF, 2018). 

 
 
 

Waiting times at local programme level vary considerably, but commencement of CR 

should ideally be within 28 days for non-surgical and 42 days for surgical patients (BHF, 

2020). Across the UK and Europe, however, there are known to be capacity issues within 

CR (Abreu et al., 2019), with many more patients than places available, which may cause 

commencement to be delayed. Just as in Exercise Referral (ER) and rehabilitation in 

general, the completion of an initial assessment and follow-up assessment are 

fundamental aspects of tailoring interventions in CR (BHF, 2018). Again, just as in ER, 

achieving health behaviour change takes time and a minimum of 12-weeks programme 

provision is recommended (BHF, 2018). There is global variation in the duration offered 

(Pesah et al., 2017) and the UK standards indicate a minimum of eight weeks be made 

available (BACPR, 2017). There is further evidence to suggest that a much longer period 

may be beneficial (de Araújo Pio et al., 2017), but inevitably, funding and capacity are 

likely to impact on the duration in many countries (Al Quait & Doherty, 2018; Anderson 

et al. 2016). 

 
 
 

There is a plethora of strong evidence on the benefits of CR in reducing mortality 

following a cardiac event (Anderson et al., 2016; Aragam et al., 2015; Clark et al., 2005) 

and for secondary prevention of further events (Anderson et al., 2016; Taylor et al., 

2007). Additionally, CR is deemed safe, with minimal harms identified (Clark et al., 2013; 

Thompson et al., 2007). Improving patient quality of life and psychological state are two 

of the main objectives of CR (Al Quait & Doherty, 2018), and there is good evidence of 
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improvements in both (Al Quait & Doherty, 2016; Anderson et al., 2016). From an 

organisational standpoint, CR is a cost-effective intervention (Shields et al., 2018). 

 
 
 

As noted above, rehabilitation is a fundamental part of the health care provided by the 

NHS, and as the primary provider and funder of these services in the UK, cardiology 

services and CR are within the remit of the NHS. The NHS offers primary and secondary 

care, free at the point of access for residents of the UK, with overall responsibility held 

by the central government DHSC; responsibility for the NHS in Wales, Scotland and 

Northern Ireland has been devolved to the relevant governments. According to the NHS 

rehabilitation model, CR falls under the category of specialist rehabilitation, which is 

usually locally funded rather than nationally commissioned (NHS England, 2016), 

resulting in decisions being made locally about provision, and the depth and scope of 

services. Cardiac nurse referral is the primary route of access to CR, but referrals can 

also be made by a range of other clinical health professionals (Al Quait et al., 2017). CR 

is available to those who have suffered the following cardiac events: MI, heart surgery 

including heart valve replacement, heart failure and angina (BHF, 2018). Figure 1 below 

shows the patient care treatment pathway for CR as identified by NHS commissioning 

guidance. 
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Figure 1. 
 

Department of Health and Social Care Commissioning guide six-stage patient pathway 

of care 
 
 
 

 
 
 

Note. Adapted from BACPR (2017). 
 
 
 
 

CR care is typically phased. In the UK, phases were previously known as phases one to 

four, spanning immediate inpatient care, now known as the acute or immediate phase, 

to outpatient care, now known as the core phase, and through to long-term maintenance, 

previously known as and often still referred to as phase four. Patients are discharged 

from NHS care into long-term management following completion of the core phase, as 

shown in the pathway in Figure 1 above. Where the current study discusses CR, this 

reflects the core and maintenance phases. The BACPR (2017) suggests that each stage 

of the pathway is crucial for uptake, adherence and outcomes. Provision aligns to 

relevant NICE guidance (NICE, 2020) and Scottish Intercollegiate Guidelines Network 

(2017) in Scotland, and endeavours to follow the BACPR core components and 

standards. 
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2.3.1.1 Exercise-based Cardiac Rehabilitation 
 
 

The acceptance that PA may be beneficial to CHD patients came in the 1940s, beginning 

with chair exercise and moving onto regular short bouts of walking (Mampuya, 2012). The 

evidence-base surrounding the benefits of PA to CHD have grown since and the notion of 

exercise being prescribed therapeutically for CHD patients gained momentum in the late 

1970s (Lear & Ignaszewski, 2001; Varghese et al., 2016). In their review of literature, 

Winzer et al. (2018) highlighted that exercise at any level confers some reduction in CHD 

risk in terms of both primary and secondary prevention. Furthermore, meta-analysis has 

demonstrated that exercise-based CR provides at least a 20 percent mortality reduction 

after MI (Press et al., 2003), although medical advances may need to be considered 

alongside this (Anderson et al., 2016). Heart failure, left ventricular function, surgical 

intervention, valves and devices could also be aided by exercise-based rehabilitation 

programmes (Speed & Shapiro, 2000). Combined, this evidence provides a firm basis for 

the NHS model adopted and specifically, with exercise featuring as a core component. 

 
 
 

Hospital or community located CR is typically group-based (BHF, 2018), although other 

options such as walking programmes are also known to be efficacious (Dalal et al., 2015; 

Taylor et al., 2007). It has been acknowledged that a menu-based approach to CR and 

exercise should be considered, such as offering community-wide, home-based, and 

internet-based options including the use of wearable technologies (Angus et al., 2015; 

BHF, 2018; Varghese et al., 2016). The volume of exercise for CHD prevention and 

rehabilitation in physiological terms seems to be more important than intensity and this 

links to the need to support both initial attendance and ongoing adherence (Winzer et al., 

2018). The exercise element of CR is provided from what was formally known as phase 

three in the UK, now the core component and forms a large part of this provision. At the 

long-term maintenance stage, exercise is the only formal constituent and tends 
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not to be consistently offered, as it does not typically form part of the NHS provision in 

the UK. 

 
 
 

Having examined CR and specifically inclusion of exercise as a central part of 

programming, the discussion will now turn to consider the relationship between exercise 

and health, including a critique of the notion of EiM and leading onto interventions 

motivated by this approach. Most notably, the concept of Exercise Referral (ER), which 

has close associations with the approach taken with higher-risk conditions, such as CHD. 

 
 
 

2.3.2 Exercise and health 
 
 

Given all the discussions about exercise, it is important to understand the background to 

the relationship between exercise and health, including how it is defined. Some of the 

evidence available uses the terminology ‘PA’, as an umbrella term for any bodily 

movement involving contraction of the skeletal muscles. Typically, this is discussed in 

terms of low, moderate, and high intensity (Bouchard et al.,1993; Thivel et al., 2018). 

Other evidence continues to use the terms ‘PA’, ‘exercise’ and ‘sport’ interchangeably, 

rarely with definition (see for example Pedersen & Saltin, 2015). In this section the 

relationship between exercise and health will be explored. The term exercise has been 

chosen because this description, as structured and repetitive movement (Caspersen et 

al., 1985), correlates most closely to the type of movement undertaken in CR. Exercise 

is the term used frequently in literature and by health professionals and patients in 

relation to rehabilitation, health, and illness. It should also be noted, however, that when 

a lack of exercise (or indeed any PA) is discussed, this is given the term inactivity. It is 

also useful to consider how health may be defined. The WHO (1948) definition is a state 

of complete physical, mental, and social well-being, not merely the absence of disease 

or infirmity, which still features in literature today. The WHO description signals not just 
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for freedom from disease and illness but also a positive component in the association 

with quality of life and well-being (Bouchard et al., 1993). 

 
 
 

The association between exercise and health is well established and is supported by 

research evidence (Hupin et al., 2015; Kelly et al., 2014; Lollgen et al., 2009). 

Concomitantly, inactivity and its consequences are well-acknowledged owing to the 

major contribution to non-communicable disease (Bauman et al., 2012), and the large 

burden on health services as a result (Sallis, 2009; Sallis, 2015). Armed with this 

evidence and regarded by the Academy of Medical Royal Colleges as ‘today’s best buy 

in public health’ (Academy of Medical Royal Colleges [AoMRC], 2015), 

recommendations for PA participation are now published in many countries across the 

world, with consistent messages for adults of 150 minutes of activity a week (Bull & the 

Expert Working Groups, 2010). Despite the earlier discussion around PA and its use as 

an umbrella term, Pullen and Malcolm (2018) highlighted that sport and exercise as sub- 

categories of PA often seem to be considered ontologically equivalent. However, there 

are indications in the literature that differentiations exist between motivating factors, 

outcomes and the activities across the sport and exercise spectrum. There seems to be 

an association between the terminology used by participants and researchers for the 

choice of activity and the outcome hoped for. Where better health is the outcome sought, 

such activity tends to be termed exercise, even when the activity in question would 

perhaps be definitionally considered sport, for example football (Nielsen et al., 2014). 

Similar associations have been noted elsewhere but take the notion further in identifying 

that the different activity choices can result in different health outcomes, which can in 

some cases be detrimental to the individual, such as causing injury (Malcolm, 2014; 

Williams & Gibson, 2018) rather than a presumed positive. The framing of the activity 

also provides insight into the decision-making process where exercise as a ‘leisure 

activity’ may provide a different motivation to that of ‘health behaviour’ (Williams et al., 
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2018a). Indeed, it has been suggested that the association of health to exercise can 

become a ‘body project’ (Shilling, 2005). 

 
 
 

Despite those who design public policy and public health interventions attempting to 

address what has been identified as an ‘unhealthy behaviour’ and increase PA levels 

across many years, there remains a large proportion of the global population who are 

inactive (WHO, 2018). As mentioned above, a person can be considered inactive if they 

do not meet the recommended guidelines. Yet, just over half of adults meet the 

guidelines in the UK, and almost 30 percent fail to achieve even 30 minutes of activity 

over seven days (HM Government, 2014). Long considered only as part of the obesity 

equation, in recent years inactivity has been recognised as a major health concern in its 

own right. Just as in the case with obesity, it can be considered a “wicked problem” in 

public health terms, one where the causes and solutions are complex and multifaceted 

(Hunter et al., 2009, p.7). Inactivity has been proclaimed to be reaching pandemic 

proportions as the fourth leading cause of death globally (Kohl et al., 2012). This direct 

association with ill-health is what leads to the concept of exercise as medicine, which will 

be discussed in the sub-section that follows. 

 
 
 

2.3.3 Exercise as Medicine 
 
 

In natural scientific quarters it has often been claimed that exercise is so beneficial, it is 

the equivalent of a vaccine for multiple health concerns (Sallis, 2009). The direct 

association between inactivity, morbidity and ultimately mortality and associated health 

care costs have given rise to the idea that exercise can be regarded as medicine. The 

concept has gained considerable traction in recent years globally with the American 

College of Sports Medicine and the American Medical Association launching Exercise is 

Medicine (EiM) in 2007. Exercise has been likened to a drug and considered wholly 
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positive, whilst inactivity is considered a negative (Pullen & Malcolm, 2018). Despite all 

the evidence surrounding exercise and health it seems surprising that there continues to 

be little effort to raise public awareness about the risks of physical inactivity in 

comparison to other health risks (Sallis, 2015). With this in mind, policy makers, 

academics and researchers advocating the EiM concept promote the inclusion of 

exercise in doctors’ consultations (Sallis, 2009). This may be because of the belief that, 

due to their socially valorised and authoritative social positions, medical professionals 

can be persuasive on an individual level and wield considerable social influence overall 

(Malcolm, 2014; Sallis, 2015). As part of the medical model approach, EiM contains a 

strong emphasis on the prescription of exercise (Sallis, 2015). The ‘go to’ intervention for 

commissioners and service providers is Exercise Referral (ER) which is discussed in more 

detail in a later section. EiM coheres well with more neoliberal government policy 

discourses that frame inactivity as an unhealthy behaviour, and a choice, and exercise 

as a matter of individual management of risk and self-care. 

 
 
 

If exercise is considered medicine, then it would seem remiss not to consider potential 

negatives or side effects. Firstly, there is a policy presumption that exercise is good for 

everybody (Malcolm, 2017). Conversely, it is well-established that not every non- 

communicable disease can be prevented or treated by exercise (Williams et al., 2018a). 

Nevertheless, Sallis (2015) argued that it is hard to think of a disease not significantly 

improved by exercise. However, EiM largely associates with physiological effects and 

therefore does not consider the wider positives and negatives of exercise. PA guidelines 

contain a moderate to vigorous intensity recommendation with little acknowledgement of 

the risks. While the language within policy documents discusses PA in its broadest sense 

(see for example Department of Health & Social Care, 2019), many of the advocated 

activities which follow the guidelines through the EiM approach involve more structured 

exercise and sport activities, which are often more vigorous in nature. 
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Secondly, and alongside the first point, the reductionist, simplistic vision of EiM fails to 

acknowledge what motivates individuals to take up exercise and to adhere to exercise 

programmes (Hunter et al., 2010; Malcolm, 2017). As noted above, how exercise is 

framed may provide insight into what motivates an individual to take part or not, and also 

how they participate. Exercise identity and the influence of this on behaviour is 

acknowledged as important (Pentecost & Taket, 2011). Individuals find the accessibility, 

meaningfulness, and enjoyment of exercise very different (Nielsen et al., 2014), for 

pleasure or to recover from ill-health for example. Commensurate with the insights from 

the work of Pierre Bourdieu, social-structural features are important and interact with life 

circumstances, experiences, abilities, tastes and needs, and all these factors shape how 

activity is experienced and therefore influence motivation and potentially adherence 

(Nielsen et al., 2014). 

 
 
 

Following the discussion about exercise specifically and turning to how this may be 

influenced by illness and injury, research has shown that medical and health drivers are 

very prominent in exercise behaviour (Williams et al., 2018a). Williams and colleagues 

continue this narrative in their study on PA in those with spinal cord injury and arthritis, 

with data indicating that the sense of exercise ‘being good for you’ following illness or 

injury shown to override aspects such as fear and muscle soreness. This may associate 

with “the idea of a fit body, useful to subjects in their daily lives and an immediate signal 

of self-control and adaptability [which] seems to have replaced the modest fatalistic 

hopes of health” (Sassatelli, 2000, p.408). However, without careful exercise prescription 

to achieve a fit body and the uses this body may provide in daily life may not always be 

possible and this may have psychosocial consequences for the individual. Exercise in 

this context is complex and this adds further layers to the discussion around the 

appropriateness of EiM. Recent critiques of the EiM concept do not deny the 

physiological benefits but challenge the lack of socio-cultural considerations and the 

over-individualisation of choice and blame (Malcolm, 2014; Williams & Gibson, 2018). 
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Those with the bodily resources to help themselves seem to adjust more easily to the 

idea of self-regulation and control (Pullen & Malcolm, 2018). However, given that that 

there has been little change in activity levels generally, and indeed levels of participation 

in CR, which is discussed in greater depth in a later section, in recent years (BHF, 2020; 

WHO, 2018), this would seem to indicate that an emphasis on the physiological benefits 

and individualised behaviour are ineffective strategies. 

 
 
 

Thirdly, ‘opportunity costs’ are often ignored by policy makers, where the risk of injury, 

resultant cost of treatment and loss of productivity are not given consideration (Malcolm, 

2014; Piggin & Hart, 2017). This ‘sweeping over’ of the risk is demonstrated in the 2012 

London Olympic legacy report, which recounts only the positive aspects in the drive to 

harness the nation’s pride and inspiration, despite the worrying evidence on the level of 

athlete medical attention sought for new injuries and illnesses during the games (Pullen 

& Malcolm, 2018). Recent data indicate that there are 29.7 million Sports Related Injuries 

(SRIs) every year in the UK (Pullen & Malcolm, 2018), and these injuries are likely to 

include those caused by PA in addition to sport. The scale of SRIs is probably largely 

unacknowledged by the average individual. The ‘moderate and vigorous’ messages 

contained within the PA guidelines enforce the suggestion that increased intensity is a 

good thing (Jonas & Phillips, 2009). Indeed, EiM advocates state that increasing the 

exercise intensity will confer similar benefits to lower intensities over longer periods, and 

also market condensing sessions rather than encouraging active behaviour throughout 

the week to aid time ‘efficiency’ (see for example Krustrup & Krustrup, 2018; Krustrup et 

al., 2018; Sallis, 2015). The medical prescription of this type of exercise can increase the 

risk of injury (Pullen & Malcolm, 2018). Furthermore, Pullen and Malcolm added that the 

management of this risk is laid at the door of the individual, which fits with the policy 

narrative of individual choice and blame. With this in mind there is a possibility that more 

harm than good could result (Williams & Gibson, 2018). Williams and Gibson highlighted 

that this potential negative impact is not what is expected of medicine, especially where 
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usually it would be expected that treatment options would be explained to patients, 

including the risks and limitations. 

 
 
 

Finally, there are weaknesses in the EiM concept as seen through the lens of inequality. 

There is evidence that adherence to healthy behaviours declines with Socio-Economic 

Status (SES) (Stringhini et al., 2011), and some evidence linking poor PA participation in 

particular (Beenackers et al., 2012; Buck & Frosnini, 2012). Where not everyone benefits 

equally from an intervention, there is a resulting inequality paradox (Frohlich & Potvin, 

2008). Often this is a product of public health programming that attracts those who are 

deemed the ‘worried well’ and also those with higher SES, thus missing those most in 

need. Although not public health specific, this type of impact has been highlighted in the 

work of Ulrich Beck (1992) on the ‘risk society’. Health policies can fall and have fallen 

victim to ‘lifestyle drift’ (Hunter et al., 2010), where they appear to be targeted at 

upstream, social determinants and population level but drift downstream to individual 

lifestyle factors. At an individual level there is a segregation and distinction among those 

who make the choice to be active (Pullen & Malcolm, 2018), almost a ‘have and have 

not’ structure. The individualism implied by such choices can create stigma for both 

individuals and social groups (Carey et al., 2017). Because large numbers of those who 

are the least active have lower SES, their power and influence on policy and delivery are 

diminished and thus inactivity continually becomes constructed as an individual problem 

(Baum & Fisher, 2014; Carey et al., 2017; Marmot, 2010). Situating the problem through 

the individualised approach to EiM, risks the reproduction, even exacerbation, of social 

inequalities (Gidlow et al., 2006). 

 
 
 

Given the above discussion, and as noted by Williams et al. (2018a), promotion of 

exercise as a medicine must be ethically informed. With the ‘one-size fits all’ type 
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approach to EiM there is a risk that ethically informed practice is not presently being 

adopted, particularly in relation to illness and injury. 

 
 
 

As one of the most common interventions associated with EiM, ER will now be explored, 

and in particular the associations of the concept to the principles of CR. 

 
 
 

2.3.4 Exercise Referral 
 
 

ER involves the prescription of exercise initiated by a health professional. The concept 

has been around for many years in the UK and wider developed world, and the number 

of schemes in existence saw exponential growth in the UK throughout the 1990s. Arising 

from the EiM movement, ER has become the chosen intervention in the drive to boost 

participation in exercise for health, dovetailing neatly into a tripartite arrangement 

between health care, individual and the fitness/leisure industry. It has been argued that 

the concept of ER assumes that individuals have a lack of awareness about what they 

need to do in order to become more physically active (Oliver et al., 2016) and with an 

often-assumed association between exercise and health, physical inactivity has become 

a public health matter at government level and ER a welfare policy issue (Henderson et 

al., 2018). In this section, aspects of the UK approach to ER will be examined and 

critiqued. 

 
 
 

ER is typically provided in a partnership approach between health professionals, usually 

in primary care, alongside exercise instructors within fitness or leisure facilities. This 

partnership approach is often seen as a good solution to the lack of time, expertise, and 

confidence that primary care professionals may have to deliver the EiM approach and 

include exercise in consultations with patients (Henderson et al., 2018; Ward, 2014). 
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Potential participants for ER are usually identified by a primary care health professional 

although some secondary care engagement also takes place. Eligibility criteria are 

usually set by those delivering schemes and typically seek those who are deemed 

sedentary and either have a diagnosed non-communicable disease or are at risk of such 

a disease, usually at low or moderate risk of disease level (Crone et al, 2004; Eynon et 

al., 2019; Hanson et al., 2019). NICE guidance recommends that ER should only be 

commissioned and utilised where it provides structured programming for those who are 

sedentary and with or at risk of a health condition (NICE, 2014). The guidance does, 

however, state that higher risk conditions such as CHD are part of a separate evidence- 

based pathway and do not form part of the ER approach, although in practice these 

boundaries may be blurred. 

 
 
 

Evidence on the benefits for ER, particularly in terms of long-term adherence to exercise 

and cost-effectiveness, has been questioned for a number of years (Campbell et al., 

2015; Pavey et al., 2011) and as a result, NICE published guidance recommending that 

such schemes should not be commissioned or supported unless attached to robust 

research (NICE, 2006). Superseding NICE recommendations did not include the same 

requirement but instead recommended a series of factors that identify the characteristics 

of an evidence-based ER scheme, such as those noted above (NICE, 2014). Despite the 

backdrop of EiM, weak evidence as to effectiveness of ER persists (references noted 

above) and where studies have taken place there remains “a lack of clarity as to how the 

evidence base underpins… development” (Eynon et al. 2019 p. 2). Furthermore, there is 

little evidence of significant difference between this type of highly organised approach in 

comparison to other, and likely more economically viable, exercise interventions such as 

walking programmes (Pavey et al., 2011). In addition, recent Qualitative research has 

added to the understanding of the complex social and health circumstances of 

participants and how the rigidity of ER in its current format may not be personalised 

enough to achieve better outcomes (Hanson et al., 2019). This is despite the knowledge 
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that there can be great heterogeneity in programme design and implementation 

(Arsenijevic & Groot, 2017; Henderson et al., 2018; NICE, 2014). 

 
 
 

Research suggests that supervision, support, and the provision of positive role models 

are important factors in exercise engagement and adherence (Eynon et al., 2019; 

Hanson et al., 2019), and particularly in the context of illness and recovery (Pentecost & 

Taket, 2011). The positive association between exercise participation and social support 

is well established (Amireault et al., 2013; Bauman et al., 2012). Moreover, a systematic 

review undertaken by Eynon and colleagues (2019) identified that ER has the potential 

to offer such support in a variety of ways. Firstly, where group settings provide a sense 

of community, the opportunity to meet and be around other participants provides an 

opportunity to share experiences and demonstrate lived experience of adherence. 

Secondly, the influence of professional supervision and support through specialist 

instructor knowledge and interpersonal skills aid feelings of competence and support to 

change beliefs related to exercise (Eynon et al., 2019). Pentecost and Taket (2011) noted 

that at the referral stage, negative exercise identities should be overcome, which is 

important for those engaged in service delivery as well. These factors were also assisted 

by positive interaction with a health professional at the point of referral (Eynon et al., 

2019). In addition, Eynon and colleagues also identified that there was shown to be a 

sense of accountability to the group, the instructor, and the health professional, which 

could have a beneficial impact on programme adherence. 

 
 
 

Despite the seemingly important role of the exercise professionals in the success of ER, 

their role and responsibilities are not typically considered a priori requirement in the 

implementation of ER programmes, but rather as a by-product (Eynon et al. 2019; 

Markland & Tobin, 2010). In addition, it appears that partnership working is an important 

aspect of a successful ER model but as Henderson et al. (2018) highlighted, partnership 



45  

work is rarely predictable and often problematic, not least exhibited by the wide 

heterogeneity of ER models across the UK (Beck et al., 2016; Oliver et al., 2016). 

 
 
 

There are notable features of the ER model which resonate with CR programming. The 

positive aspects of support and role modelling for example. Some of the challenges, 

however, also bear similarities, long-term exercise adherence, the lack of consideration 

for socio-cultural influences, and the potential for other service models to be equally if 

not more beneficial are all relevant to the debate on CR programming, themes which will 

be revisited in the examination of subjective experiences, which now follows. 

 
 
 

2.4 Experiences and challenges along the cardiac patient journey 
 
 

Becoming ill is often felt to be a critical situation (Giddens, 1979) and requires the 

establishment of a ‘new normal’ (Williams, 2000). In these circumstances, Williams 

continues, it is important to understand the significance and impact of illness, how it 

shapes how others see one and how one sees oneself. Physical ‘facts’ are sociologically 

important because they impact on the sense of identity and self. They can also be limiting 

factors on social action (Kelly & Field, 1996). To explain this disruption to everyday life 

and the need for a renegotiated embodiment, Bury (1982) created the concept of 

‘biographical disruption’, which was in turn developed further by Williams as ‘biographical 

repair’ (Williams, 2000). This disruption to ‘normal’ life can trigger action and influence 

feelings of needing to care for oneself (Robertson et al., 2010). Bury breaks his 

conceptualisation of biographical disruption down into three facets. First, there is one’s 

immediate surprise and challenge in response to the cardiac event, which causes 

disruption to what has previously been taken for granted, and this may breach common- 

sense boundaries (Bury, 1982), challenging the doxa in Bourdieusian terms. This notion 

was developed more recently by Hudson et al. (2015 p.118), who stated that “traumatic 
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events… shatter our existing assumptions about the self and the world”. Furthermore, 

Robertson et al. (2010) noted that in the face of serious ill-health, there is often a 

recognition of mortality amongst patients, which can be especially prominent in men, 

according to their findings. Secondly, Bury (1982) identified that this initial disruption can 

drive yet deeper disruption that may result in one re-thinking their biography and who 

one is. The third aspect of biographical disruption relates to how one responds to the 

disruption and what resources they mobilise (Bury, 1982). Deploying capital resources 

for example, which may help in seeking and accessing appropriate health care. More 

recently this was recognised by Hudson et al. (2015, p.118), who stated that major 

disruption in our lives can “serve as a catalyst for change”. These different phases of 

challenge to one’s dispositions within a rehabilitation context sit well alongside the aim 

and objectives of this study, and Bourdieu’s concepts of habitus, capital, and field, which 

will be discussed in greater detail as part of the theoretical framework discussion in 

chapter three. 

 
 
 

It has been suggested that the two factors that contribute towards modest CR attendance 

are low enrolment and increased drop-out (Grace et al., 2011; Martin et al., 2012). 

Globally, these factors are said to relate to a lack of resources and a lack of referrals 

being made (Pesah et al., 2017). Further evidence indicates that the influences on non- 

attendance are complex and include issues with disabling comorbidities (Suaya et al., 

2007), social isolation, transport issues (Schulz & McBurney, 2000), time conflicts, 

apprehension, and poor motivation (Evenson et al., 2006). Lack of knowledge about the 

risk factors and the benefits of CR may also contribute to non-attendance (Tod et al., 

2002). The risk factors for CHD were discussed in detail above; they are numerous, and 

several are modifiable. The outcomes and quality report, which incorporates NACR data 

indicates that concerns relating to the service itself appear to be the most cited reason 

that people do not take part in CR (BHF, 2018). Indeed, patient preferences have been 

highlighted as an important consideration in uptake and outcomes (Dalal et al., 2007) 
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and diversifying services may be beneficial (Evans et al., 2011; Garfield et al., 2008). As 

alluded to previously regarding exercise-based CR, subjective elements of ill-health are 

significant to disease management (Clarke & Korotchenko, 2011; Hutton & Perkins, 

2008) and provide additional and important insight to those provided by quantitative and 

physiological data. 

 
 
 

Revisiting the suggestion by Robertson et al (2010) that disruption can trigger action, in 

the reconsideration of oneself, self-management may become an implicit part of 

biographical disruption. The notions of ‘enabling’ and ‘supporting’ in the definition of 

rehabilitation (see 2.3.1), suggest that a degree of self-care and individual effort is 

required, and that rehabilitation is not just about professional treatment. This connects to 

the earlier discussion of neoliberalism and responsibilisation. In their paper about self- 

management of chronic disease, Randall & Neubeck (2016) explain that self- 

management should be a partnership approach between patient and professional, and 

one which recognises the knowledge each bring to the discussion. Indeed, it has been 

said that “Professionals are experts about diseases; patients are experts about their own 

lives” (Bodenheimer et al., 2002, p.2469). It is also useful to note that these lay and 

professional opinions are a helpful mix to aid understanding of identity, particularly in the 

face of ill-health, and to support the rehabilitation process (Bodenheimer et al., 2002). 

However, it has been argued that health care language can frequently be more 

instructive from professional to patient, rather than mutually agreed between the two, this 

prescriptive approach can cause resistance and thus risks non-compliance (Randall & 

Neubeck, 2016). A positive patient-health professional relationship is important to the 

success of rehabilitation (Pizzari et al., 2002) as identified in the earlier discussion about 

ER where health professional, individual and instructor relationships have been found to 

be important. 
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Subjectively, patients view exercise as important to stave off further problems following 

a cardiac event or diagnosis but do not regard it as a cure (Evans & Crust, 2015). The 

provision of a sense of freedom and escape from the control of health professionals 

experienced during rehabilitation can occur and this includes the feeling of actually doing 

the exercise (Evans & Crust, 2015). A number of studies have found that individuals 

consider that not taking part in exercise rehabilitation after a cardiac event may risk losing 

bodily control and the loss of social networks resulting in a slippery slope of decline 

(Evans & Crust, 2015; Robertson et al., 2010). Despite these aspects, and as with 

general exercise, numbers engaging with exercise-based CR are suboptimal (BHF, 

2019). 

 
 
 

This section provides an in-depth exploration of some of the subjective experiences and 

challenges in relation to the psychosocial impact, other people, gender, ageing and social 

class along the cardiac patient journey. Gender, ageing, and social class are regarded 

as social inequalities and are known to be major determinants of CR accessibility and 

outcomes (Al Quait & Doherty, 2016). Each of the sub-sections identifies aspects that are 

important to the discussion of socio-cultural influences on the cardiac patient journey, and 

yet have received limited focus in the extant literature. 

 
 
 

2.4.1 Psychosocial health and the cardiac patient journey 
 
 

Psychosocial health is mentioned above as one of the modifiable risk factors for CHD, 

forms part of the core BACPR CR programme components, and is a widely used term in 

health care literature. Use of phrase ‘psychosocial’ in this discussion pertains to its 

meaning in relation to both social conditions and mental health (Merriam-Webster, 

2021b), and thus would be used as an overarching way to describe stress and ill-health, 

for example. 
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Cardiac events are serious, distressing and life-changing experiences (see, Wheatley, 

2006). Despite this, the lived experience in relation to cardiac events and subsequent 

exercise rehabilitation is given little attention in literature (Robertson et al., 2010; 

Wheatley, 2005). Where research has been conducted, it demonstrates that patients’ 

experiences highlight a range of psychosocial issues including shock, disbelief, denial, 

anxiety, depression, perceived loss of control, frustration, vulnerability, and disruptions 

to identity (Allison & Campbell, 2009; Hutton & Perkins, 2008; Jones et al., 2016; 

Meredith et al., 2019; Thombs et al., 2006). In addition, making sense of what has 

happened can be difficult for patients (Clark et al., 2004; Kristofferzon et al., 2008). 

 
 
 

Research indicates a displacement of social worlds caused by the cardiac event and 

difficulty in finding a place for the new practices that may be required, such as CR and 

behaviour change (Angus et al., 2018). However, Robertson et al. (2010) identified that 

a change in outlook can result from ‘brushes with mortality’. In their secondary data 

analysis looking at CR experience Robertson and colleagues also found that some 

patients learnt how to re-envision stressful events so that they could let these ‘pass by’ 

more calmly, as a result of their biographical repair. As discussed above, the biographical 

disruption caused by a catastrophic event manifests itself in a number of ways and 

shapes how someone rebuilds and repairs the self (see Bury, 1982). 

 
 
 

Research from a figurational perspective identified that the body may become corporeally 

and psychologically detached during illness and recovery, and remedy of this assisted in 

the regaining of control (Evans & Crust, 2015). The recovery path can however be 

challenging (Hutton & Perkins, 2008). For example, concerns about the reoccurrence of 

symptoms are a common finding in research on rehabilitation (Evans & Crust, 2015; 

Kristofferzon et al., 2008). These worries can be exacerbated by somatic 

feelings experienced during and after exercise. The time and support offered by health 
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professionals and peers in a rehabilitation setting can be important in interpreting the felt 

sensations during exercise (Evans & Crust, 2015). Indeed, the importance of this support 

has been touched upon in respect of ER and CR above. Similar to the narratives 

discussed within the context of exercise and health, psychological support can also 

become medicalised and goal-orientated, demonstrating a failure to acknowledge the 

complexity of human lives (Crossley et al., 2001). Nevertheless, in their ethnographic 

study in CR, Meredith et al. (2019) found that staff were positive, encouraging, and 

compassionate. They noted how staff tailored “their own behaviours and emotions to 

provide the most effective rehabilitation pathway for each patient” (p.376). Of course, the 

opportunity for receipt of psychosocial support relies on the patient engaging with CR, the 

CR programmes providing such support as part of their service, or the patient seeking 

support from another source. 

 
 
 

Finally, linked to the discussion below on gender, the literature has highlighted the 

intersection of masculinity with health care as important along the cardiac patient journey 

in respect of help-seeking behaviour (Galdas et al., 2007; Meredith et al., 2019), 

suppression of thoughts and emotions regarding ill-health (Angus et al., 2018; Meredith 

et al., 2019), and mental health stigma (O’Brien et al., 2007). More on the significance of 

masculinity, and femininity will be discussed in section 2.4.4 below. 

 
 
 

2.4.2 Other people and the cardiac patient journey 
 
 

Other people may influence one’s experiences and create challenges in respect of the 

cardiac patient journey. These other people could be well known to the patient, a 

significant other, family member or friends for example. They may also be less well 

known, such as neighbours, work colleagues, health professionals or a fellow patient. 
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Other people can help to shape views on health care (Lewis et al., 2018), provide support 

to undertake CR (Birtwistle et al., 2021b), and offer social support following a cardiac 

event or diagnosis, which may aid recovery and survival (Kristofferzon et al., 2008; 

Rutledge et al., 2004). In particular, research findings indicate that long-term 

relationships between friends and families are an important consideration in the 

construction of thoughts and feelings (Evans et al., 2018). 

 
 
 

Individuals who possess a family history of CHD represent just under a third of those 

eligible for CR (BHF, 2018). Knowledge of this increased risk and the opportunity for 

family members to share their lived experience may demonstrate the importance of 

family engagement in the prevention and management of familial CHD and its risk 

factors. For those significant others without lived experience, a study of CR 

professionals’ perceptions on family support by Birtwistle et al. (2021a) found that family 

members can be traumatised by cardiac events, and their ability to provide support to 

the patient can be aided by the family member being involved in what is going on. This 

could involve attending hospital appointments with their significant other for example. 

 
 
 

Significant others can provide valuable practical and emotional support and can bring a 

sense of normality after the disruption of an MI (Birtwistle et al., 2021b). They are also 

important in supporting and persuading the patient to access CR, and failure to 

acknowledge this can lead to significant others feeling undervalued (Jackson et al., 

2011). In concurrence with the influence of the role of significant others, a number of 

studies on CR found that those who have either been previously partnered or are married 

made up largest number of those accessing programmes (Al Quait et al., 2017; Clark et 

al., 2012; Erling & Oldridge, 1985; Jackson et al., 2011). Indeed, Fraser and Rodgers 

(2009) noted that married people may have greater networks, and thus sources of 
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support, than single people. Nevertheless, the role of significant other in such 

circumstances can be challenging and demanding (Oakley, 2007; Wheatley, 2006). 

 
 
 

Linked to the discussion on ageing and gender below, it is both interesting and important 

to note that the risk of death from CHD is three times higher in married women than in 

married men (Young & Kahana, 1993), although this study does not include those in 

long-term partnerships who may also experience a similar effect. According to 

Kristofferzon et al. (2008), the possibility that women may be more accepting of ageing 

decline and thus not seek help when they need it may be one explanation for this. Indeed, 

in their post-MI study Kristofferzon and colleagues found that prioritising oneself, such 

as in seeking health care including attending CR, can be challenging for women and 

involves feelings of anger and selfishness. Women are also often older when they have 

an MI and thus are more likely to be widowed, which impacts on the coping strategies 

they may employ (Kristofferzon et al., 2003). A lack of support, perceived or otherwise, 

can be worrying for both the patient and significant others, and research has consistently 

identified that poor support for significant others is a recurrent theme across the literature 

(Tapp, 2004). 

 
 
 

Moreover, it has been reported that CR can seem an imagined community and group 

interactions can be an important conduit for lifestyle modification to its participants 

(Doiron-Maillet & Meagher-Stewart, 2003; Kristofferzon et al., 2008; Wheatley, 2005). 

This may be associated with the assumption of shared experiences being found in group 

environments (Kristofferzon et al., 2008). Attendance at CR may lighten the burden of 

illness for some patients, there may be a feeling of empowerment (Phoenix & Smith, 

2011), and as in the case of exercise and health generally, pleasure can be derived from 

participation and group interactions (Phoenix & Orr, 2014; Wheatley, 2005). Specifically, 

it is important to recognise the sensations felt during exercise such as a re-establishment 



53  

of self-regulation and the vibrant physicality which can be enjoyed (Evans & Crust, 2015; 

Evans & Sleap, 2012; Robertson et al., 2010). More about social support and the 

Bourdieusian formulation of social capital, as combined resources provided by one’s 

network (see, Bourdieu & Wacquant, 1992), will be touched upon below and discussed 

in detail in chapter three. 

 
 
 

Nevertheless, Foucauldian studies have highlighted how medicine and health care can 

be seen as forms of social control and a means to discipline bodies (Wheatley, 2005). 

The patient is not a passive recipient of CR, or indeed health care more broadly, 

signalling the potential to resist control, and the creation of power struggles between 

providers and patients (see, Angus et al., 2018; Wheatley, 2005). Angus and colleagues 

suggested that this does not appear to be deliberate, particularly owing to the intention 

of CR to offer cultural capital, with capital relating to resources which in this case involve 

increased knowledge about one’s health condition and how to manage it, which will be 

discussed in more detail in chapter three. Within groups like CR, hierarchies can develop 

(Evans & Sleap, 2012; Wheatley, 2005), which may include ‘rules’ being set by some in 

the group (patients or providers), some tacitly and others more overt, such ways to 

behave, dress and act. For example, those doing more exercise than others may be seen 

to be out of place (Wheatley, 2005), this may have interesting bearing given the later 

discussions on male bodies wishing to ‘push the envelope’ (see section 2.4.4). Indeed, it 

has already been established that control is important for individuals especially in the 

sense of regaining control following illness (Evans & Crust, 2015). However, the 

organised nature of CR sessions may result in some participants finding that they lack 

control, thus restricting their chance for self-actualisation. As a result, participants may 

experience or perceive alienation or stigmatisation from others which may cause them to 

drop-out (Clark et al., 2004). As a non-physical imposition, this has relevance to the 

Bourdieusian conceptualisation of symbolic violence. It is germane to this discussion 
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because it introduces a different way of considering the influence of other people. 

Symbolic violence will be discussed further in chapter three. 

 
 
 

Whilst in the research conducted by Wheatley (2005), education sessions, prescriptions 

for exercise and physiological monitoring of patients exerted a disciplinary power 

influence from health professional to patient. These processes may be beneficial to some 

participants. Indeed, for some the medical gaze provided by CR may provide a 

comfortable space for both health professional and patient monitoring of the body and 

expanding of patient knowledge (Nettleton, 2020; Robertson et al., 2010). The notion of 

control and being controlled is discussed further in each of the sections below. 

 
 
 

The points discussed in this section signify the relevance of other people in the 

discussion of socio-cultural influences, and yet these influences have received limited 

focus in the existing literature. Some studies have explicitly highlighted the value of 

insights from significant others to future research (see for example, Angus et al., 2018). 

 
 
 

The discussion now moves on to explore the experiences and challenges in respect of 

ageing, gender, and social class. Whilst these have been placed in separate sub- 

sections, there are overlapping elements in some of the discussion points, which serves 

to highlight the increased influence of how these factors intersect with one another. 

 
 
 

2.4.3 Ageing - experiences and challenges along the cardiac patient journey 
 
 

As discussed in section 2.2.1 on ageing, CHD, and exercise, whilst one ages from the 

day they are born there is some debate as to when ‘old age’ begins and whether this can 
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be biologically and chronologically determined (see for example, Evans et al., 2018; 

Featherstone & Hepworth, 1995). The mean age of CR participants from the NACR data 

was 67 years old and the age range 18 to 105 years old (BHF, 2018). Orimo et al. (2006) 

defined 65 years onwards as being old age. The biological discourse defines old age as 

the time of life when bodily processes decline, and the risk of illness increases (Tulle, 

2008a). Indeed, the number of patients with multiple comorbidities was the greatest it 

had been since the NACR started, in the 2018 report (BHF, 2018). However, as 

highlighted by Malcolm et al. (2017) many studies either exclude or fail to acknowledge 

the importance of additional morbidities in understanding the embodied and 

contextualised impact in relation to illness. 
 
 
 

As previously mentioned, CHD is not just a disease that affects older adults, and as the 

age spectrum of patients demonstrates (see above) CR is accessed by both younger 

and older adults (BHF, 2020). Older people may differ from younger people in their 

recovery following an MI (Allison & Campbell, 2009), indeed differences in recovery have 

also been noted in terms of embodied experiences and perceptions by Evans and Crust 

(2015). Significantly, those of a younger age may be less likely to attend CR for several 

reasons, one of which being their employment (Madden et al., 2011). Understandably, 

combining CR with employment can be difficult, and research conducted by Angus et al. 

(2018) with CR participants found that in these circumstances concealment can take 

place: employees are unlikely to tell colleagues about their symptoms or cardiac event 

and may work additional hours to make up for time taken to attend hospital appointments 

and CR, feeling less productive than others. Financial precarity and finding time to fit 

exercise and/or CR into already busy lives have also found to be important barriers to 

those of working age (Angus et al., 2018). These uncertainties may therefore have some 

bearing on the average age and employment status of those attending CR, as noted in 

the NACR data. It should, however, be acknowledged that there is no longer a default 

retirement age in the UK and working beyond state pension age has become more 
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commonplace (ONS, 2019b). Thus, there may be a greater likelihood that those being 

diagnosed with CHD and experiencing cardiac events may still be in employment. 

 
 
 

Similarly, research suggests that those with domestic and caring responsibilities may feel 

conflicted regarding their available time and energy to undertake the perceived demands 

of CR (Wheatley, 2005). Particularly for women, these responsibilities appear to take 

precedence above one’s own (Day & Batten, 2006; Gallagher et al., 2008). Gallagher 

and colleagues also found that some women may also express a reluctance to let 

attendance at CR disrupt their everyday life. Overall, the impact of a cardiac event on 

social positioning appears important to patients, in addition to this positioning within the 

workplace, domestic and family settings, community responsibilities may also be 

important for some (Angus et al., 2018). 

 
 
 

Research identifies that men perceive ‘typical’ CR attendees to be older and more ‘ill’ 

than them, which can make self-identifying as someone who requires CR problematic 

(Allison & Campbell, 2009). Indeed, in their figurational CR research Evans and Crust 

(2015) found that many participants considered ‘others’ in the CR setting to be ill and 

needing help, but they were inclined not to describe themselves in the same way. 

Detaching oneself from the cardiac event in these ways is indicative of the tendency for 

patients to perceive the threat of disjuncture between their self-image and health status, 

should they admit their vulnerability and need for medical assistance (Evans & Crust, 

2015). Evans and Crust also outlined how acceptance of the need for medical help, and 

subsequent submission to treatment can result in a feeling of powerlessness (Evans & 

Crust, 2015). Indeed, this is relevant to the discussion of control and discipline bestowed 

by health professionals in a CR setting touched upon above (see 2.4.2). Such 

disempowerment and acceptance of ‘treatment’ may lead to heightened feelings of 

vulnerability (Angus et al., 2018). There can therefore be a denial of acceptance of the 
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body failing and feelings may be concealed, ignored, or even normalised. Indeed, the 

medicalisation of ageing has led to a culture of old age being viewed primarily by one’s 

physiological attributes (Tulle & Dorrer, 2012). Thus, early symptoms may be felt to be 

part of ageing (Evans & Crust, 2015), until they result in a loss of physical ability (Angus 

et al., 2018; Robertson et al., 2010). These feelings may be compounded by the ageing 

body and feeling that a return to ‘normal’ is unlikely and was related to the embodied self 

in younger life (Evans & Crust, 2015). Indeed, as described by Pike (2011, p.219) “aging 

‘normally’ in the current society requires an attempt to delay such [aging] processes”. 

 
 
 

Temporally, levels of exercise and exercise experience across the life course may have 

a bearing on participation in CR during later life. As discussed previously, negative sport 

and exercise school experiences can be durable, and thus may be influential on exercise 

participation into adulthood, revealed in a study by Traywick and Schoenberg (2008) 

exploring determinants of exercise post-MI. In their study Traywick and Schoenberg 

found that a life course perspective was important for assisting in the understanding of 

what may be felt socially acceptable for women. They argued that stereotypes assist in 

framing views such as being too old or too infirm to exercise, views which may persist 

throughout life. However, in a study by Hanson et al. (2019) based around the influences 

on ER engagement, despite being previously active, the men in the study who had 

suffered a cardiac event struggled to achieve success (related to regular engagement 

and a health outcomes focus) in the ER environment. This is perhaps suggestive of the 

renegotiated embodiment that becomes part of the biographical disruption and repair that 

occurs following ill-health (see Bury, 1982 and Williams, 2000). Thus, providing an 

opportunity to consider or reconsider change. Furthermore, the body can be a site of 

resistance to ageist stereotypes (Shilling, 2003; 2005; Tulle, 2008b). Indeed, identity is 

relational and constructed in alignment with or in contrast to others (Allen-Collinson et 

al., 2019), and this is especially prominent in old age (Evans & Sleap, 2012; Phoenix & 

Grant, 2009; Phoenix & Smith, 2011). The various life stages through which an older 
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adult has passed, Phoenix and Grant (2009) contend, will assist in shaping how one’s 

sense of self and identity is produced in a particular social context. 

 
 
 

Having discussed ageing and the potential challenges and experiences of the cardiac 

patient, gender will now be explored in the same vein. 

 
 
 

2.4.4 Gendered experiences and challenges along the cardiac patient journey 
 
 

Unequal access to health care and unequal use of health services have been identified 

as important contributors to the patterns seen in life expectancy and quality of life in those 

with CHD (Angus et al., 2015). Further to the above discussion on sex and gender 

differences in CHD risk and prevalence (section 2.2.2), by offering an appreciation of 

gender relations alongside sex-specific patterns seen, this section aims to add depth to 

the discussion of the experiences and challenges along the cardiac patient journey, and 

by extension the influences on uptake and adherence in CR. 

 
 
 

Several studies have highlighted that some women and men are known to minimise the 

impact of CHD (Helpard & Meagher-Stewart, 1998; Robertson et al., 2010; Sutherland & 

Jensen, 2000). Research suggests this includes difficulty in recognising one’s symptoms, 

or not wishing to burden others with one’s concerns (Foster & Mallik, 1998; LaCharity, 

1999). Linking symptoms and diagnosis to one’s identity has been found to also continue 

after diagnosis (Alsen et al., 2008), something which may be associated with the desire 

of some women to not be the focus of attention (Caldwell et al., 2005). Indeed, prevalent 

images and practices of femininity place emphasis on domesticity and nurturing 

(Rosenfield et al., 2005), and may also result on the sacrificing of one’s own health to 

ensure the care of others (Dumas et al., 2014). Furthermore, following a cardiac event, 



59  

women can feel a loss of feminine attractiveness, linked to the feminine ideals of 

beauty discussed earlier, which may affect their relationships with significant others 

(Angus et al., 2018), and may also be an influence on the concealment of symptoms. 

 
 
 

The benefits of CR for men and women are similar (Todaro et al., 2004; Grace et al., 

2009). Despite this, it is known that there are gender disparities in CR uptake and 

adherence (Samayoa et al. 2014). Indeed, women are less likely to be referred to CR 

(Suaya et al., 2007) and less likely to attend when they are referred (Jackson et al., 

2005). Two mechanisms have been found to be germane: firstly, what occurs at the point 

of referral, and secondly, factors that affect the capacity of the patient to act (Angus et 

al., 2015). Findings from studies including gender-based comparisons would seem to 

indicate that the differing social, economic, and geographic circumstances of men and 

women are complex, and these contextualise attempts to change deeply embodied 

habits in response to long-term illness (Hankivsky et al., 2010). Specifically, it has been 

found that men and women want different things from CR (Angus et al., 2015) and report 

numerous and differing social and economic barriers (Clark et al., 2012; Angus et al., 

2015). One such barrier identified involves the accessibility of venues in terms of travel 

expenses and logistics (Dolansky et al., 2006; Madden et al., 2011). In instances such 

as this, where a man is deemed unable to drive due to ill-health this may produce a sense 

of lost masculine competency (see Angus et al., 2018). Concomitantly, Kristofferzon et 

al. (2008) highlighted how women can find it difficult to ask others for help with aspects 

that would support their lifestyle modifications, such as providing transport. 

 
 
 

Moreover, the available activities in CR have been found to be gendered (Robertson et 

al., 2010), where group-based exercise is felt to be more of interest to women (Angus et 

al., 2015). This may possibly be due to the desire for social connections and support 

from others experienced by women, according to Angus et al. (2015), which echoes 
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elements of the above discussion about gendered aspects of exercise and health 

generally. Conversely, less sociable activities such as the use of treadmills and walking 

may be perceived by women to be less enjoyable forms of PA (Ebbesen, 1999). There 

is some indication in both older men and women that camaraderie provided during group 

classes is important (Clark et al., 2011; Thow et al., 2008). Therefore, is it unsurprising 

that group CR sessions have been shown to be important to the recovery and 

maintenance of lifestyle modifications (Doiron-Maillet & Meagher-Stewart, 2003; 

Kristofferzon et al., 2008). In addition, and although not specific to gender, social capital 

can be a useful tool in promoting adherence to exercise in those with chronic disease 

(Pentecost & Taket, 2011; Trivedi, et al., 2012; Wu et al., 2018), and will be discussed 

further in chapter three. 

 
 
 

Moreover, it has been noted that some women can be prone to anxiety and stress in CR 

settings (Tolmie et al., 2009). There can be an interpretation of CR as gym-like and 

‘men’s clubs’ (Northrup-Snyder, 2002), and exercise as unsuitable for the older woman 

(Traywick & Schoenberg, 2008). This is perhaps linked to normative gender relations 

determining what may be acceptable or unacceptable. There has been found to be 

ambivalence towards the usually mixed-sex (as such groups are typically termed) nature 

of group exercise classes, with this being especially prominent where ethnicity intersects 

(Chauhan et al., 2010). Indeed, there is evidence that exercising in women-only groups 

may provide women with the emotional and social support needed to combat the stress 

and anxiety felt (Davidson et al., 2008a; Rolfe et al., 2010). In contrast, other research 

has indicated that women may favour individual exercise over group exercise (Doiron- 

Maillet & Meagher-Stewart, 2003; Vishram et al., 2007). 

 
 
 

As noted previously, for men the serious nature of a cardiac event and facing mortality 
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are particularly poignant and can instigate a narrative of change and recovery (Robertson 

et al., 2010). Robertson and colleagues further argued, this renegotiation of identity may 

benefit from the support of health professionals, which can be conducted within the CR 

setting. Following the recognition of patterns of toughness associated with hegemonic 

masculinities, as discussed in section 2.2.2, traditional ideals such as those can 

undermine men’s health and may cause refrainment from healthy behaviours that are 

directly targeted (Dolan, 2011; Dumas & Bournival, 2011; Evans et al., 2011; Gough, 

2007; Robertson et al., 2010). However, in not appearing to show weakness in a mixed 

sex CR setting, Evans and Crust (2015) found that men felt they needed to put more 

effort into their exercise, to ensure they could ‘keep up’ if not exceed the efforts of others. 

Additionally, in the same study, both men and women voiced embarrassment about their 

symptoms which led to the concealment of the severity and subsequent limitations 

caused by the cardiac event. Concealment was also recognised in the CR study 

conducted by Angus et al. (2018) and is discussed later in section 6.3.3 regarding 

combining work with CR attendance. 
 
 
 

Whilst there is much evidence of women favouring group exercise, there is some 

evidence that men can value group CR interactions as well (Angus et al., 2015). 

However, men often fear being judged in group CR (Dolan, 2011; Taylor-Smith & Dumas, 

2019). Indeed, men can experience problems ‘fitting in’ with prescriptive CR service 

models, particularly when these were at odds with one’s cultural and social practices 

(Galdas et al., 2012). Use of exercise machines and weights is often considered to be a 

more attractive option for men, where one may be able to challenge the tolerance to 

higher intensity exercise (Hutton & Perkins, 2008). Indeed, Robertson et al. (2010) found 

that men felt the need to ‘push’ themselves, perhaps in a show of strength (as identified 

in earlier discussions), but also acknowledged the need to take care. Concomitantly, men 

reported feeling like a ‘jessy’ (a slang word for an effeminate, weak or cowardly boy or 

man, English Collins Dictionary, 2020) during dance-like classes (Little & Lewis, 2006). 
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Interestingly, there can be a masculine notion that the encouragement of more energetic 

activities, such as those noted above, alongside the narrative of hegemony, may limit the 

ability of men to access more relaxing activity choices, despite there being recognition 

of the importance in CR (Robertson et al. 2010). Robertson and colleagues furthered 

this, noting that it should be acknowledged that men too need an outlet for their emotions, 

and this may not be addressed in the same way as it is for women. 

 
 
 

The perceived attraction to group-based activities among women and possible aversion 

to this in men is an interesting point. The predominant mode of CR exercise delivery in 

the UK continues to be group-based and as noted, a large percentage of those attending 

are men (BHF, 2019). However, where available, many programmes include exercise- 

machines in a class-based group format, which may provide a bridge to making these 

activities acceptable. Specifically, the use of a gym has been shown to influence 

“pragmatic embodiment” in some men, by positively impacting one’s feelings of capability 

in tackling everyday activities (Robertson et al., 2010, p.703). The attraction to CR by 

increasing numbers of men Robertson and colleagues argued, may be partly explained 

by men having less self-awareness than do women, particularly when their health is 

affected. However, some younger men may be influenced by the changing cultural tide 

surrounding body image related marketing, which has increased self-awareness (Gill et 

al., 2005). The desire for men to enhance their knowledge in times of ill-health sits 

alongside the hegemonic norms related to maintenance or re-establishment of control 

(Robertson et al., 2010), even if that involves being controlled by health professionals. 

Indeed, it has been found that proficiency, confidence and knowledge can assist men in 

accepting the situation (Ben-Sira & Eliezer, 1990). The need for control and autonomy 

and acquiring knowledge relate to habitus and accumulation of cultural and physical 

capital in Bourdieusian terms. These aspects sit in contrast to the notion of men having 

little interest or concern in accessing health care, as identified previously. Equally, 

support from CR professionals in the monitoring of exercise has also been found to be 
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important to women (Kristofferzon et al., 2007; Rolfe et al., 2010). While the influence of 

other people has already been discussed above, there are aspects of this influence that 

pertain specifically to gendered experiences and challenges, and thus these aspects are 

explored below. 

 
 
 

2.4.4.1 The influence of others on gendered experiences and challenges 
 
 

As highlighted in previous discussions, receiving some form of support has been found 

to be commonplace and a source of encouragement for both men and women 

(Kristofferzon et al., 2008; Rankin et al., 2005). However, a number of studies have 

identified that support can be differently available to women and men, and this may be 

influenced by cultural background and SES (Astin et al., 2008; Tod et al., 2002). 

Importantly, the positive influence of married women toward their male spouses is more 

commonly seen, and yet the trend is less notable in the opposite direction (Tod et al., 

2002; Norris & King, 2009). Kristofferzon et al. (2008) stated that men’s recovery from 

an MI was assisted by spousal support which involved communication and 

encouragement. Specifically, women have identified less support from male partners in 

their decision not to attend CR (Pullen et al., 2009). 

 
 
 

Emotional support is considered particularly important to women (Helpard & Meagher- 

Stewart, 1998). For women, coping strategies have been found to include help from 

family, sharing their experience with friends, re-prioritising aspects such as workload, 

and focusing on their strengths (Kristofferzon et al., 2003). Emotional responses to 

cardiac events have also been acknowledged to be significant, as Kristofferzon and 

colleagues highlighted, guilt, anger, denial, feeling dependent and accepting the 

situation. Yet, in some instances women may choose not to involve their family when 

making lifestyle changes (Kristofferzon et al., 2003), and may even turn to wider family 
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or friends first in times of need (Ashton, 1999; Johnson & Morse, 1990), particularly when 

they feel concerned about their health. Perhaps seeking help from wider sources relates 

to the perceived lack of support they may receive from close family. Whilst the same 

studies found that men may be more likely to involve their partner first in similar 

situations, they may also find social support within the workplace beneficial (Kristofferzon 

et al. (2003). Additionally, evasive coping strategies such as denial and substance 

misuse have been noted in men where psychosocial issues and physical limitations were 

also found (Bennett & Connell, 1999). It is, however, also useful to note that in those who 

either lacked support or did not believe their significant others would be able to provide 

what they required, this may increase the likelihood of attending CR (Jackson et al., 

2011), as means to find support. 

 
 
 

In a study exploring patient and family member experiences post-MI, Birtwistle et al. 

(2021b) found that family health beliefs and perceptions are important to CR, and these 

views will likely influence how supportive family members may be. In their meta-synthesis 

of CR and gender studies, Angus et al. (2015) showed that those attending CR who 

expressed dissatisfaction in programme requirements were more likely to drop-out or be 

sporadic attenders. Intriguingly, many participants across several studies reviewed by 

Angus and colleagues were either newly single or in (self-reported) unsupportive 

relationships. Concomitantly, Jackson et al. (2011) highlighted that where a patient 

expresses disinterest in attending CR their significant other was more likely to feel that it 

is important not to ‘rock the boat’, often leaving the patient’s decision not to attend 

unchallenged. Where a patient does attend CR, attempts to share new-found health- 

related knowledge (which provides cultural capital) may be resisted, resented or ignored 

by the significant other (Angus et al., 2018), thus leaving the patient feeling unsupported. 

Similar nonchalance has also been observed in compliance to wider behaviour changes 

and a feeling of being powerless to challenge the decisions made by significant others, 

such as eating more healthily (Goldsmith et al., 2006; Angus et al., 2018). Such 
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demonstrations of power influence indicate what Angus et al. (2018, p.49) call 

hierarchies of “gendered cultural capital”, involving domestic labour divisions. These 

divisions may be relevant in circumstances where the patient is not the household cook 

regulating any dietary changes for example. A lack of challenge or support from the 

significant other with regards a patient decision not to attend CR, or make lifestyle 

modifications generally, may help the patient to feel vindicated in their decision (Jackson 

et al., 2011). These relationships can also be enabling, for example, positive beliefs and 

behaviour in respect of PA may provide mutual encouragement. Such support has been 

particularly notable in spousal relationships (Falba & Sindelar, 2008; Jackson et al, 

2015). Moreover, Jackson et al. (2011) suggested that when patients and significant 

others can participate in CR together, their attendance may increase. In practical terms, 

however, such opportunities are not always available, limited by space and resources. 

 
 
 

The influence of other people can also be seen in the receipt of information about CR. A 

lack of information can increase the likelihood of non-attendance (Clark et al., 2002). 

Whilst this may be related to the engagement with a health professional, where the 

patients’ significant other is not aware of CR programme details this is also seen, perhaps 

related not just to the information on but also the understanding of what CR may involve. 

Indeed, Angus et al. (2015) noted a lack of knowledge and encouragement from a trusted 

health professional with regards to decision-making, is a recurrent theme in their 

secondary meta-synthesis of studies on gender and CR access. Women in particular 

have been found to receive less information than their male counterparts (Young & 

Kahana, 1993). Typically, an individualised view is taken in CR provision, where the 

patient is viewed in isolation rather than in a social context (Gannik, 2002). Significant 

other engagement in health professional interactions has been shown to be beneficial to 

the patient, significant other and health professionals, helping information to be shared, 

understood and allaying fears (Koren et al., 2018; Laidsaar-Powell et al, 2016; Mackie et 

al., 2018). There is of course some potential for the concerns of the significant other to 
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risk ‘holding back’ the patient (Birtwistle et al., 2021a), which may be as a result of worries 

about further health events. To this end, increased attention to the role and needs of 

significant others is important (Jackson et al., 2011; Angus et al., 2018) and may assist in 

alleviating some of these worries (Buckley et al., 2018; Birtwistle et al., 2021a). Therefore, 

such triadic approaches may benefit both uptake of CR and recovery. 

 
 
 

Research conducted with CR patients indicates that there are gendered notions of what 

a person should be doing after a cardiac event. These expectations tend to extend 

beyond the type of exercise that is deemed appropriate, which was discussed above and 

will be further discussed in the section below. Such notions include whether the person 

should drive and if/when they should work, for example (Angus et al., 2018; Robertson 

et al., 2010). In some instances where patients have not wanted to burden their 

significant other so attend CR to ‘get out of their hair’ and ‘do what they should’ (Jackson 

et al., 2011). Downplaying of the severity of one’s condition occurs where family 

members may be protective or where a person does not wish to appear weak (Angus et 

al., 2018). There is a social displacement seen, gendered domesticity is felt strongly 

(Dale et al., 2015; Mróz & Robertson, 2015) with traditional homes implicitly organised 

around the embodied and gendered cultural capital of home management (Angus et al., 

2018). Women may feel tensions between their roles as wife, mother, worker and 

protector (Benson et al., 1997). As an example of this tendency, it has been found that 

women experience less help with home duties up to one-year post MI (Young & Kahana, 

1993). Gendered aspects such as those highlighted combine, adding to the sense of not 

wishing to renege on family responsibilities, and are found to be especially prominent in 

women (Marzolini et al., 2008). Such concerns are known to be influential to the uptake 

of CR (Jones et al., 2007; Norris & King, 2009). It is also important to note that household 

activities like laundry and cleaning can be important to recovery (Helpard & Meagher- 

Stewart, 1998), providing a sense of purpose and control over one’s life. 
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Transport and accessibility in relation to CR are reoccurring themes in the research. The 

accessibility of public transport, access to a vehicle or family member access to a vehicle 

and availability of car parking are important to those deciding whether to attend (Rolfe et 

al., 2010). This is especially prominent for women (Caldwell et al., 2005; Pullen et al., 

2009; Rolfe et al., 2010), who report more dependence on others for transport (Dolansky 

et al., 2006). Indeed, women tend to describe a heightened sense of reliance on 

significant others overall (Angus et al., 2018). Furthermore, where one partner relies on 

the other for transport, time demands on the significant other from elsewhere can limit 

the availability of transport and other support (emotional for example), and this is 

especially prominent in those with partners who work (Hird et al., 2004). Men are known 

to also be concerned about transport, especially when health has affected their driving 

licence (Grewal et al., 2010; Madden et al., 2011). This concern is especially prominent 

in older adults (Dolansky et al., 2006; Hagan et al., 2007). Driving is often construed as 

a masculine competence, with men in one study reporting that women are slower drivers, 

and they experience embarrassment being driven by their wife (Angus et al., 2018). The 

distance from the CR programme that a patient resides is also particularly important in 

rural areas, especially for those with fixed or low incomes, and amongst women (Caldwell 

et al., 2005, Traywick, 2006). 

 
 
 

Moving onto the impact of the cardiac event on relationships, the literature highlights 

mixed feelings about how the event has affected relationships. In some instances, 

increasing closeness has been felt, others have found negative relationship 

consequences (Jackson et al., 2011), perhaps associated with feelings of obligation to 

be a carer (Wheatley, 2006). This may differ between family and friends and the roles 

that they play in the life of the patient. Perhaps in an attempt to achieve boosted social 

capital, research has indicated that living alone may encourage patients to forge better 

relationships with neighbours or friends (Angus et al., 2018). Others, however, express 

a wish not to feel dependent on others, especially in relation to the completion of 



68  

domestic tasks (Angus et al., 2018), ideas which echo the previous discussion regarding 

gendered domesticity. It is also appropriate to acknowledge that the feelings and actions 

highlighted may not be the same for all, for example those who are: single; not needing 

to care for others; or career focused, for example (Doiron-Mallet & Meagher-Stewart, 

2003). 

 
 
 

The views of men and women may be different, but each group is concerned about the 

physical and social impact of exercise (Angus et al., 2015). When considering whether 

or not to attend CR, a patient may assess the fit between their needs and the CR 

programme. Understanding how this is approached may provide useful insights into 

decision making (Angus et al., 2015). Angus and colleagues also noted that the findings 

related to CR and gender are threatening to gender identity and often contradictory, thus 

discussions and possible resolutions are complex. Some of these complexities are 

interwoven with the intersection of other social positions including age and social class. 

Having previously discussed age, social class will now be discussed in the section that 

follows. 

 
 
 

2.4.5 Social class - subjective experience and challenges along the cardiac patient 

journey 

 
As previously highlighted (see section 2.2.3), there are inequitable rates of CHD, access 

to treatment and uptake of CR in those living in areas of high deprivation (BHF, 2018), 

leading to inequalities. The discussion around inequalities is greatly illuminated by 

sociological research (Bairner, 2007). In particular, capital in Bourdieusian terms and the 

notion of taste in relation to the habitus are relevant to this study. Some of these aspects 

will be touched upon in this discussion but will be explored in more detail in chapter three. 

Notably, studies have shown a relationship between SES and unhealthy lifestyle choices 
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(Lakshman et al., 2010; Pampel et al., 2010; Stringhini et al., 2011), relevant to the 

modifiable risk factors related to CHD, as discussed above. In Bourdieusian theory, 

distinctions between lifestyles represent the contestation of social meanings and values 

of individual tastes and dispositions (Wacquant, 2018). Wacquant continued, lifestyles 

translate into class associations in a hierarchical manner and some authors suggest 

there is a continuity of these specific class-related lifestyles throughout life (Jones et al., 

2011). Bourdieu argued that class-related ‘choices’ are governed by necessity (Bourdieu, 

1984), and this notion will be discussed in more detail in section 3.3.2 of chapter three. 

Furthermore, an individual deciding whether to access CR who has pre-existing 

unhealthy tastes and practices requires a significant amount of available capital 

(resources), in addition to social positioning to facilitate change and achieve success 

(Angus et al., 2018). However, one’s social world is complex, those with prior issues in 

life, who feel undermined by their circumstances, may make the decision not to take part 

in CR and if they do may struggle to adhere to the programme, due to feelings of 

incompetency or inability to self-manage (Angus et al., 2018). In these situations, CR, or 

indeed any practice contrary to the typical, is often not the primary concern and instead 

the restoration of social dignity in other fields occurs (Angus et al., 2018; Evans & Crust, 

2015). It has also been found that those with complex lives causing a change to social 

position, such as the occurrence of a cardiac event, may seek an opportunity to regain 

structure and control (Hanson et al., 2019). CR may provide a means to recoup control 

and structure, but it may be perceived as the antithesis. Relatedly, the cardiac journey 

can be influenced by highly individual coping strategies, available resources, and the 

social context and networks (Kristofferzon et al., 2007; 2008). 

 
 
 

Furthermore, the complexity of social structures, values, norms and meanings related to 

lifestyles may impact the targeting of CR services (Taylor-Smith & Dumas, 2019). For 

example, the financial costs of CR have been recognised particularly for women, who 

identify a difficult balance with other demands, as discussed previously. Even when 
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programmes are free, patients may perceive knock-on costs such as home help or care 

(Day & Batten, 2006; Rolfe et al., 2010). Several studies (Doiron-Maillet & Meagher-

Stewart, 2003; Madden et al., 2011; Page et al., 2008) highlighted how employment 

responsibilities can be a pressing concern for both men and women following a cardiac 

event, particularly where employment is uncertain, or involves self-employment. 

Furthermore, men have been found to be concerned about their ability to work after a 

cardiac event and that physical weakness may be displayed by their inability to do so 

(Johnson & Morse, 1990). These concerns, in addition to most programmes being 

offered during daytime hours during the week, perhaps may provide some explanation 

as to why the majority of those currently accessing CR are retired (BHF, 2018). A further 

point of interest is that those who are unemployed seem to have poorer outcomes post 

CR (Harrison et al., 2016). 

 
 
 

Despite the factors identified above, the format of CR has remained largely unchanged 

for many years: group-based provision remains most prevalent (Angus et al., 2015; BHF, 

2019); typically sited in a hospital, community or leisure centre; and likely to be provided 

on weekdays during daytime hours. 

 
 
 

As mentioned above a more tailored approach to CR programming may be most 

efficacious, and in the consideration of modes in this debate home-based and e-health 

options are important (Angus et al., 2015). Class is relevant, however, not just in terms 

of choice, in the case of the current study whether to access health care or take part in 

CR, and preference, for example the mode of exercise, but also in relation to one’s 

physical capacity to realise and act on one’s choices and preferences (Bairner, 2007; 

Evans, 2004). The Bourdieusian conceptualisation of habitus can be helpful to 

understand the influence of some of the issues raised in relation to SES (Taylor-Smith & 

Dumas, 2019), and social class more widely so the exploration of this in the theoretical 
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framework will develop this discussion, and specifically in the context of the cardiac 

patient journey. 

 
 
 

2.5 Review of literature chapter summary 

 
 

The chapter began with a discussion on the prevalence and risk associated with CHD 

and moved onto an exploration of who is most affected by CHD. The discussion then 

examined CR and exercise-based CR, looking at exercise and health, and highlighting 

amongst other things the problematic discourse around exercise as medicine. The final 

section explored key experiences and challenges in relation to the psychosocial impact, 

other people, ageing, gender, and social class in relation to the cardiac patient journey. 

The discussion also highlighted the influence of psychosocial health and other people in 

the cardiac patient journey, as important intersecting factors throughout the thesis. 

 
 
 

CHD is a major cause of morbidity and mortality and results in thousands of cardiac 

events and hospital admissions each year in the UK. CR forms an integral part of the 

NHS approach to managing CHD and reducing secondary events, and is typically 

exercise-based. Despite the availability of CR and the number of people eligible to 

participate, uptake is poor, and ageing, gender and social class provide further 

challenges to engagement with CR and exercise generally. Sociological insights have 

been identified as important in illuminating some of the socio-cultural influences on the 

cardiac patient journey (Bairner, 2007; Featherstone & Hepworth, 1995; Katz & 

Calasanti, 2015; Katz, 1996). Despite this, studies examining these influences are 

limited. Most notably, there is persistent inattention to lived experiences. In particular, 

there is a research lacuna in the examination of participants’ subjective, lived 

experiences surrounding cardiac events. Moreover, a further gap exists in relation to 

assembling detailed accounts of these experiences through in-depth qualitative inquiry. 
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Furthermore, other people have been specifically identified as a key influence on the 

cardiac patient journey and yet research exploring the perspectives of such individuals 

is also lacking in the extant literature.  

 
 
 

This study aims to add new knowledge from a unique perspective on the topic of socio- 

cultural influences on the cardiac patient journey, beginning with symptoms and 

diagnosis, onto uptake and adherence in exercise-based CR, and through to recovery. 

To assist this exploration, a Bourdieusian theoretical framework will be utilised, several 

of the relevant concepts which form part of this framework have already been touched 

upon and will be discussed in detail in chapter three that follows. 
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Chapter Three: A Bourdieusian theoretical framework 
 
 
 

3.1 Introduction to the section 
 
 

The purpose of this section is to outline the theoretical framework that underpins the 

current study. The aim of the study is to improve the understanding of some of the socio- 

cultural influences along the cardiac patient journey, which may also have bearing on the 

uptake of and adherence to CR, by exploring a number of the key social inequalities that 

exist. To aid the understanding of why the work of Pierre Bourdieu and the concepts he 

developed have relevance to the discussion, the associated ontological and 

epistemological assumptions of this study will be touched upon, and further examination 

of the application of certain aspects of Bourdieu’s key concepts will also be undertaken. 

 
 
 

Firstly, power relations and social class will be discussed including how these link to the 

key concepts and the subject under study. Following this, Bourdieu’s three key concepts 

are outlined: field, capital and habitus. As a notion associated with habitus, practice will 

also be discussed. The meanings and relevance of his concepts of doxa, hexis, nomos 

and illusio are also interwoven into the discussion. Following this, there will be a 

discussion on aspects pertaining to the current study, with examples provided of how the 

concepts can effectively be applied to CR and the wider context of health care, exercise 

and illness. Criticisms and limitations of Bourdieu’s theory are then discussed, 

particularly in relation to habitus and field, and how these limitations may be navigated 

in respect of the current study. The section concludes with a summary of the salient 

points from the discussion. 

 
 

Although some have argued that it can be difficult to deal with Bourdieu’s concepts as 

separate entities (Grenfell, 2014; Costa & Murphy, 2015), newer discussions have led to 
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the possibility of detaching the concepts from one another, either temporarily or 

permanently, and it has proven fruitful to do so (Wacquant, 2014; 2018). However, others 

have challenged this, suggesting that effective usage of the concepts must be taken 

together (Hardy, 2014a). Taking the aim and objectives of the current study it would be 

appropriate to agree with the latter statement, as the explorative lens would benefit from 

a view across the concepts and their relations to agency and structure. This section 

furthers the discussion commenced in chapter two, exploring Bourdieu’s body of work 

and how this has been developed to reflect the more current social and cultural milieu by 

others, such as those who have written both with and beyond him (Loïc Wacquant and 

Michael Grenfell for example). Furthermore, the section explores how Bourdieu’s work 

has been applied to other practical and current study related problems such as gender 

matters in CR (Angus et al., 2018), class-based masculinity in CR (Taylor-Smith & 

Dumas, 2019) and the determinants of health inequalities (Gatrell et al., 2004). It is 

important to note that the use of certain features of a Bourdieusian theoretical framework 

in the current study provide a way to illuminate interesting aspects relevant to the aim 

and objectives of this study, rather than to contribute new theoretical insights to 

Bourdieusian theory. 

 
 
 

3.2 An introduction to Bourdieusian theory 
 
 

The main body of work of French theorist Pierre Bourdieu [1 August 1930 to 23 January 

2002] came in the 20th century. His work was influenced by many other philosophers and 

sociologists, ideas that he synthesised with his own thinking. Some have suggested that 

his work was phenomenologically influenced by theorists including Schütz, Gurwitsch 

and Merleau-Ponty (see for example, Robbins, 2019). It has also been argued that 

aspects of Marxism, together with the work of Bachelard and Durkheim can be observed 

in his approach (Vandenberghe, 1999). In the preface of one of his most regarded texts, 

Distinction, Bourdieu himself named Elias, Goffman, Weber and Kant as influential to his 
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work (Bourdieu, 1984). Moi (1991, p.1019) stated that “Bourdieu makes sociological 

theory out of everything”. Aspects of everyday life such as the way one dresses or the 

friends one may have, have been utilised in his works, with habitus being a salient 

example of this. Habitus is seen in individual movements, gestures, facial expressions 

and way of looking at the world (Moi, 1991). Moreover, it is argued that Bourdieusian 

theory is “good to think with” (Jenkins, 2002, p.11). Wacquant (1992, p.xiv) proposed that 

“an invitation to think with Bourdieu is of necessity an invitation to think beyond Bourdieu, 

and against him whenever required”. Such a sentiment highlights the need to challenge 

how his ideas may work contextually for the object of research. Indeed, the evolution of 

Bourdieu’s work was in recognition of the world shifting around him. Having spent years 

looking at structural inequalities in French society he could see that the world was 

changing. His thinking was roused by the impact of welfare and public system decisions, 

which were made by political leaders elected in predominantly influential countries such 

as America and the UK in the late 1970s and early 1980s (Medvetz & Sallaz, 2018). 

Although sociological thinking and theorising has moved on since Bourdieu’s death, 

through the works of others his concepts continue to be utilised (see Angus et al., 2018; 

Taylor-Smith & Dumas, 2019 for cardiovascular rehabilitation related examples). 

 
 
 

Bourdieusian theory posits that rather than only observing visible interactions, it is also 

important to note the role of the subconscious and what is ‘unsaid’ in the context of social 

relations and social positions (Bourdieu, 1984). This would involve, for example, the 

behaviours and practices observed, which display one’s habitus. Bourdieu stated that 

“…the stuff of social reality - of action no less than structure, and their intersection as 

history - lies in relations” (Bourdieu & Wacquant, 1992, p.15). Like other philosophers 

(Elias for example), Bourdieu sought to challenge the dichotomy of agency and structure 

suggesting that the two things cannot be separated, and that they influence one another 

(Bourdieu, 1984). The term agency relates to the ability of an individual to understand 

and control their own actions (Webb et al., 2002). In Bourdieu’s conception, individuals 
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are not only able to shape their worlds, they are also a product of that world (Bourdieu, 

1977). He recognised that people are “restored to their full dignity as agents acting by 

virtue of their embodied social properties” (Bourdieu, 2005, p.96). He replaced the 

oppositions between individual and society, realism and idealism with three core 

concepts; field, capital and habitus (Bourdieu, 1984). In turn, these (and other concepts), 

can be used methodologically to create a lens through which to view human action. The 

three concepts are interdependent, hence the previous discussion about combined and 

separated use, with no one concept more important than the other, but each important 

to understanding the social world (Thomson, 2014). 

 
 
 

In recognition of the inequity and inequality Bourdieu observed during his studies of the 

Béarn and in Algeria for example, he furthered the application of his concepts, adding 

that the distribution of the properties (capital) is “different and unequal” (Bourdieu, 2005, 

p.96). Thus, an understanding of the social world in respect of taste and power, which 

are often described in his works as distinction and domination, aid the understanding of 

practice (Christoforou, 2018), with practice being somewhat akin to behaviour, but also 

encompassing socio-cultural patterns, etiquette, norms and human agency. 

 
 
 

Linked to the earlier discussion in section one, Bourdieu also focused on language. What 

something means to someone depends on the available discourses, their exposure to 

memories for example (Grenfell, 2014). Consequently, “Language is a site of exploration 

and struggle” (Richardson & St Pierre, 2008, p.476). Words are used with assumptions 

about meanings and infused with rational practical implications of such meanings. Even 

innocuous words can carry assumptions and meanings (Grenfell, 2014). For example, 

the power of naming, labelling and the use of language in classifying people. These 

classifications provide a means of division (Medvetz & Sallaz, 2018) and are important 

in the context of power and inequalities. Therefore, social class and power are strong 
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themes across Bourdieu’s work, as will be discussed further in the section 3.3, which 

follows. 

 
 
 

Structural connections are central to Bourdieusian theory (Bourdieu, 1968), this can be 

seen through his methodology in how research objects are constructed, the approach to 

field analysis and in participant objectivation (Grenfell, 2014). Structure was the founding 

principle in attempting to overcome objectivity versus subjectivity (Watson & Grenfell, 

2016). Grenfell (2014) argued that structure, as the objective, theoretical aspects of the 

social space meshes with the subjective, lived experience and practice of individuals, 

expressed through the triad of field, capital and habitus, as well as doxa, hexis and illusio. 

As highlighted by Mohr (2013) everything should be considered relational and thus what 

is under investigation should be viewed in the context within which it is embedded, as an 

invisible structure of relational elements (Vandenberghe, 1999). Bourdieu’s links 

between theory and practice are considered to be strong (Joas et al., 2011) and in 

research terms this enables theory to come alive through the empirical evidence 

gathered (Reay, 2004). Although not overtly identified by Bourdieu himself, his 

ontological and epistemological rejection of positivism can be seen through his use of 

the concepts of habitus and field, and suggests an interpretivist stance (Benjaminsen, 

2003). This position is influenced by a constructionist reality with the social world 

presenting multiple realities (Schwandt, 1994), where humans generate knowledge and 

meaning from their own experience. The clear influence of structure indicated his 

structuralist position also and some have argued that his work bridges structuralism and 

constructionism (Flecha et al., 2001; Scambler, 2002). 

 
 
 

Bourdieu published many works during his life and elements of these will be utilised 

below through exploration of his concepts. Such works include Outline of a Theory of 

Practice (1977), Distinction (1984) and The Logic of Practice (1990), and it is upon these 
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texts that the thesis primarily draws. Furthermore, it should be noted that the majority of 

Bourdieu’s work was not only written in French (and subsequently translated into 

English), but also focuses on French culture. He himself described his work as ‘very 

French’ (Bourdieu, 1984), and this cultural framing is salient; for example, Sullivan (2002) 

suggested that his work should be viewed in the context of the capitalist societies which 

he studied. Watson and Grenfell (2016) emphasised that Bourdieu’s own background 

and influences created his specific version of sociology. Indeed, his work is said to have 

been profoundly moulded by both his own origins and the social and intellectual milieu 

within which it developed (Joas et al., 2011). Although this could be said for all social 

theorists, Bourdieu’s studies of Béarn and Algerian culture particularly marbled his 

sociology. His writing style has, however, been considered by some to be abstruse and 

verbose, and deliberately so (see for example Rahkonen, 1999). Bourdieu (1993, p.21) 

himself stated that: 

Sociological language cannot be either neutral or clear… In contrast to the 

search for literary quality, the pursuit of rigour always leads one to sacrifice a 

neat formula, which can be strong and clear because it falsifies, to a less 

appealing expression that is heavier but more accurate, more controlled. Thus, 

the difficulty of style often comes from all the nuances, all the corrections, all the 

warnings, not to mention the reminders of definitions and principles that are 

needed in order for the discourse to bear within itself all the possible defences 

against hijacking and misappropriations. 
 

Where appropriate, therefore, it has been found useful to consider secondary sources 

examining his theories, such as The Oxford Handbook of Pierre Bourdieu (Medvetz & 

Sallaz, 2018), Pierre Bourdieu: Key concepts (Grenfell, 2014) and the many papers 

reflecting upon and utilising his theory, in order to aid comprehension. 

 
 
 

Having broadly introduced Bourdieusian theory, a more specific exploration of the salient 

theoretical aspects will now take place. This exploration commences with power and 
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class, including symbolic violence and is followed by each of Bourdieu’s concepts 

beginning with field and moving through to capital, habitus and then practice. 

 
 
 

3.3 Power and social class 
 
 

Power, class and inequalities were persistent themes within Bourdieu’s research and 

theoretical musings. It therefore would be remiss not to include a section specifically 

examining these aspects of his theory. The section begins with power, and then moves 

onto social class. 

 
 
 

3.3.1 Power 
 
 

Conceptualisations of power have been a preoccupation of social scientists for centuries. 

Bairner (2007) argued that Bourdieusian theory bears similarities to Marxism, although 

each of their work is very much representative of its time. Burawoy (2018) highlighted 

one particular similarity in the unveiling of power relations so as to undermine them. For 

Bourdieu power is a tangible thing, grounded in capital and something that can be 

possessed and contested. Crossley (2014) noted that in Bourdieu’s conception, power 

and inequality attempt to distance themselves from being materialistic through his forms 

of capital. Therefore, Crossley concluded, cultural and social resources are as important 

as economic and material resources. Power should be considered a large overarching 

notion and as a way to describe the relations between dominant people or institutions 

within a field and the social field generally (Webb et al., 2002). 

 
 
 

Similarly, Bourdieu (1991) considered the origin of social struggle to be among the 

holders of the different forms of capital and the impact of these struggles create the rules 

for the transformation or maintenance of the different kinds of capitals and their 
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comparable values. He continued, highlighting that the different kinds of capital should 

be regarded as different kinds of power, adding that each kind has its own mix of 

individualities and intricacies which can be enacted to provide meaningful resources 

within a field. In this way, capital supports the enactment of power, and thus describes 

the capacity to change situations, with the amount of capital determining the extent of 

that capacity (Tomlinson, 2004). 

 
 
 

Sometimes referred to as symbolic power due to its veiled nature, Williams (1995) argued 

that this power formed a central part of struggles within fields regarding the social order 

laid down by those most dominant. Williams continued, stating that concealment of this 

power makes maintenance easier. Rahkonen (1999) extended the discussion on taste to 

explore the associated cultural struggle, which corresponds roughly to “educational levels 

and social classes” (Bourdieu, 1984, p.16). There are said to be three kinds of taste, each 

with associated dispositions which place them alongside the dominant, middle class or 

lower class (Rahkonen, 1999). Rahkonen further stated that “struggles for (good) taste 

are (symbolic) struggles for power” (p.49). 

 
 
 

Emerging from symbolic power is symbolic violence, a form of practice. Rather than 

relating to physical violence, symbolic violence is manifested in the actions of those who 

are dominant, such as inferior treatment or denial of resources (Webb et al., 2002). 

Practical examples of symbolic violence have been noted across a range of sporting 

opportunities. CR research has identified that power struggles can exist between 

providers and participants (Angus et al. 2018). Indeed, dominant characters in such 

groups, be they patients or staff, impart ways to behave, dress and act in a symbolic way, 

their practice working on others. These factors can create stigma and alienation, those 

patients that do not feel they fit in or those who do not respond to this type of approach 

may drop-out (Jarvie & Maguire, 1994). The sometimes doxic nature of symbolic 
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violence has meant that it can be largely taken for granted, perhaps even appearing 

legitimate in the social and cultural milieu. For example, expected working class career 

aspirations (Connolly & Healy, 2004), and authoritarian coaching in youth football 

(Cushion & Jones, 2006). 

 
 
 

In relation to sex and gender, which has pertinence for the current study, for Bourdieu 

physical and biological sex and gender differences are important to the formulation of 

power and in domination (Bourdieu, (2001). The social order is a “symbolic machine 

tending to ratify the masculine domination on which it is founded” (2001, p.9). Bourdieu 

continued, power relations between men and women involve bodily hexis, through which 

the posture, feeling and location in social and physical spaces is created. However, he 

furthered this, arguing that when love comes into play, domination is tempered and 

instead a power exchange occurs. This may have particular relevance to the recognition 

of the importance of significant others in this study and how influential these relationships 

may be along the cardiac patient journey. 

 
 
 

3.3.2 Social class 
 
 

Although Bourdieu was less interested in developing class theory and more interested in 

power relationships, class was not pushed aside entirely. Indeed, whether one is aware 

of its existence or not within society, class remains an important aspect in sociological 

inquiry (Bairner, 2007). Class is said to be a “rank occupied in all possible fields” 

(Bourdieu, 1984, p.114). As stated in the discussion on the experiences and challenges 

for the cardiac patient in relation to SES in chapter two, class is relevant not just in terms 

of choices, from the perspective of agency, but also chances, from a structural 

standpoint, intersecting with other social inequalities via the habitus (Cockerham, 2018). 

Given the low uptake of CR (BHF, 2019), the connotations of class would seem to be an 
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important and highly relevant consideration.  

 
 
 

Grenfell (2014) argued that social classes do not ‘exist’ as such, rather they are virtual 

relations to the activities in social spaces. Mapping these social spaces enables the 

allocation of individuals to classes (Crossley, 2014). However, Crossley (2014) 

contended that sharing a position in social space is just that. Classes may only be known 

based on the degree of acknowledgment of the practical contexts within which one’s 

positioning operates (Grenfell, 2014). Further, Bourdieu (1984) argued, to be considered 

a class, groups must identify with one another and act together. He further reasoned that 

class is more about differences than similarities based on the construction of social 

spaces and the practices found there (Bourdieu, 1994). However, in an adolescent class 

and lifestyle study by Wiltshire et al. (2019) certain participants claimed to be able to 

identify a person’s class based on their appearance and behaviour, as embodied 

inclinations, and dispositions. Linked to the previous discussion, failing to consider the 

positioning and disposition of an individual when identifying class could be considered a 

form of symbolic violence (Grenfell, 2014). 

 
 
 

In congruence with Bourdieu, Shilling (2003) stated that different classes produce 

different bodily forms, and these are related to taste. As mentioned briefly in the 

discussion around power above, according to Rahkonen, (1999) there are three kinds of 

taste, these are: pure taste, which is often seen as the most legitimate and is associated 

with those who are most powerful; average taste is more common and relates to less 

valuable objects; and popular taste, deemed to be ‘vulgar’ (Rahkonen, 1999). Popular 

taste, associated with the working class, is less valued and thus leads to less cultural 

and economic capital being held. Bourdieu (1984) contended that the holders of this form 

of taste may be open to domination. He argued that an individual is likely to develop a 

taste for “what is available to them”, related to a “…virtue made out of necessity which 
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continuously transforms necessity into virtue by inducing 'choices' which correspond to 

the condition of which it is a product” (Bourdieu, 1984, p.175). Rahkonen (1999) made a 

similar association stating that the dispositions of those considered lower class relate to 

the necessary choice. Consequently, the working class is considered the “zero point 

against which each class seeks to distinguish itself” (Friedland, 2009, p.5). Therefore, as 

Crossley (2014) stated, the upper class have a freedom to pursue aesthetic interests, 

and to work towards the achievement of distinction (Rahkonen, 1999). In the search for 

distinction those dominant within a field define their tastes, bodies and lifestyles as being 

superior, indeed as the embodiment of class (Shilling 2003). Although such tastes could 

be considered pretentious by others (Bourdieu, 1984). 

 
 
 

Furthermore, lifestyles are also said to be rooted in the habitus (Bourdieu, 1984). Indeed, 

Crossley (2014) stated that in Bourdieu’s formulation, those within a particular class may 

display similar dispositions and lifestyles, a class habitus as it were, discussed in greater 

detail in the habitus section. It is through entrenched corporeal positions and dispositions 

that the reproduction of classes occurs (Bourdieu 1984). Blaxter (2017) argued that living 

a healthy lifestyle depends on the social and material environment if it is to be successful. 

Bourdieu (1984) associated upbringing and education with aesthetic taste and thus, 

those leading a life of necessity may also be socially and materially deprived. Relevant 

to the current study, Taylor-Smith and Dumas (2019, p.2) noted that “few studies have 

provided in-depth explanations on the impacts of social and material deprivation on 

heart-healthy behaviours”. 

 
 
 

The determination of class positioning has shifted in recent years from occupation to 

consumption habits (Cockerham, 2005; Crompton, 1998). Therefore, lifestyles are even 

more important to class formation in contemporary society. Cockerham (2005) identified 

that consumption has become an integral part of PA participation, through clothing, 
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footwear, and club membership for example. Body-directed practices such as sport, 

beauty and diet are said to be class-based (Bourdieu, 1984). Certainly, PA practices 

appeared class-based when identified by participants in the Wiltshire et al. (2019) study. 

Within the social space of lifestyles struggles occur over the definition, control and 

practices of bodies (Williams, 1995). Those who are less powerful are said to have two 

choices, loyalty or assimilation (Bourdieu, 1984). Despite the potential to modify lifestyle 

this may not be the preferred course of action for the individual. Moreover, Williams 

(1995) argued that when a change is made this may still be in accordance with one’s 

habitus. 

 
 
 

The Bourdieusian notion of social class and lifestyles is perhaps one of the clearest 

examples of how Bourdieu’s work was very much of its time. It is undeniable that social 

class and its associations to lifestyle, health and illness remain relevant, perhaps more 

so now that the social determinants of health are more widely acknowledged and debated 

within the political and social milieu (see for example, Marmot, 2010). However, it has also 

been argued that Bourdieu leaves behind gender in his discussion of class (Tomlinson, 

2004). Indeed, Hjellbrekke & Prieur (2018 p. 77) highlighted that more recent studies 

undertaken in Denmark, the UK and Finland agreed that “variables like age, gender 

and/or ethnicity in some respects were better predictors of cultural taste or practices than 

class”. Nevertheless, they continued that these “may be interpreted as signs of 

intersections between these forms of inequality and class, rather than proof of the 

irrelevance of class” (p. 77). Notwithstanding these debated points, the intersection 

between illness, lifestyles and the aspects noted certainly merits further exploration 

(Evans et al., 2011). It is perhaps important to bear in mind that the dividing lines of social 

class remain open (Crossley, 2014). Identities and affiliations can be influenced by many 

social positions, not least gender, age and class. Indeed, constructions of class 

categories may be influenced by a researcher’s own social position (Crossley, 2014) as 

well as the structural objective aspects of the relevant field. Attempts have been made 
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to assimilate class to associated groupings, SES and IMD for example, touched upon 

earlier in chapter two in the discussion on social inequalities. However, it is argued that 

formal categories of class are too simplistic and lack the ability to explain the complexity 

of social positioning and identity (Reay, 1997; Weir, 1996). Crossley (2014) argued that 

use of these categorisations and constituents thereof create their own symbolic struggle. 

Furthermore, perhaps in the naivety such classification systems could be considered 

symbolic violence. It would be reasonable to surmise that as the social world moves 

along so does the formation of class, as a continuous process. 

 
 
 

Nonetheless, Crossley (2014) stated that inequality on its own may not be sufficient 

enough to constitute class. There are associations though, and the sociological 

understanding of inequalities such as gender have been aided by the analysis of the 

body (Connell & Mears, 2018). Indeed, inequalities can be subtle and can also be 

maintained in elusive ways (Hjellbrekke & Prieur, 2018). Moreover, the uncertainty 

among fields combined with these social differences may require the habitus to be 

reflected upon and altered which in turn will impact on the field (Christoforou, 2018). For 

Bourdieu, Krais (2006) argued, there is always potential for struggle, political action and 

social change. As a result, reflexivity should not just be considered part of an individual’s 

potential to reflect, but also part of the prevailing social conditions under which an 

individual is able to challenge doxa (Bourdieu, 2000). That is to contest the common 

beliefs and attitudes about the way things are (Bourdieu, 1977). 

 
 
 

Having examined the overarching aspects of power and social class, and by extension 

taste and distinction, and how these may relate to the key concepts of field, capital, 

habitus and practice, each of these will now be discussed in turn. Whilst each has been 

taken individually so that the concepts can be fully explored, the associations to the other 

concepts are clear to see in their reference within each sectioned discussion. 
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3.4 Field and field theory 
 
 

In Bourdieu’s conceptualisation, a field “is a space in which a game takes place… a field 

of objective relations between individuals or institutions who are competing for the same 

stake” (Bourdieu, 1994, p.197). It is a network of relations between positions, and “these 

positions are objectively defined, in their existence and in the determinations they 

impose” (Bourdieu & Wacquant, 1992, p.97). Thomson (2014) uses the ideas of a football 

pitch, a force field and a science fiction field as analogies for Bourdieu’s notion of field. 

Bourdieu himself used similar analogies and language, describing social life as a football 

game, using the expression a “feel for the game” (Bourdieu, 1977, p.12). Bourdieu (2005, 

p.7) described the economic field as a “separate universe governed by its own laws”. 

However, although his associations of field to a game are numerous, the difference 

between an actual game and a field have been clarified in his writings with Wacquant: 

We can indeed, with caution, compare a field to a game (jeu) although, unlike 

the latter, a field is not the product of a deliberate act of creation, and it follows 

rules or, better, regularities, that are not explicit and codified (Bourdieu & 

Wacquant 1992, p.98). 

 
 
 

Field theory provides a focus for the bridging of agency and structure. Similarly, Elias’ 

figurational sociology (1939) and Giddens’ structuration theory (1984) are also 

perspectives on this but in a different way to that presented by Bourdieu. In Bourdieu’s 

approach, field theory provides a way to understand the interconnections between 

habitus and capital (Watson & Grenfell, 2016). These interconnections assist in the 

understanding of social practice and have particular resonance for the understanding of 

power and inequality (Bathmaker, 2015). Indeed, fields contain “people who dominate 

and people who are dominated” (Bourdieu, 1998, p.40) as a result of social hierarchies, 

with hierarchy organising the field vertically and capital horizontally. The number of fields 

that may exist are unlimited, each rarely operating in isolation, and boundaries can 
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overlap. However, Thomson (2014) identified that too many fields brought together for 

the purpose of research can provide a confusing picture and, therefore, reducing the 

number of fields studied at any one time may improve the process of data analysis. 

 
 
 

In social spaces, status and positioning within a field are contested, negotiated and 

shaped via the accumulation and exchange of capital (Bourdieu & Wacquant, 1992). 

However, fields are said to be a site of struggle (Hardy, 2014a). The stakes in these 

struggles are high (Shilling, 2003) as they relate to the ability of individuals to display 

embodied practices, their tastes, including lifestyles, as discussed in the previous 

section. Whilst capital will be discussed in more detail in section 3.8 below, it is relevant 

to the discussion on field to note that the volume and type of capital is used to signify 

social position (Christoforou, 2018; Thomson, 2014). Therefore, those holding significant 

volume and types of capital may be the dominant agents in the field and are more likely 

to take control of the field, tending to be ardent defenders of the doxa (Bourdieu, 1977), 

as is discussed in more depth shortly. However, Steinmetz (2018) identified that there 

may be times where the dominated attempt to move within the field. Specifically, he 

continued, newcomers to the field may compete for power, which if successful, creates 

upheaval and may result in the replacement of the old elites. 

 
 
 

Fields are dynamic spaces (Moore, 2014) containing “institutions, rules, rituals, 

conventions, categories, designations, appointments and titles” (Webb et al., 2002, p.21). 

Within each field there are specific principles, rules and laws, which Bourdieu would 

describe as nomos. Nomos, described as “a normative belief structure that ties the field 

together as a coherent space of action” by Bourdieu (2000, p.63), involves organising 

laws that guide actions and thinking within a field. An example of nomos within the field of 

health care would be belief in the credibility of the advice given by a health 

professional. Nomos is a principle of vision and division in terms of deciding what 
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behaviour may be acceptable within the field and what should be excluded (Bourdieu, 

2000), therefore reflecting the power positions within a field (Goetze, 2017). Aspects of 

nomos may also distinguish each field from one another, Goetze continued, and perhaps 

cause some contestation for those situated amongst them. Whilst open to interpretation, 

to enable individuals to find their place within a field there is a tacit approach to the nomos 

within that field. Without this approach it is unlikely the nomos will be practised, leaving 

fields at risk of split or collapse. One’s subscription to a field through the belief and 

“corporeal investment” in the significance of the game is called illusio (Pouliot & Mèrand, 

2013, p.33). Development of an illusio, which relates to the often unspoken, socially 

acceptable ways to behave or conduct oneself, aids the understanding of the connection 

between field and habitus. Doxa is also important, as it represents what is accepted or 

taken for granted in a field (Atkinson, 2011), due to the common attitudes and beliefs 

which exist (Bourdieu, 1977). 

 
 
 

In consideration of research, Bourdieu and Wacquant (1992, p.232) indicated that “the 

data available are attached to individuals or institutions” suggesting that, in order to 

understand social spaces, research must be conducted in the field through methods that 

enable interactions, transactions and events to be examined (Bourdieu, 2005). The use 

of field theory can assist in the investigation of field positions at individual level in relation 

to power and the structures of relations between positions and habitus (Bourdieu & 

Wacquant, 1992). In addition, field analysis provides an important means of examining 

how habitus, capital, and field intersect. This analysis involves comparing the habitus of 

people, looking at interconnections with fields and associations with capital, and taking 

a relational view across the social space under research (Hardy, 2014a). Further, 

Hjellbrekke and Prieur (2018) highlight that studying concepts, both comparatively and 

historically, is important, suggesting that doing so enables the researcher to continue to 

explore circumstances even when people are in similar fields and positions and the 

capital structures appear to be universal, as the structures of field and habitus may vary. 
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In examining field and field theory, capital has been touched on many times, owing to its 

importance in positioning within fields. It is to a more in depth look at capital that the 

discussion now moves. 

 
 
 

3.5 Capital 
 
 

Closely linked to field and habitus, the term capital was defined by Bourdieu in much 

wider terms than the typical material and monetary associations the term often holds in 

common parlance. He instead identified multiple types of capital in recognition of the 

varied sources of social value and power that exist (Bourdieu, 1986). Blackshaw and 

Long (2005) noted that there is capital to be found in many things, such as people, 

activities and groups. Furthermore, as a collection of skills and knowledge, capital can 

be held by an individual or a group (Neveu, 2018). Importantly, for Bourdieu (2006), 

capital involves a system where any resource can be exchanged and transformed within 

and across fields. Adding further detail to this, Wacquant (1998) described capital as: 

Any resource effective in a given social arena that enables one to appropriate 

the specific profits arising out of participation and contest in it…. The position of 

any individual, group, or institution, in social space may thus be charted by two 

coordinates, the overall volume and the composition of the capital they detain. 

(p. 221) 
 

Further to the earlier discussion around taste and the embodiment of class, Christoforou 

(2018) suggested that through family and education objective ‘rules of the game’ are 

determined by the capital distribution and the subjective ‘sense of the game’ is obtained 

from the capital accumulated. 

 
 
 

One form of capital can, however, be converted into other forms of capital (Neveu, 2018) 

and exchanged both vertically and horizontally. However, as the word ‘exchange’ would 

suggest, in someone gaining capital someone else might lose it. Furthermore, the limited 
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and contested nature of capital as a resource can create conflict (Blackshaw & Long, 

2005). Whilst not impossible for those considered of working class to gain and exchange 

capital, for Bourdieu, regular struggles persist over the definition and control of bodies 

and practices, including lifestyles (Williams, 1995). Indeed, Abel and Frohlich (2012) 

argued that inequalities also exist in the chances of gaining and employing capital not 

just in its distribution. 

 
 
 

As Wacquant (1998) noted, the four types of capital identified by Bourdieu include: 
 

Economic (material and financial assets), cultural (scarce symbolic goods, 

skills, and titles)… social (resources accrued by virtue of membership in a 

group)… [and] symbolic capital, [which] designates the effects of any form of 

capital when people do not perceive them as such. (p. 221) 
 

Moreover, Neveu (2018) argued that if types of capital are to be considered 

sociologically, the embodiment of each should be examined. For example, the value of 

a type of capital depends on one’s perception of it, and thus one embodies it, meaning 

that no value is universal. Therefore, different forms and structures of the various capitals 

will be experienced by different societies (Hjellbrekke & Prieur, 2018). 

 
 
 

Although not the only proponent of the concept of capital, there are differences in 

Bourdieu’s approach, for example, with the value-laden reproductive capital of Marx 

(1974) or the social capital ascribed to Coleman (1961; 1990; 1994) or Putnam (1993; 

1995). Taste was discussed above in the section on field and provides an example of 

how Bourdieu’s sociologically inspired notion of capital differs from that of others. Taste 

is a way for an individual to display capital, such as in the choice of PA type or 

membership of a particular club. The class and inequality connotations of taste are often 

seen in daily life, for instance, the judgements about how those of a certain class should 

behave and what activities they might partake in (Blackshaw & Long, 2005). Connell and 
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Mears (2018, p.562-563) highlighted how “each of us brings our capital to our respective 

fields, consciously or not, and there others see, judge, and reward or penalize us in 

accordance”. Each of the four species of capital will now be explored individually, doing 

so will aid understanding of how each may be appropriate to the current study. With its 

important associations with socio-cultural inequalities, cultural capital will be discussed 

first. 

 
 
 

3.5.1 Cultural capital 
 
 

In Bourdieu’s work, Distinction (1984) cultural capital became a central concept and is 

influential in understanding social reproduction and inequalities. Neveu (2018, p.35) 

noted that “even the poorest and most dominated of social agents have some 

knowledge, skills and cognitive landmarks to find their way in the social world”. 

Therefore, each individual has a degree of cultural capital, it just may not be appropriate 

or at least perceived to be appropriate for the setting. In addition, some types of cultural 

capital are useful in certain social fields and not in others. 

 
 
 

Referring back to the notion of taste, there are three different states of cultural capital 

which Bourdieu identified, the first two being the embodied and the objectified state 

(Bourdieu, 1986). In cultural terms, the embodied state involves the long-lasting 

dispositions illustrated by interests, vocabulary, language and gait. For example, the 

taste for art, such as visiting art galleries and the use of knowledge and vocabulary to 

understand and describe the works viewed, thus displaying a desire for distinction 

(Moore, 2014). Bourdieu (1986) stated that in its embodied state, cultural capital can be 

so deeply embodied, that it becomes part of that person and acts like a habitus. 

Interestingly though, as “work on oneself” (Bourdieu, 1986, p.185) to display social 

competency, embodied cultural capital is diminished by lack of practice and ageing 
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(Neveu, 2018). Additionally, illness and the requirement to access new fields such as 

health care and CR may also challenge the ability to display social competency. 

 
 
 

The objectified state, relates more to things, where the cultural or economic value of the 

things or goods is concerned (Moore, 2014); examples could include books, cars and 

works of art. Bourdieu (1986) highlighted that the material or symbolic profits of such 

goods may only be obtained by accessing embodied cultural capital to demonstrate 

appropriation and mastery. The third state of cultural capital, the institutionalised state, 

could be displayed through the educational institutions attended and qualifications 

gained (Bourdieu, 1986). Taken together, the cultural capital held displays what 

resources one does or does not have in the struggle for social status and mobility 

(Connell & Mears, 2018). 

 
 
 

An interesting and apposite study in this domain is the ethnographic study on caring, in 

its wider sense, by Skeggs (1997), who researched British working-class women, relating 

particularly with those who displayed a warm, caring style to interpersonal interactions. 

In her study, for working-class girls with relatively poor education, caring skills could not 

only provide work but also status in society. The study further identified care as a 

gendered, working-class type of cultural capital but one which can be converted into life 

opportunity. However, this tenuous association assumes caring to be a ‘natural’ quality 

as opposed to a ‘technical’ skill. Consequently, the economic value of such qualities is 

not regarded in pay terms in the same way as other skills. Skeggs (1997) argued that a 

person’s class is an embodied product of all that has evolved over the life course as 

either an extremely powerful resource or a hinderance, depending on the resulting 

positioning within a specific field. Of relevance to the current study, the consideration of 

women’s bodies is important, as the contribution of the body to capital and in class 
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reproduction is relevant to the gendered aspects seen in CR, as such physical capital 

will be discussed in section 3.5.5. 

 
 
 

Having reviewed cultural capital and its different forms, economic capital will now be 

explored. 

 
 
 

3.5.2 Economic capital 
 
 

Bourdieu described economic capital as common sense, possibly because it is not as 

concealed as perhaps cultural capital can be. This form of capital encompasses non- 

human, material resources such as money and items of financial value including property 

and businesses, what in Marxism would be described as the means of production 

(Bourdieu, 1979). The power of economic capital is however complex, for example, the 

influence on government policy for areas such as housing, health care or finance. 

Relatedly, Bourdieu (1986) stated that the different types of capital may be reducible to 

economic capital with it being possible to convert or transform economic capital into other 

forms of capital, although not always. Economic capital can be acquired quickly, and 

Bourdieu (2006) used gambling as an example of this process. However, an example of 

how economic resources may not translate into other forms of capital can be seen in the 

case of individuals who win the lottery. Such individuals gain economic capital but 

typically maintain a relatively unfaltering habitus and thus embodied cultural capital. That 

said, investment is also required to maintain capital. 

 
 
 

The discussion will now move onto perhaps the most well-known type of resource in 

public discourse, social capital, albeit perhaps not in the form ascribed to Bourdieu. 
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3.5.3 Social Capital 
 
 

The familiarity of the term social capital may be through the visibility of the works of the 

writers mentioned above, particularly Robert Putnam, whose conception of social capital 

has been used widely, including in UK government policy and literature in recent years 

(Blackshaw & Long, 2005). Bourdieu and Wacquant (1992) described social capital as: 

The sum of the resources, actual or virtual, belonging to an individual or group, 

by virtue of possessing a durable network of more or less institutionalized 

relationships of mutual acquaintance and recognition, in other words the sum of 

capitals and powers that such a network allows mobilizing. (p.95) 

 
 
 

Moore (2014) posited that in Bourdieusian theory social capital is not the same as social 

status. It involves a structured set of relations (Collyer, 2018). Indeed, each individual 

may possess differing amounts of the various forms of capital and has the potential to 

possess a network of connections (Bourdieu, 1986). Consequently, one’s social capital 

may be linked to the membership of a (metaphorical or actual) group which bestows 

(capital) credentials on its members. Therefore, preventing what perhaps can be seen in 

other more descriptive configurations (see for example Putnam), where certain assets 

are deemed vital for social success (Collyer, 2018). In Bourdieu’s conception there is 

much less interest in the outcomes and more interest in the accumulation, mobilisation 

and maintenance of social capital on a practical level, embedded in everyday sociability 

(Bourdieu, 1986). 

 
 
 

Having reviewed the three main forms of capital, symbolic capital will now be presented. 

Although sometimes stated as the coming together of economic and cultural capital, 

some literature suggest that all three of the former types of resources described 

converge to form symbolic capital. 
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3.5.4 Symbolic capital 
 
 

Symbolic capital is another area of work on which Bourdieu placed importance, alongside 

cultural capital. Symbolic capital can be considered the convergence of the other three 

types of capital, demonstrated through recognition of the impact of the other forms of 

capital (Neveu, 2018), but particularly cultural and economic capital. Bourdieu (1977) 

described symbolic capital as that which is associated with honour and symbolism, which 

is neither produced for, nor driven by, economic benefit, he described this as good-faith 

economy. Symbolic capital however cannot exist without a social space or an opportunity 

to be seen by those who would view it favourably (Neveu, 2018). As suggested by 

Williams (1995), symbolic capital can be demonstrated through displays of prestige and 

social honour. For example, there would be no symbolic capital for an athlete without a 

recognition from peers of their ability. Therefore, any type of capital can be deemed 

symbolic when it receives social recognition. Generally speaking, for capital to be 

considered symbolic it is likely to have been accrued over time (Moore, 2014). Moore 

continued, stating that the acquisition of symbolic capital and formation of habitus are 

said to be linked, this is likely due to the influence of habitus on the accrual of symbolic 

capital and the associated power this bestows, as has been discussed earlier in section 

3.3.1 on power. As with the other forms of capital, there is the ability to convert symbolic 

capital, but it cannot be bought as Neveu (2018) indicated. 

 
 
 

Finally, although not always independently acknowledged form of capital, with its 

relevancy to the topic on inquiry, physical capital will now be explored. 

 
 
 

3.5.5 Physical capital 
 
 

Williams (1995) identified the body as a form of capital, which Bourdieu referred to as 

‘physical capital’ (Bourdieu, 1978). This type of capital has often been subsumed under 
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cultural capital (Hunter, 2004), however, owing to the particular relevance of the body to 

the topic under study, and in congruence with the view of Shilling (2010), this form of 

capital deserves attention on its own and thus will be discussed separately. Physical 

capital is relevant because it recognises the body as a fleshy entity that has value 

(Shilling, 2010). Hutson (2012) noted that this value relates to forms of embodiment, uses 

of the body, investment in the body and interpretations of the body. In other words, the 

material and symbolic resources that relate to the body (Wiltshire et al., 2017). 

Additionally, just like the other forms of capital, physical capital can be appropriated and 

converted (Čuprika et al., 2015). Indeed, the body is significant because of its relationship 

to the attainment of the other forms of capital (Shilling, 2010), which have been discussed 

above. 

 
 
 

Shilling (2010) posited that the body is central to the notion of habitus, with its imbued 

“practical sense” (Bourdieu, 1992, p.120), and through the representation of taste 

revealed in the experiences and appearances of the body (Bourdieu, 1984). The 

contribution of the body to capital and habitus is relevant to the discussion of social class, 

specifically class reproduction, and gender. Thus, has relevance to the in-depth 

discussion of health and illness, which takes place in section 3.8. 

 
 
 

Having summarised the different forms of capital appropriate to the current study, the 

links between the various domains of capital and habitus were made clear. As the third 

of Bourdieu’s major concepts, habitus, will now be discussed in detail in the section that 

follows. 
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3.6 Habitus 
 
 

The concept of habitus is related to many years of study by Bourdieu, and has taken 

different directions through his experiences. It has two main forms: primary habitus, 

heavily laid in early childhood (Bourdieu, 1990a; 2000; Bourdieu & Passeron, 1977); and 

secondary habitus, building on the primary through learning, for example, via education, 

religion or politics (Wacquant, 2018). Benzecry (2018) adds a third form, tertiary, which 

can involve a reflection on oneself as an ‘embodier’ of a particular practice. The 

subsequent layers of a person’s habitus tend to filter one’s experiences and may also 

act as a means to layer future dispositions (Wacquant, 2018). Bourdieu considered 

habitus to be both a structured structure and a structuring structure (Bourdieu, 1977; 

1990a), with social structure and individual agency influencing how one shapes the other 

and vice versa (Maton, 2014). Thus, Bourdieu tried to overcome the dichotomy of object 

versus subject, a debate which he declared ruinous (Bourdieu, 1990a). The structured 

aspect relates to the past social conditions (Maton, 2014) which can include family 

background. Maton further identified that the structuring aspect involves the shaping of 

“present and future practices” (2014, p.50) including emotions and actions. 

 
 
 

The structure of habitus involves dispositions that generate one’s perceptions, beliefs 

and feelings, which are shaped by the objective structures of the field (Williams, 1995). 

The term disposition describes “a predisposition, tendency, propensity or inclination” 

(Bourdieu, 1977, p.214, italics in original). Such dispositions are robust but permutable, 

meaning that they can be activated in many different fields and social spaces over time 

(Bourdieu, 1993). Indeed, it has been argued that an individual who displays an ethic 

towards the private sector may transfer this to the management of public services such 

as the NHS (Collyer et al., 2017). Bourdieu’s use of dispositions described social and 

psychological structures leading to his belief that the social world involves relations rather 

than interactions (Bourdieu & Wacquant, 1992), as previously discussed in section 3.2. 
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For Bourdieu, everything is relational and in research terms observing interactions alone 

would not delve beneath the layers which reveal the objective structures, which are 

manifested in relations (see Bourdieu, 1984; Bourdieu & Wacquant, 1992). 

 
 
 

It is the habitus that provides the basis for the choices and responses an individual may 

make, usually at a subconscious level. Therefore, the habitus is important in shaping 

experiences around ill-health and future choices in respect of health care. As a 

theoretical concept, habitus is where the habits, responses and tastes a person displays 

can be explored (Bourdieu, 1998). However, it is important to highlight that habitus does 

not determine action, it merely guides it (Grenfell, 2014; Jarvie & Maguire, 1994). As 

noted throughout the previous discussion, each concept does not act alone, and habitus 

is no exception. Agency within fields allows for a flexibility in the habitus to adapt and 

respond (Pop, 2018). Bourdieu (1990a) stated that: 

The habitus tends to generate all the reasonable common-sense behaviours 

which are possible within the limits of these regularities and which are likely to 

be positively sanctioned because they are objectively adjusted to the logic 

characteristic of a particular field, whose objective future they anticipate. (p.55) 

 
 
 

There is a doxic character to habitus, in how a person understands and feels the world 

around them, their participation in a field and how they adapt (Bourdieu, 1977). Through 

the detailed analysis of the relationship between habitus and the field it may be possible 

to understand under what conditions an individual may engage their agency and 

challenge doxa. This is discussed further in relation to health, illness and rehabilitation in 

section 3.8. 
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The intricacies of the history and social positioning of an individual may provide an 

understanding of their dynamic, fluid and spontaneous actions, particularly regarding the 

process of social reproduction and change (Krais, 2006; Skeggs, 1997). "The habitus, 

like every 'art of inventing' is what makes it possible to produce an infinite number of 

practices that are relatively unpredictable, even if they are limited in their diversity" 

(Bourdieu 1990, p.63). For example, when entering the field of CR, this flexibility might 

allow an individual to take stock of the requirements of the various practices. This may 

occur in a pre-reflexive manner, just as in everyday life, however, the occurrence of a 

crisis, such as a cardiac event, may engender an element of reflexivity (Mouzelis, 2007). 

It can be difficult to hold dispositions together in crisis or change situations (Bourdieu, 

2000). The delay between the change of positioning in such crucial times and the 

development of strategies by the individual Bourdieu calls the ‘Don Quixote effect’ 

(Mouzelis, 2007). This effect occurs when hysteresis (the flux between the habitus in 

different fields) happens and requires an individual to abandon their taken for granted 

assumptions and be reflexive in order to consider their position (Bourdieu & Wacquant, 

1992). Arguably therefore, the inventive nature of habitus could actually appropriate 

change. However, it is said that because of the tendency for Bourdieu’s theory to look at 

habitus and reflexivity in the context of crises, the features of reflexivity which may 

engage with the everyday are overlooked (Mouzelis, 2007). 

 
 
 

Habitus also has corporeal effects, the roots of which can be found in hexis, which 

describes the socially conditioned body and the language, taste, gestures and postures 

displayed (Benzecry, 2018; Friedland, 2009). Therefore, it is unsurprising that hexis is 

another important aspect of Bourdieu’s habitus (sometimes even referred to as 

embodied habitus), as an expression of the embodiment of class, taste and deportment 

(Williams, 1995). Bodily hexis, relates to the physical attitudes and dispositions which 

emerge in an individual as a result of the relationships between habitus and fields (Webb 

http://www.socresonline.org.uk/12/6/9.html#bourdieu1990
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et al., 2002). Connell & Mears (2018) noted that our bodily hexis incorporates the rules 

by which one ‘plays’ (lives their life by) which can include gendered rules. It can be 

displayed in posture, gait and style, indeed the way an individual may “carry themselves” 

(Bourdieu, 1984, p.218). Habitus and hexis can be powerful owing to the largely 

unconscious nature of practice and habit (Jenkins, 1992). Therefore, habitus involves a 

“relative irreversibility” which is determined by the social and economic conditions of its 

composition (Bourdieu & Wacquant, 1992, p.133). Understanding how habitus operates 

may aid the understanding of embodied experiences and how these in turn shape 

thoughts and actions (Benzecry, 2018). This deterministic approach is critiqued in section 

3.8. 

 
 
 

Two final aspects of habitus are important for the current study: group or class habitus, 

and habitus clivé. Habitus clivé meaning cleft habitus, resonated particularly with 

Bourdieu, as something he felt he had experienced himself having come from poor social 

origins and achieving high academic status (Friedman, 2016). This path of dramatically 

altered conditions was a challenging and uncomfortable one for Bourdieu in the creation 

of his own habitus clivé, which he described as being “torn by contradiction and internal 

division” (Bourdieu, 2000, p.16). Such change may create a dislocation in the coherence 

of dispositions (Friedman, 2016) and cause habitus to become destabilised (Stahl, 2015). 

Interestingly, this latter idea seems counter to Bourdieu’s earlier writings, in which he had 

suggested habitus was durable and irreversible (Bourdieu & Wacquant, 1992), and 

suggests that such change may have deep-seated emotional consequences (Friedman, 

2016). Senses may be heightened by the speed of transition, for example, abrupt 

changes caused by traumatic health events are of direct relevance to the discussion 

about uptake and adherence in CR. Indeed, in their Bourdieusian study on home-based 

care, Angus et al. (2015, p.166) argued that “Bourdieu does not consider the ways that 

biographical and biological moments at the scale of the individual body, such as illness, 
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infirmity or impairment, might stimulate or occasion transformative agency, much less 

changes in social position”. The previous example from Skeggs (1997) examined how 

such trajectories can be problematic for women in particular, and indeed the gendered 

experiences and challenges in relation to the cardiac patient journey were highlighted 

above. In particular, this might relate to the felt conflict between family responsibilities and 

the need for recovery, including the desire to make a change to routinised practices in 

order to attend CR. 

 
 
 

Class habitus relates to the idea that those of similar class backgrounds may display 

similar dispositions and therefore lifestyles, including preferred physical activities (Jarvie 

& Thornton, 2012). Bourdieu described this as “the system of dispositions (partially) 

common to all products of the same structures” (Bourdieu, 1977, p.85). He associated 

this idea to the historical aspects of habitus formation (Wiltshire et al., 2019). However, 

Wiltshire and colleagues contended that his association is more attached to the likelihood 

of similar behavioural tendencies rather than a complete certainty. Similarly, within group 

activities a sense of group habitus may evolve in response to the social surroundings, 

giving a feeling of such groups containing “people like us” (Bourdieu, 1990a, p.77) and 

perhaps specifically in situations that give rise to hysteresis and habitus clivé. 

 
 
 

Elements of practice have been discussed throughout the sections so far but as a closely 

associated aspect of habitus, practice will be specifically discussed in the section that 

follows. 
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3.7 Practice 
 
 

Practice in Bourdieusian terms involves the way individuals move in and influence the 

social world (Jenkins, 1992), and describes activities and behaviours. Practice and 

culture are located in space and time (Scambler, 2012). Largely informed by habitus, it 

is therefore unsurprising that practice is not wholly consciously organised (Williams, 

1995) and involves the “feel for the game… outside of conscious control and discourse” 

(Bourdieu, 1990a, p.61). Indeed, Friedland (2009) agreed that practice is habitual and 

routinised, but he noted that it is not necessarily ‘scripted’ or governed by rules. 

Nevertheless, Bourdieu (1977) indicated that whilst practice is guided by one’s doxa and 

thus is largely un-reflexive, this may be altered in situations where the structure 

influences the required practices; therefore, nomos, that is norms, laws and implicit ‘rules 

of the game’ apply in specific fields and contexts. Furthermore, it is argued that practice 

reflects the relations between habitus and current circumstances (fields) rather than 

being a direct result of the habitus (Maton 2014). The equation provided by Bourdieu 

(1984, p.101;1990a, p.76) provides an indication of the relationship between the key 

concepts in respect of practice production “[(habitus)(capital)] + field = practice”. 

 
 
 

For Bourdieu, practice is a circular process involving the production of schema of 

perception, appreciation and action, which are a product of objective structures and 

perpetuated by practical application through time, and then reproduced through practice 

(Bourdieu, 1977). This development through time is described further as “the practical 

mastery of the logic or of the imminent necessity of a game - mastery acquired by 

experience of the game” (Jenkins, 2002, p.70). Indeed, the adoption of new health 

practices in the face of chronic illness was challenging in the CR study undertaken by 

Angus et al. (2018), who noted the various tactics employed by individuals in their efforts 

to restore their social position. 
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Having explored Bourdieusian theory in a general sense in the first half of this chapter, 

the second half intends to situate his theory within the realm of exercise, health and 

illness, and particularly in relation to topic of enquiry, the cardiac patient journey. 

 
 
 

3.8 Bourdieusian theory, exercise, health and illness 

 
Bourdieu considered sport a topic of serious sociological interest, most notably 

acknowledged in Distinction (Bourdieu, 1984), and also featured in his papers Sport and 

Social Class (Bourdieu, 1978) and Program for a Sociology of Sport (Bourdieu, 1988). 

However, the appeal his theory may have to the sociology of sport, and by extension 

sociology in relation to PA and health, might lie in his approach to viewing human action 

(Bairner, 2007). Whilst the word sport may be used in this discussion to represent the 

content of literature, this should be understood more broadly including PA, exercise and 

indeed any general skeletal movement. Leading on from the rationalisation of the use of 

the word sport in this discussion and Bourdieu’s interest in sport, the theoretical 

application of Bourdieusian theory to exercise, health and illness will now be explored, 

beginning with exercise, PA and lifestyle, and specifically meanings. 

 
 
 

Sage (1990) discussed Bourdieu in relation to sport as a site of social struggles, even 

concerning the very definition of the term ‘sport’. This discussion was referred to at length 

in 2.2.1 and at other intervals throughout this and the previous chapter. Yet it must be kept 

in mind that the definitions and meanings of the different phrases used in relation to PA 

may vary considerably between working and middle-class individuals (Calnan & 

Williams, 1991). Indeed, Bourdieu (1978) noted that the understanding of these class-

related meanings may indicate who is most likely to select which activity, either 

consciously or subconsciously. However, the idea of economic factors being the most 

important in the choice of PA associated with class may be too simplistic (Williams, 1995). 
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Bourdieu (1984) identified that there were costs and benefits attached to different sporting 

activities depending on social class including health or beauty benefits, economic or 

social benefits and symbolic benefits which may confer distinction. Concomitantly, he 

stated the very ways in which people treat and relate to their bodies reveal “the deepest 

dispositions of the habitus” (1984, p.190). Bourdieu (1978) suggested that those 

considered working class regarded their bodies as instruments and machines that 

toiled all day long in physical occupations. In PA terms, Williams (1995) contended that 

those of working-class origins were attracted to activities associated with physical 

strength involving a high amount of energy and effort and in some cases pain, even injury 

(contact sports for example). Bourdieu (1978) proposed that team sports may be 

preferred by working classes, who it has been argued, may consider activities such as 

walking, jogging and ‘keep fit’ as pretentious (Shilling, 2003). Such activities correspond 

with what Bourdieu (1984, p.219) called “the new morality of health”, which influenced 

minds and bodies in new ways at that time (for example a health-focus). This inspired a 

boom in health and fitness practices, especially by those deemed more affluent. 

Furthermore, those considered more privileged may treat their bodies as a project “with 

variants according to whether the emphasis is placed on the intrinsic functioning of the 

body as an organism, which leads to the macrobiotic of health, or on the appearance of 

perceptible configuration, the ‘physique’” (Bourdieu 1978, p.838). 

 
 
 

Such an approach would bestow symbolic capital. This is said to be particularly 

significant among those deemed middle class, and women most notably who may be 

required to commit greater amounts of time and effort to feel in step with the social norms 

of society, labour market demands and the desire for equality (Adelman & Knijnik, 2013; 

Bourdieu, 1984). Gender associations with various practices are also important to note 

and provide different levels of symbolic and physical capital. For example, strong and 

physically competent male bodies may be valued above how a body looks, with lesser 
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valued traits being accepted in the presence of those more highly valued (De Visser et 

al., 2009). Contrastingly, Shilling (2010) identified that the decoration of the body is almost 

expected in women. Such feminine norms are introduced from a young age and 

engender the social unacceptability of strength and muscularity in women. Therefore, 

as outlined by Wiltshire et al. (2019), embodied displays of the results of PA participation 

may be discernible either through visibility of muscular form (bodily hexis) or internal 

aspects such as physical or mental health (Williams, 1995). Thus, in some circumstances 

identifiable by others. The varied perception and appreciation for the benefits of different 

activities is associated with the varied practices across the classes, meaning that the 

economic and cultural costs of such practices may be felt to be insurmountable 

(Bourdieu, 1978). Consequently, Bourdieu (1984) argued that whilst there may be 

general associations between classes and the choice of activity, these may be most likely 

when the selected sporting or exercise practice is not in conflict with the bodily hexis of 

an individual, which as a record of the world view of that individual is deeply and 

subconsciously located within them. Furthermore, the relational aspect of Bourdieu’s 

theory would seem to indicate that we cannot understand PA in isolation as it must have 

connections with other cultural and social practices and influences (Tomlinson, 2004). 

 
 
 

As noted in research on the changing directions in education and learning in recent years 

by Bathmaker (2015, p.64), the construction of identities has been influenced by “the 

breakdown of standard, predictable life trajectories and notions of individual choice and 

responsibility”. This has given rise to an increased interest in the concept of habitus in 

this research sphere (see for example Colley, 2003; Reay, 2004). Bourdieu (1984) 

argued that those wishing to participate in broader sporting practices, ‘keep fit’ for 

example, required a high level of cultural capital investment in the preparation and 

maintenance of such activities, which can involve the use of equipment, access, ability 

and skill. However, it is useful to consider the forms of capital as interconnected 
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(Tomlinson, 2004) and as an example of this, investment in cultural capital can often be 

supported by economic capital, for example clothing to appear suitably dressed or 

membership of an exclusive sports club. Relatedly, Tomlinson continued, that “close 

scrutiny of any sporting practice will reveal the pertinent combination of capital that has 

driven the participants to engage in the practice” (2004, p.170). Specifically, Angus et al., 

2018) identified in their CR study utilising Bourdieu’s concepts, that a requisite amount of 

capital is needed in order to make the behaviour change advocated in the face of ill- 

health. 

 
 
 

It is also important to consider ageing bodies in this discussion, particularly in the context 

of PA participation and ill-health. Williams (1995) argued that the working class may be 

more accepting of ageing bodies facing decline. Conversely, he continued, the middle 

class may seek health maintaining practices in the face of decline. Bourdieu (1978) 

suggested that working class individuals were more likely to abandon sport owing to the 

responsibilities of adulthood. In contrast, he described how as educational level 

increased, and by inference social class, so did the frequency of sport participation. 

Notably, decline in practice occurs more slowly with age in this group also. This 

relationship may have associations to that noted by Featherstone (1987), who stated that 

moving into old age may influence capital accumulation and maintenance. For example, 

through reduction in financial disposability and the transgressing of knowledge affected 

by moving away from the workplace. On the other hand, bodily hexis, manifested in 

language, manner and appearance, may assist in the retention of capital. Furthermore, 

education, family background and class habitus may provide an advantage in the ability 

to adjust and make the most of new opportunities, which in health terms could be relevant 

for the uptake of and adherence to rehabilitation and for example in the exploration of 

new technologies which support health practice, such as smart technology. 
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Given Bourdieu’s sustained interest in social-structural issues, the connection to ill- 

health, as explored in chapter two, provides an interesting point of discussion for 

researchers. It is to health and illness that the discussion will now turn, beginning with 

Bourdieusian theory in relation to health and health care. Health care is considered a 

field, and this field centres around a “medical model of illness” which is biologically driven 

and takes little account of social life (Willis & Elmer, 2007, p.24). However, Hardy (2014a) 

suggested that the NHS, as a public health care provider, forms part of the broader social 

space and thus can shape specific social activity, playing its part in the formation of 

attitudes and beliefs (Doyal & Pennell, 1979). Furthermore, despite the collective sense 

of community ownership for the NHS, Corrigan (2019) highlighted how patients hold little 

power, with the interests of the organisation defined by economic stakes. The recent 

Health and Social Care Act (Department of Health and Social Care, 2012) has continued 

the hierarchical trend between the different health professionals, and between health 

professionals and patients, giving further power to Doctors (as the key decision-makers 

in relation to both other health professionals and patients), and extending market-based 

approaches to the buying of services. These factors, in addition to the emphasis on its 

care being free at the point of access, provide the NHS with institutional doxa (Hardy, 

2014a). This means that the provision of health care is largely undiscussed, and tacitly 

expected and received. By extension, where behaviour change, health intervention and 

CR converge “rehabilitation doxa” can develop (Fernandes et al., 2018, p.2871). These 

naturalised beliefs and values may guide decision making (Bourdieu, 1977; Fernandes 

et al., 2018), which as highlighted by Collyer et al. (2017) provide a pivotal discourse, 

which permeates health care. Thus, as Collyer and colleagues continued, alternative 

understandings other than the reductionist medical model, such as those that centre 

around social or wider determinants of health, may “struggle to operate as legitimate 

forms of capital in the field” (2017, p.98). 
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Furthermore, in any discussion concerning health care decision making it is important to 

consider the relevance of symbolic violence. This can involve the type and quality of 

information provided to a patient in order that a well-informed choice can be made, such 

information is typically decided by health professionals (Kaltoft et al., 2015). As 

highlighted in the previous discussion on rehabilitation on page 47, this also includes the 

use of instructive language (see Randall & Neubeck, 2016). Further, the reproduction of 

beliefs and assumptions about particular social groups and their perceived homogeneity 

in respect of what is socially understood to be a healthy lifestyle (Bourdieu, 1984) may 

influence health professional attitudes (Bourdieu, 1977; Fernandes et al., 2018). 

Schubert (2008, p.193) deemed symbolic violence in these circumstances to be 

considered “severe and… brutal” as it can influence morbidity and mortality. 

Concomitantly, whilst perceived as benign, symbolic violence may be a source of 

suffering and painful emotions and thus run contrary to the desire for the improvement 

of health (Taylor-Smith & Dumas, 2019). Indeed, in their study of patients within 

cardiovascular rehabilitation, Taylor-Smith and Dumas (2019, p.4) considered symbolic 

violence to be “an explanation for low adherence”. 

 
 
 

Social and family networks and the media are also part of the sphere of influence (Lewis 

et al., 2018). Where an individual lives and their social status can also have enduring 

consequences for health care (Davidson et al., 2008b). Indeed, both physical and 

symbolic geography are important to the accessibility of services (Lewis et al., 2018). As 

noted earlier social and material conditions are important (see Blaxter, 2017) and as 

identified by Taylor-Smith and Dumas (2019, p.16) “while human beings strive towards 

similar aspirations, their specific life circumstances will fashion distinctive dispositions 

towards their body, health and disease”. These factors can lead to feelings of exclusion 

(Stead et al., 2001), influence actions (Popay et al., 2003) and influence health care 

decision making (Lewis et al., 2018). Moreover, the common health and bodily 
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discourses can appear threatening to those less powerful, and the protection of identity 

has inspired a number of class, health and major theory studies (see for example 

Cockerham, 2013; Robertson, 2007; Taylor-Smith & Dumas, 2019), which have been 

discussed throughout this thesis. It would therefore be remiss not to consider these 

factors of importance to the cardiac patient journey also. Turning to illness and CR 

specifically, just because something like CR may be beneficial to health, and there is good 

evidence for this (see for example, Clark et al. 2013), a person’s habits and identity may 

provide a comfortable existence (Shilling, 2008). Thus, illness can create a fear around 

the loss of self and changes to identity (Charmaz, 2002). Scambler (2012) identified that 

there is the possibility that bodily hexis may be affected by chronic and long-term health 

conditions. Indeed, the close scrutiny of medical attention can make one fearful of a loss 

of power and how one may be perceived in society, with some not wishing to visit a doctor 

until their embodied control falters or they can no longer maintain their social position. 

Such aspects have previously been studied using a figurational theoretical lens (Evans & 

Crust, 2015), and also in a Bourdieusian sense by Angus et al. (2018). Furthermore, ill 

bodies may gradually or indeed abruptly lose their capacity to portray even the most 

deeply instilled dispositions, including those related to gender and class (Angus et al., 

2005). An interesting area for exploration is around what happens to a person’s bodily 

hexis when it is affected by such circumstances and whether it is possible to adapt or 

whether it remains impaired (Scambler, 2012). 

 
 
 

Moreover, when required to enter a new field such as CR, there may be incongruity 

between one’s bodily hexis, practice and the nomos within that field. Those declining 

attendance at or dropping out of CR may perhaps see this predetermined offer as ill- 

fitting with their habitus in general, resulting in hysteresis. If fields are defined by the 

stakes involved (Williams, 1995), then in a field such as CR, the stakes for the key actors 

should be considered, as these may be different. The actors (people) within the field of 
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CR include a revolving group of patients, new actors join the group at different points, 

and this may happen on a frequent basis creating a tussle for positioning and feeling of 

competency in their bodily displays. Indeed, the spaces of and practices within the fieldof 

CR may be shaped by more dominant users just as in any other field. Additionally, 

research has highlighted that a central concern for individuals attending CR was in the 

restoration of dignity within fields such as friendships and employment, and in some 

cases, in their efforts to attend rehabilitation whilst restoring social position, individuals 

would use practices of concealment (Angus et al., 2018; Evans & Crust, 2015). 

Specifically, Angus and colleagues noted that individuals had trouble finding a place for 

their new health behaviour practices (CR) and risked the loss of social position through 

unemployment or reduced income, which made behaviour change even more 

challenging. 

 
 
 

Within CR, the organisation and staffing may provide cultural capital to patients via the 

offering condition-specific and general health-related knowledge, and the provision of 

resources to manage symptoms and improve risk factors (Angus et al., 2018). Strategies 

may be in place to foster a cohesiveness between patients and enable them to 

accumulate and mobilise social capital, perhaps even develop group habitus, as 

Bourdieu would describe. In their study of social capital and coping mechanisms in CR, 

Fang et al. (2017) identified several aspects relevant to the accumulation and 

maintenance of social capital at individual level, including level of participation, 

networking, support, trust and sense of belonging. Importantly, those who receive some 

form of social support following a cardiac event or diagnosis have been found to survive 

longer and have better daily functioning (Rutledge et al., 2004). Additionally, 

Kristofferzon et al. (2008) found that support networks can be important to recovery 

following an MI. Indeed, Čuprika et al. (2015) identified PA as a bodily investment and 

thus participation may increase physical capital. However, the value, and indeed the 
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participants, of a specific practice will be determined by the position within a given field 

(Bourdieu, 1988). Consequently, as Skeggs (1997) highlighted in her study on caring 

ability, capital held may be converted into opportunity, and through time symbolic capital 

may be noted in the bodily display of recovery and ability to ‘get on with life’.  

 
 
 

It is also important to acknowledge that personal crises (such as a cardiac event) can cause 

physical capital to be reduced or lost, and new coping methods may lay foundations for 

new dispositions that become a habitus through time (Shilling, 2010). This may form part 

of the process of biographical disruption and repair as discussed in chapter two, where 

one may renegotiate embodiment and respond to what has happened (see Bury, 1982 

and Williams, 2000). Additionally, the potential impact of living with chronic illness also 

requires consideration, for example, living with chronic pain, mobility problems and 

existential uncertainty. These aspects can have a limiting effect on capital accumulation 

and exchange, such as deleterious effects on family and social relations, loss or adaption 

of employment (Scambler, 2012). Ultimately these factors may cause structural 

limitations within the field, and Scambler continued by noting that careful analysis of field 

and capital in relation to an individual may assist in revealing some of these. 

 
 
 

The above discussion about socio-cultural influences on exercise, health and illness 

intertwined with capital, field, habitus, power relations and inequalities give strength to 

the usefulness of Bourdieu’s concepts in the current study. Along with the importance of 

habitus, the navigation of the potentially new social spaces, and the deployment and 

accumulation of capital resources are relevant to the discussion concerning the cardiac 

patient journey. Important questions about the impact of crisis events and living with ill- 

health have also been raised and will likely provide useful discussion points within the 

results and discussion of the study. Of course, Bourdieu’s work is not without criticism, 



112  

which some would argue makes its usefulness in the subject area of health and illness 

challenging. A number of these criticisms have been touched upon throughout this 

chapter and some of these along with relevant additional theoretical insights are now 

discussed in the penultimate section of this chapter. 

 
 
 

3.9 Criticisms of Bourdieu’s work and additional theoretical insights 

 
As may be expected in any major theory, potential weak areas and criticisms have been 

levelled at the conceptual framework and research of Bourdieu, several of which are 

discussed in this section. The deterministic nature of the concepts of habitus and field 

have, for example, been subject to critique. Yang (2014) argued that Bourdieu’s approach 

to habitus tends to have a reliance on existing causes determining future events. With 

his concept of field, it has been said that his theory dwells on the reproductive elements 

of the social space with little voluntary human agency (Thomson, 2005). Yang (2014) 

contended that such reliance limits the ability of his theory to anticipate change and 

accept rational choice. In the case of attendance at CR, the identification of the barriers, 

such as lack of mobility or travel, is required. One needs corresponding capital to 

circumvent these barriers (Angus et al. 2018; Bourdieu, 1998) and achieve positioning 

within the field. Further, attending CR may require an individual to go against their 

habitual dispositions (Angus et al., 2018) in order to adopt the new practice. However, 

the difficulty here is that changing a habitual practice requires premeditation, and past 

habits may elicit deeply engrained and valued practices (Angus et al. 2018; Shilling, 

2008). In addition, individuals may search for past familiarity to give some reassurance in 

unfamiliar times (Evans & Crust, 2015). Nevertheless, Bourdieu (1998) rejected 

determinism and stated that although change is difficult it is not impossible within his 

theory. A number of Bourdieu’s key studies considered periods of change within housing 

and literature for example (See for example Bourdieu, 1993) and therefore, it is argued 

that change was actually considered such a necessary and integral part of his theory that 
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it was perhaps inexplicit (Hardy, 2014a). Bourdieu subsequently made more 

unambiguous attempts in his later work to consider change and social agency (Bourdieu 

& Wacquant, 1992). In fact, hysteresis was utilised by Bourdieu to define the disparity 

that can occur between the habitus in a given field and the habitus needed in a different 

field, as a means to describe changing structures (Hardy, 2014b), demonstrated in 

Bourdieu’s work from 1977 onwards. 

 
 
 

A further criticism of Bourdieu’s theory has been in the lack of attention to the body and 

in particular the emotional dimension of social interaction (Neveu, 2018), which is of 

importance to this research. There are those who posit the idea of other capitals, such 

as those that may fill the gaps relating to the body, such as emotional capital or gender 

capital (McCall, 1992; Neveu, 2018; Nowotny, 1981). Emotional capital may have 

resonance for research involving health and illness as it can encompass the ability to 

offer love, support, patience and concern (Allatt, 1993). The specific inclusion of physical 

capital in the theoretical framework acknowledges the importance of the body to the 

current study. 

 
 
 

As mentioned previously, Bourdieu’s writings appear to have neglected gender in favour 

of other variables and concerns such as class. Whilst gender is explored in his work, this 

is primarily conceptualised as ‘sexual difference’ and feminist aspects are largely 

ignored, leaving subsequent scholars to add to this aspect of his work (Skeggs, 2004). 

Therefore, in a simplistic dichotomy, in Bourdieu’s work, masculinity is associated with 

domination, and femininity associated with subordination (Williams, 1995). Gender 

inequalities cannot simply be reduced to differences (Mottier, 2000) and therefore 

Bourdieu’s work in this area tends to diminish the importance of power within this debate. 

However, several feminist sociologists have found Bourdieusian theory useful with 
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parallels epistemologically and methodologically to feminist theory (see McCall, 1992; 

Olive & Thorpe, 2011; Skeggs, 2004; Thorpe, 2009). Skeggs (2004) noted that some 

feminist theorists have opted to work with and develop his theory, whilst others have 

redeveloped it to use eclectically for the benefit of the object of research. Therefore, 

assuming the mantle from Wacquant (1992) of working beyond and against Bourdieu 

where required. 

 
 
 

3.10 Theoretical framework chapter summary 
 
 

This chapter has taken an in-depth exploration of the theoretical framework offered by 

Pierre Bourdieu. Specifically, this covered how each of his concepts and ideas may have 

applicability in the context of exercise, health, illness, and rehabilitation. Bourdieu’s main 

“thinking tools” (Bourdieu & Wacquant, 1989, p.50), field, capital and habitus have been 

examined, alongside his associated themes and ideas such as practice, power, doxa 

and hexis. It is anticipated that through the methodological processes important aspects 

of Bourdieu’s theory may aid the understanding of how and why humans act the way 

they do in the social world. This includes exploring choice and decision making in health 

care and in the face of ill-health, acknowledging the role of both structure and agency. 

Furthermore, it is important to note how lifestyles may be shaped in relation to the 

intersection of the social constructs of age, gender and social class. By adopting this 

theoretical framework, the influences on the cardiac patient journey can be investigated 

from a novel perspective. Having reviewed the literature surrounding the cardiac journey 

including CR and explored the theoretical framework underpinning this study, chapter 

four, which follows, provides a contextual overview, and sets the scene for the study. 
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Chapter Four: Contextual overview and scene setting 
 
 
 

Although the broader aspects of CR provision have been discussed in Chapter Two, the 

purpose of this short chapter is to provide an overview of the context within which the 

study was undertaken and to set the scene. 

 
 
 

4.1 Background to the study context 
 
 

The area where the study was conducted is one of the largest counties geographically in 

the UK and has a population of just over 1,000,000 people. The area has notable diverse 

features such as a mixture of urban and rural environments, deprivation, and migration. 

The rurality of the area creates geographical barriers in relation to the accessibility of 

services and connections (Redacted Research Observatory, 2019). Although the 

average age of residents is 43 years old (plumplot.co.uk, 2018), numbers of older adults, 

specifically those aged 65 and over, are growing (Redacted Research Observatory, 

2019). Inward migration to the area has become commonplace, largely as a result of 

economic migration, with the largest numbers of migrants coming from Eastern European 

countries (Redacted Research Observatory, 2019). Levels of deprivation are also 

prominent in some areas, with the area as a whole ranked 91st out of 152 upper tier local 

authorities in England, with one being the most deprived. 29 areas are found in this area 

which rank in the 10 percent most deprived in England, affecting approximately 50,000 

residents (Redacted Research Observatory, 2019). These levels of deprivation vary 

across the county and involve: income; employment; health and disability; crime, living 

environment; education, skills and training; and barriers to housing and services. The 

latter two are the most prominent in the county concerned, with notable deprivation linked 

to access to GP and hospital services, low levels of post-secondary educational and skill 

attainment and access to personal transport (Ministry of Housing, Communities 

& Local Government, 2019). This basic factual evidence is helpful in appreciating the 

https://www.gov.uk/government/organisations/ministry-of-housing-communities-and-local-government
https://www.gov.uk/government/organisations/ministry-of-housing-communities-and-local-government
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challenges faced by residents which may have relevance to the cardiac journey should 

they become a patient. 

 
 
 

4.2 NHS services in the area studied 
 
 

NHS care in the area where the study was conducted includes primary care access via 

a network of 86 GP practices supported by one Clinical Commissioning Group (CCG). 

Secondary care is provided by three main hospital sites managed by one acute hospital 

trust, which includes emergency and coronary care. One of these hospitals also has a 

dedicated heart centre, which hosts two cardiac catheter laboratories and is able to 

conduct diagnostic tests, investigations and some surgical procedures (PCI and 

pacemaker implantation for example). There are 13 cardiology consultants working for 

the trust. There are also four community hospital sites, managed by one community 

health services trust. It is also relevant to note that the rural nature of the area means 

that for some patients, their closest GP and/or hospital may be located in another county 

and thus care will be provided by another NHS Trust. Additionally, where emergency 

health care is required when the patient is elsewhere, on holiday for example, they may 

access services anywhere in the country. Additionally, certain cardiac procedures 

(Coronary Artery Bypass Graft (CABG) surgery for example) take place outside of the 

county, as sites in the wider region hold the surgical specialism to do so, whereas local 

ones do not. Thus, these patients are also cared for by other NHS Trusts. 

 
 
 

The community NHS trust engaged with the research has been providing CR in some 

areas for over 15 years, with the hospital NHS trust providing the remainder. The 

community trust was commissioned to provide full county coverage around four years 

ago. Debate about this remains, with some staff feeling that the relationship between the 

two organisations is not as fluid as could be and the knowledge that some of the targets 
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used by the service are ones that existed under the old stewardship and their continued 

use is questioned. Some of the service KPIs are based on BACPR/NACR standards but 

are led by the trust. The service does not uniformly enter data into the NACR database, 

and yet according to the team, it intends to move towards this, is aware of the BACPR 

standards and wants to better itself and work towards certification in the future. This area 

of the country as a whole has been shown to be less compliant with data reporting 

procedures than others (BHF, 2020). 

 
 
 

4.3 CR Programme eligibility and uptake 
 
 

Eligibility criteria for patients is as per national clinical pathways and includes those 18 

years old plus and post MI, valve replacements, PCI, CABG, pacemaker or Implanted 

Cardioverter Defibrillator (ICD), angina and heart failure. There are, however, other 

cases where on appeal patients have been accepted such as following an aortic 

aneurysm. Patients are referred to the service by secondary care cardiology services, 

primary care referrals can also be made. Information given at the point of referral is 

reported by staff and patients and observed by the researcher to be extremely varied 

with some patients not aware of the service referral, others provided with no information, 

and yet others provided with a service leaflet, explanation and information about what 

will happen after the referral is made. A member of the CR team tries to make it part of 

their routine work to visit the cardiac ward at the main hospital site regularly to talk to 

patients, but as in-patient stays can be relatively short even once weekly visits are 

unlikely to capture everyone. In addition, procedures are carried out at the nearest 

hospital which can be out of county, notwithstanding the events that occur when patients 

are visiting other locations, such as when on holiday. The staff report that the prevalence 

of comorbidities amongst patients is high and multi-morbidity is often seen, which fits 

alongside the national picture (BHF, 2019). The uptake of patients in the service is 

anecdotally said to be generally above the national average (50 percent), but this is 
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changeable month to month.CR staffing 

 
 

The service operates in four teams and provides 10 CR group programmes at five 

different venues across the county. Each team is led by a CR nurse specialist and 

supported by at least one other CR associate nurse specialist, with varying numbers of 

CR nurses, CR assistants and administration staff within each team. In most cases the 

exercise element of each programme is led by a physiotherapist employed by the 

community trust, but one team employs a BACPR qualified exercise instructor, with 

holiday and sickness cover provided by a trust physiotherapist. Education sessions are 

led either by a member of the CR team, a multi-disciplinary heath professional such as 

a pharmacist or external organisation such as an ER provider. All but one member of 

staff are women. Staff to patient ratio is typically 1:5 although this ideally decreases to 

1:3 when heart failure patients are engaged. Observations would suggest 1:3 would be 

difficult to achieve in some areas, where team numbers are only just able to satisfy the 

1:5 ratio. 

 
 
 

Each site has a good volunteer presence, all of whom are former patients who have been 

vetted by the trust and provide support such as setting up, clearing away, organising 

refreshments, welcoming patients and time keeping during the classes. 

 
 
 

4.4 CR Programme provision 
 
 

Perhaps a consequence of the trends outlined above, there are acknowledged gaps in 

provision and changes have occurred, such as moving locations for example. 

Programmes are largely organised around the city and large towns across the county. 

All the programmes operate during weekday daytime hours. Home-based and walking 

programmes are available but invariably and in keeping with the national picture, 
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numbers taking up these programmes are small. Waiting times from discharge to the 

start of core CR are poor in the region where the study was undertaken and markedly so 

for those who have had CABG surgery (BHF, 2020). 

 
 
 

Sessions comprise a circuit-style exercise programme, utilising a mixture of gym and 

basic exercise equipment which includes for example upright and recumbent bicycles, 

rowing machines, steps, trampettes and dumbbells. All warm-up and cool-down sessions 

occur in a studio setting and then either transfer to/from a gym floor or stay in situ for the 

main component. Some groups are organised as community hall sessions and others 

are leisure centre and gym based. All sites offer a low-level intensity class, as well as a 

moderate intensity class each week. In most cases education sessions are sandwiched 

between, however one team having tried this now offers the education element at a 

different location on a different day. Education programmes are rotated with topics being 

largely the same across the programmes but organised by each team, for example 

drawing on expertise from different sources, and utilise individually developed 

presentation formats. 

 
 
 

This contextual overview of health care provision and cardiac care in the area studied 

sets the scene for the methodology which will now be presented. 



120  

Chapter Five: Methodology 
 
 
 

5.1 Introduction 
 
 

This chapter discusses the methodology for the study. Methodology relates to the 

philosophical underpinnings of the research techniques or methods selected as most 

appropriate to a study, including the assumptions and practices of those methods as 

“instruments of data collection” (Bryman, 2008, p. 160). As previously outlined, this study 

is focused upon developing an understanding of the influences on exercise and health 

along the cardiac patient journey in the East of England, explored through the theoretical 

framework offered by Pierre Bourdieu, which is detailed in of Chapter three. Having 

contextualised CR in the previous chapter, this chapter provides details of the study 

setting and describes in detail the processes undertaken for data collection and analysis. 

First, the philosophical assumptions that underpin the methods employed are described, 

followed by a discussion on reflexivity and linked to this, details of the researcher’s 

positionality follow. A rationale for the chosen research design is provided, together with 

a justification for the methods selected as most appropriate, including any limitations. 

Ethical considerations of the study are discussed and interwoven with the description of 

the study methods throughout the chapter. Finally, the data collection and analysis 

processes are described including details of the judgment criteria utilised to assess data 

quality. 

 
 
 

5.2 Philosophical assumptions 
 
 

Research can be a complex process. The complexity of qualitative research in particular 

can be seen in its multiplicity of forms (Smith & Sparkes, 2017) and in its regard as a 

craft skill, which takes considerable thought, time and practice (Demuth, 2015) as with 

any craft and/or skill. Denzin and Lincoln (2011, p.3) describe qualitative researchers as 

studying “things in their natural settings, attempting to make sense of or interpret 
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phenomena in terms of the meanings people bring to them”. In order to do this, Sparkes 

(1992) suggests that a researcher must establish a viewpoint as a way in which to see 

the world and somehow make sense of it. Sparkes and Smith (2014) identify this 

viewpoint as a research paradigm. A paradigm can be defined as a “set of interrelated 

assumptions about the social world which provides a philosophical and conceptual 

framework for the organized study of that world” (Filstead, 1979, p.34). The chosen 

paradigm sets the context for the study (Ponterotto, 2005) and through the philosophical 

assumptions adopted, guides how tools, participants and methods are selected (Denzin 

& Lincoln, 2011). Further, the paradigm provides a means to construct questions, 

investigate and ultimately explain (Sparkes, 1992). Neuman (2013) suggested that 

methodology is rooted in the selected paradigm and as such ontology and epistemology 

must be taken together. As noted above, qualitative research is multifaceted, meaning 

that social inquiry and knowledge production can vary considerably between 

researchers. Indeed, there has been powerful and passionate debate regarding the 

conceptualisation of the research process, the researcher’s world view, and the shaping 

of their paradigmatic assumptions (Sparkes, 1992). A person’s interests, values and 

purposes are reflections of their worldview, meaning that a ‘God’s eye view’ is impossible 

(Smith, 2018). 

 
 
 

The discussion will now move to the specific underpinnings of the Bourdieusian approach 

taken. 

 
 
 

5.2.1 Taking a Bourdieusian approach 
 
 

Bourdieu did not write extensively about his paradigmatic approach to research, with 

much of his work pre-dating or contemporaneous with that of Kuhn. Indeed, just as his 

theory evolved, so did his approach to research, and his theoretical thinking provides 
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both a philosophical perspective and practical methodology (Grenfell & James, 1998). 

Through engagement in mixed methods research, Bourdieu combined qualitative with 

quantitative measures, selecting his methodology to suit the object of research (Grenfell, 

2014). It is, however, the interpretivist aspect of Bourdieu’s work which is of most 

relevance to the current study, as a means to explore the experiences and influences of 

individuals. Research framed in this way enables the researcher to “delve into the depths 

of human consciousness and subjectivity” to attempt to reveal the meanings 

underpinning social life (Burrell & Morgan, 1979, p.31). Bourdieu tended to reject 

positivism and causality (Benjaminsen, 2003) and even went as far as to criticise the way 

in which some quantitative methods were applied in relation to inequalities (Bourdieu, 

1986). He did so largely because of the one-dimensional nature of the ontological 

assumptions it was often based upon, which he considered to be based on a naive 

realism (Bourdieu 1984; Bourdieu & Wacquant, 1992). Although Bourdieu himself did not 

explicitly identify his research paradigm, or his ontological or epistemological positions, 

his ideas draw on the belief that there is no single reality that is objectively ‘knowable’. 

Accordingly, constructionism would seem of ontological relevance as it acknowledges 

multiple realities (Schwandt, 1994). Utilised in the exploration of the social world, 

language, relationships and interactions are all important (Fletcher, 2006; Rudes & 

Guterman, 2007). Commensurate with Bourdieu’s theory, in social constructionism, 

historical and cultural contexts are also important (Reed, 2005). Although subtly different 

and often used interchangeably, constructionism and constructivism have nuanced 

meanings. A constructivist perspective for example addresses how realities are made 

and acknowledges the researcher’s role within this construction (Charmaz, 2006). Whilst 

it would seem from the literature that Bourdieu was a long-standing constructivist (Flecha 

et al., 2001), and there appears to be an appropriate association with social 

constructionism and Bourdieu’s work (Klapper, 2011), he may himself have considered 

structuralist constructivism to be a more accurate descriptor of his work (Scambler, 

2002). Indeed, he explained that if he had to label his work it would be in these terms 

(Bourdieu, 1989). Constructivism considers humans to be agents, which are able to 
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generate knowledge and meaning from their own experiences. This notion sits well 

alongside a structuralist position which is more independent of consciousness and 

involves the structure of society (Kauppi, 2002). Bourdieu (1968) portrayed his 

structuralist theory as constituting “a system of signs organized to represent, through 

their own relations, the relations among the objects is a translation or, better, a symbol 

linked to what it symbolizes by a law of analogy” (p.689). 

 
 
 

It was Bourdieu’s contention that what exists in the social world are objective relations 

rather than interactions between agents (Bourdieu & Wacquant, 1992). For Bourdieu the 

‘real is relational’ (Bourdieu, 1998) and although not the only proponent of relationalism, 

in Bourdieusian terms, relationalism identifies that objects under investigation are to be 

seen in context and are situated in relation “to the field of objects, practices, or activities 

within which they are embedded” (Mohr, 2013, p.102). Furthermore, in these contexts 

how the objects grow and mobilise themselves is relevant to power, another prominent 

aspect of Boudieusian theory (Sweet, 2020). Therefore, in Bourdieu’s thinking, 

attempting to understand the actions of people requires an understanding that these 

actions, practices and behaviours are both material and interpersonal, involving the 

interplay between subject and object, structure and agency. Thus, his concepts can be 

considered a system of relational elements rather than just theory. 

 
 
 

Bourdieu’s methodological position is perhaps best illustrated through his use of the 

relational concepts of habitus and field. As outlined above, habitus is the internal 

incorporation of the social structure, whereas field is the externalisation of habitus 

(Vandenberghe, 1999). Habitus is both structured and structuring. Bourdieu and 

Passeron (1970, p.244) described it as a “product of the structures and producer of the 

practices and reproducer of the structures”. Moreover, Vandenberghe (1999) clarified 

that this relationship is not purely circular, and the formulation of habitus can be 
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considered to demonstrate the relationship between structure and agency clearly 

(Bourdieu, 1977). The concept of field and how the distribution of capital within these 

social spaces signifies the positioning of an individual has been discussed in detail in the 

theoretical framework in Chapter three. Whilst it is useful to summarise the connection 

between theory and practice, owing to its relevance to the methodology and specifically 

methods here, the theoretical framework provides a more detailed account of 

Bourdieusian theory. 

 
 
 

Axiologically and in tune with the identified ontology and epistemology, the researcher 

and their lived experience cannot be separated from the research process (Emerson & 

Pollner, 2001; Ponterotto, 2005). The selected qualitative methodology supports this, not 

least in seeking to bridge practice and theory (Grenfell, 2014). It is argued that Bourdieu’s 

links between the two are particularly strong (Joas et al., 2011), placing empirical 

investigation before theoretical explanation. Furthermore, and attuned with Bourdieu, the 

current study recognises the importance of reflexivity through the research process. The 

notion of reflexivity is present throughout Bourdieu’s writing and is identified as an 

epistemological necessity (see for example, Deer, 2014; Grenfell, 2014). It is to the 

notion of reflexivity that the discussion now turns. 

 
 
 

5.3 Reflexivity 
 
 

The subjectivity of a social actor makes it questionable to assert that two people can 

perceive the same thing in exactly the same way. Richardson’s (2000) crystal metaphor 

is a useful illustration, stating that when looking through a crystal, something different 

can be seen by different social actors, even when viewed simultaneously. There is thus 

no single or correct description of the crystal (Denzin & Lincoln, 2011), but rather “what 

we see depends on our angle of repose” (Richardson, 2000, p.934). Relatedly, Markula 
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and Silk (2011) have highlighted that a researcher may be able to gain only a partial 

understanding of the topic under study. Waterfield (2015, p.1) argued that Bourdieu’s 

view was that the individual actively involved (practitioner) “cannot engage with theory 

without drawing on practice and vice versa”. As humans, researchers are influenced by 

their own biography. Characteristics, such as class, ethnicity, age and gender, and their 

habitus, are undoubtedly relevant. The researcher is unavoidably central to the research 

process (Markula & Silk, 2011) and “may project their own version of the world on to their 

understanding of the social practices which are objects of their studies” (Deer, 2014, 

p.197). Concomitantly, a researcher’s biography is important in terms of positionality and 

potential for the projection of their own “norms of construction” (Bourdieu, 1990b, p.14). 

As Grenfell (2018) highlighted, the socio-cultural and professional background of a 

researcher is relevant, as these aspects instil what is and is not perceived, and a 

particular way of seeing the world. Aspects such as theory and knowledge are influenced 

by the researcher and these in turn influence the research process (Smith & McGannon, 

2018). Thorpe and Olive (2017) noted that due to these many researcher influences, 

considerations of reflexivity are central to conducting quality observations, one of the 

methods employed in this study. Indeed, the influence of Bourdieu’s own biography and 

positioning can be seen in the evolution of his research and his writing on reflexivity. 

Wacquant noted that reflexivity could be regarded as the stand-out feature of Bourdieu’s 

work in contemporary social theory (Bourdieu & Wacquant, 1992). Bourdieu (1990b, 

p.31) regarded reflexivity an important way to “objectify the objectifier” and consider the 

researcher as part of the social structure. 

 
 
 

Bourdieu (2003) suggested reflexivity be considered ‘work on oneself’ so as to 

understand one’s dispositions. Further, he argued that one’s ability to do reflexive work 

is influenced partly by the structures within the habitus and partly by the objective 

conditions, which could include the environment or location for example, at the time the 

work takes place (Bourdieu & Wacquant, 1992). It has been argued by several authors 
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that, for Bourdieu, a reflexive position is  not often taken in the navigation of life 

(Decoteau, 2016; Yang, 2014) rather, its place is in a research and philosophical context. 

Bourdieu’s notion of doxa (as discussed in chapter three) is relevant here, describing 

‘natural attitudes’ and taken for granted assumptions (Deer, 2014), with its early use by 

Bourdieu from a phenomenological perspective (see for example, Bourdieu, 1977). 

Accordingly, in Bourdieu’s conception of the process of research, researchers are 

inherently laden with predispositions. This "unconscious habitus” (Griller, 1996, p.14) 

could be influential to the whole research process. By way of addressing this, Bourdieu 

suggested that the practice of reflexivity is a way to recognise and acknowledge 

researcher influence and the potential this may have to sway the topic of inquiry (Grenfell, 

2018). Bourdieu (2001) described this as breaking with doxa and suggested that 

reflexivity aids the researcher in bending back on themselves so as to rupture common-

sense, something he described as a ‘sociology of sociology’ (Bourdieu & Wacquant, 

1992). Such participant objectivation (Bourdieu, 2003, p.282) involves the researcher 

applying concepts (such as field, habitus and capital) to the analysis of themselves 

(Grenfell, 2014). The ability to do this must be learnt, as it often involves tapping into the 

researcher’s unconscious (Bourdieu & Wacquant, 1992), by reflecting on and 

acknowledging what may be ‘taken for granted’. Homo Academicus provides an example 

of Bourdieu’s application of participant objectivation (Bourdieu, 1988), and more recently 

in Sketch of a self-analysis (2007). Homo Academicus was described by Bourdieu 

himself as controversial (Bourdieu, 2003, p.283), where the ‘tables are turned’ and the 

academics ordinarily objectivising become the objectivised. He describes a type of 

violence in the revelatory process of unveiling the structures of his own environment 

(Bourdieu, 2003). 

 
 
 

By considering reflexivity to be epistemically linked to the research process, Bourdieu 

suggests that the social researcher should continually question the nature of the 

sociological analysis, the relationship with the world that is assumed, and the instruments 
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of construction (Bourdieu & Wacquant, 1992). Indeed, it has been said that reflexivity 

should be considered a holistic process (Buscatto, 2016; Hesse-Biber & Piatelli, 2012). 

It is not suggested that all influences can be removed, but reflexive awareness 

throughout the research process may reduce or at least acknowledge and perhaps 

address the potential for impact. It is to the specific use of a reflexive diary in this current 

study that the discussion now turns. 

 
 
 

5.3.1 Reflexive diary 
 
 

As discussed above a researcher cannot be completely neutral or detached. Therefore, 

reflexivity is requisite for the researcher, especially in their role as participant-observer 

and partial insider as this may influence the data, and study overall, through their own 

emotions, experiences and assumptions (Gilmore & Kenny, 2015). With participant 

objectivation in mind, the researcher should seek to objectify their position and the biases 

that may be associated with this position. Reflexivity marbled all of Bourdieu’s work in 

acknowledging that practice and theory are intertwined (Bourdieu, 1992). Halpern (1983) 

suggested that a reflexive journal can help researchers organise and cross reference 

information and data. Such a journal can be used to record daily processes, 

methodological decisions and personal reflections (Lincoln & Guba, 1985). Furthermore, 

it can be a useful aid for reflections on interpretations and literature in support of findings 

(Halpern, 1983) or indeed in challenging one’s findings. This type of record has also been 

called an audit trail through which a clear rationale for decisions can be noted (Koch, 

1994; Sandelowski, 1986), Nowell et al. (2017, p.3) stated that “reflexivity is central to 

the audit trail”. In the current study, the researcher utilised a reflexive diary to record 

thoughts and feelings relating to every aspect of the research process commencing on 

entering the field, throughout data collection, and ending after data analysis. 
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Procedural details relating to the reflexive diary are included in this section as a natural 

progression from the discussion on reflexivity, and will also be touched upon in the 

methods section. Entries into this diary were similar to field notes, in that some jottings 

were made in the field and some entries were typed in the field. The majority of entries 

were, however, made after leaving the field and following time to reflect, sometimes using 

the journey home as an ideal opportunity for this. Entries were chronological insofar as 

they were entered in date order of their occurrence and as the study developed. 

Examples of topics included reflections on the Integrated Research Application System 

(IRAS) process, which was found to be quite complex and challenging; feelings about 

accessing the field and building relationships; reflections on chosen methods and how 

these had been implemented in practice; selection and application of quality criteria to 

assist in judgement of the worthiness of data; thoughts and decisions around the Covid- 

19 pandemic and subsequent lockdown; and data collection and participants. This 

exemplar entry was recorded four weeks into fieldwork: 

I am certainly more comfortable doing interviews and going to people’s homes 

to do these now. I am happy to go with the flow in terms of where we conduct 

interviews, knowing what comes next on the schedule, in asking supplementary 

questions or leading on from what the participant says. I am more comfortable 

with my position as researcher within the group settings and when phoning 

people interested in taking part. I think I assumed that people would be resistant 

to an ‘insider or outsider’ being present, be wary of why I was conducting 

research and not want me coming into their homes. But the opposite has been 

true thus far or even where people have been initially wary this has settled in 

time (Reflexive diary entry, 16/12/2019). 
 

These reflexive notes provided another layer of data, as McNarry et al. (2019) advocate 

and will be discussed further in the data analysis section. A further excerpt from the 

reflexive journal is shown in Appendix K. 

 
 
 

As has been discussed reflexivity is undoubtedly a useful construct for this current study 

and assisted in the acknowledgement of the self in the research process and provide 
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awareness of how decisions in the research process (such as how best to analyse data, 

for example) have been made. Researcher positionality in the context of a reflexive 

approach is of importance within the current research and is congruent with the 

theoretical and methodological approach to this study. Indeed, it has been noted that the 

positioning of researchers in the field can be contentious (Donnelly, 2006; Pavlidis & 

Olive, 2014). The section that follows discusses this aspect in detail. Commensurate with 

the reflexively aware perspective adopted, and to aid ease of reading, the descriptions 

will be given in the first person. 

 
 
 

5.4 Researcher positionality: My subjectivity 
 
 

My interest and involvement in CR began long before the initiation of this study. I hold 

the nationally recognised BACPR exercise instructor’s qualification and have worked in 

public health related roles since completing my undergraduate degree 19 years ago. In 

line with the requirements of the validating body, I have revalidated this qualification 

every three years since qualifying in 2005. I have continued to maintain this qualification 

owing to my enduring interest and the possibility of undertaking such work in the future, 

despite not working directly in exercise instruction for a number of years. During the time I 

gained this qualification, and for some time before and after, I was involved in delivering 

health improvement interventions for an English district council. As part of this role, I 

provided what was known as ‘Phase IV CR’ (now termed long-term maintenance) as a 

specialist element of a PA referral programme. Among a number of other programmes, I 

established local PA referral, CR and community PA programmes, devising all the 

required systems and administrative aspects, networking and developing relationships 

with primary and secondary care professionals who referred patients to the programme, 

and with the wider community. In respect of CR, this involved referrals from the Phase 

III programme (now termed ‘core element’), being administered by the NHS hospital trust, 

consultant cardiologists and GPs. Having progressed into a managerial position and with 
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growing responsibilities I ceased delivery of services directly and took overall 

responsibility for programme management. This included procuring and working with 

subcontracted programme providers regarding performance management and in an 

expert role on client risk and exercise prescription. My work was spread across all age 

groups, with some specific programmes targeting children and older adults; the PA 

referral and CR work involved adults but with no upper age limit. This experience with a 

broad range of people provides background knowledge on the design and delivery of 

exercise-based CR. It has also generated familiarity with much of the language and 

terminology used in the field setting, including relevant medical terminology. Despite my 

previous work being conducted in the same geographical area as the current study, it 

should be noted that, due to a change in provider arrangements and through the passage 

of time, I have had no previous direct contact with the cardiology department or CR staff 

who are involved in the current doctoral study. 

 
 
 

Given the above circumstances it could be argued that in many respects I have a shared 

cultural background with the staff engaged in CR, and could therefore be regarded as a 

cultured insider (Evers, 2006; Wheaton, 2002). For such ‘cultured insiders’, pre-existing 

cultural knowledge may grant an insider perspective that provides significant advantages 

(Evers, 2006; Wheaton 2002). I may, however, be an ‘insider’ in some respects but an 

‘outsider’ in others. Indeed, as identified by Allen-Collinson (2013), there are degrees of 

‘insiderness’ and ‘outsiderness’, which can fluctuate over the duration of the research. 

Furthermore, Kleinman (1999) stated that no matter how successful at immersion in the 

field the researcher may be, they are always considered an outsider, even if ‘indigenous’. 

Additionally, those with capital in the field (for example existing skills or expertise) may 

find this provides a ‘head start’ from a relational perspective (McNarry et al., 2019; Olive 

& Thorpe, 2011). Hammersley and Atkinson (2007) noted that some data may not be as 

readily available to an outsider, for example the rapport created with those present may 

assist in accessing conversations (Meredith et al., 2019), thus benefitting data collection. 
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Certainly, being an insider may improve researcher participant relations (Jones & Smith, 

2017; Thorpe & Olive, 2017), however, there must be an awareness around the potential 

blurring of role boundaries (Owton & Allen-Collinson, 2014), and the need for “critical 

distance” to assist in taking things on board and contextualising what is observed 

(Wheaton, 2002, p.262). An outsider could be deemed ‘more naturally’ able to achieve 

that distance and therefore be more likely to question taken for granted aspects and 

identify things that an insider might overlook (Thorpe & Olive, 2017). This was something 

McNarry et al. (2019) highlighted in relation to their phenomenological-sociological 

research with competitive swimmers, where epochē/bracketing was used to heighten 

reflexivity throughout the research process. Furthermore, as Hammersley and Atkinson 

(2007) noted, whilst the approach of insider researchers and outsider researchers may 

differ, both perspectives can elicit rich data production. 

 
 
 

In being reflexive, I felt it was important to be aware of my own presentation of self and 

how influential this could be on those present (see also Williams et al, 2021). Indeed, the 

characteristics of the researcher can greatly influence access, establishment and 

maintenance of rapport (Gurney, 1985). Further, what the researcher reveals to 

participants requires ethical consideration (Sands, 2008). In an effort to ‘stand back’ from 

the participants, I adopted a participant-observer role, providing voluntary support in the 

setting-up, clearing away and running of the session but not engaging in instruction or 

delivery of any aspect. I carefully considered how I positioned myself during attendance 

at CR sessions in particular, but also during meetings and visits with participants 

conducted elsewhere. Although CR staff were aware of my background (holding a 

BACPR instructor qualification and experience of delivering sessions), which may have 

granted some insider privileges, I did not personally share this biographical information 

with participants. I instead presented myself as a University researcher, in an effort to 

avoid boundary blurring both with my role as a researcher and between myself and the 

staff present. 
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Due to the ethical requirements of the study, I was required to reveal my position as a 

researcher to all those present during CR sessions, not just those participating in the 

study. I chose to dress in casual sports type clothing and trainers, but avoided donning 

the distinct t-shirt colours worn by the staff (bright red) and volunteers (bright blue) to 

escape any confusion about my role. I chose to dress in this way for several reasons: 

firstly so that I appeared like a fellow participant or facility user, particularly as some 

observations took place in a gym; secondly so that I appeared casual and friendly, 

something I sought to reinforce via body language, choosing not to carry paperwork 

around, trying to maintain a relaxed posture (trying not to fold my arms for example) and 

maintaining an obvious interest through eye contact, facial expressions and verbal 

interactions; and thirdly for my own comfort during extended periods of fieldwork. The 

aim was to engage in a specific ‘presentation of self’ ‘in particular settings (Goffman, 

1959) both in respecting the rehabilitation environment and the potential influence my 

presence could have on the behaviour of participants. 

 
 
 

My previous work experiences have remained with me, and I particularly recall the 

detailed and emotive conversations I had with CHD patients and their significant others 

as part of my own CR programme. I had first-hand experience of the trepidation people 

experienced on arriving at the leisure centres used for the programme, not knowing what 

to expect and whether they would find it suitable. I knew the time and effort it took to 

support each participant and how important it was to develop their confidence and 

improve their fitness over time. I understood the frustrations with the system, for example, 

acceptance exclusions based on severity of the condition and the travel distances to the 

programme, and sometimes having personally to bear the brunt of people’s 

exasperation. These experiences and my communication skills were undoubtedly helpful 

in my ability to build trust and rapport (Bucerius, 2013) and in creating and maintaining 

an ‘ethic of care’ (Plummer, 2001). Indeed, it has been argued that rapport is central 

to ethnography (Mapedzahama & Dune, 2017) in general. 
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Certainly, the need for sensitivity and empathy is believed to be important when 

conducting research of this nature (Carroll, 2013), whilst also being mindful of the limits 

to empathy and the avoidance of ‘boundary-crossing’ (Smith et al., 2009) and, as I had 

been familiar with in my previous work, the emotional labour (Hochschild, 1983) of such 

engagement is great. Like Thorpe (2011) in her snowboarding research, I negotiated my 

way depending on the group dynamics. This meant that I needed to engage in ‘situated 

ethics’, making decisions based on the complexity and dynamics of the environment 

(Simons & Usher, 2000; Wheaton, 2002). It was my intention at all times to conduct 

myself with empathy and integrity and to display respect and appreciation to the patients, 

significant others, staff and volunteers whom I encountered. The principle of ‘McFee’s 

friends’ (McFee, 2006) was an important one for me to keep in mind in this study, 

because it places an obligation on me as the researcher to treat those involved in the 

research in the spirit of friendship (McFee, 2010). An example of this was in the 

conversations between staff and participants that I would sometimes overhear. Whilst 

technically permissible as part of the consented research, I needed to decide whether 

actively listening in to these discussions was appropriate, or whether it would be more 

appropriate to remove myself from the situation, as I would if someone else were having 

a private conversation. 

 
 
 

With partial insider status and shared cultural grounding, I developed good working 

relations and rapport with staff, volunteers, patients and significant others, which I feel 

aided access to interactions and conversations that may not have been available to a 

complete outsider (Hammersley & Atkinson, 2007). Nevertheless, it should be 

acknowledged that people can make conscious choices about what they reveal to others 

(Goffman, 1959). Even as an observer, some participants may consider me an audience 

(see also Hammersley & Atkinson, 1995). Furthermore, I felt like an outsider as a woman 

in her late thirties researching an environment where men make up the largest group of 

attendees, the average age is 67 and never having experienced CR from a patient 
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perspective. In a challenge to these preconceptions, however, when attending the CR 

sessions, it was acknowledged that patients of my own age were accessing the service 

and furthermore, a number of the study participants fell into a similar age bracket to my 

own, albeit these were male participants. 

 
 
 

Throughout my fieldwork and data analysis I found myself reflecting on whether my data 

contradicted or confirmed what I experienced during my time working in CR alongside 

what I had seen and heard whilst visiting CR programmes, when conducting participant 

observations. As outlined in the research protocol, no data were recorded from patients 

who were not participants of the study. Although consent had been obtained - from wider 

group attendees, staff and volunteers - for me to be present, there was no formal data 

collection from these groups. Despite this, in trying to understand the contextual factors 

associated with my observations, and following discussion with my supervisory team, it 

was agreed that these insights provided further evidence of my ‘insider’ status. We felt 

that these observations could be considered part of my positionality, whilst not being 

explicitly represented through the analysis of data. Accordingly, through the use of a 

reflexive diary, I have been able to reflect on and record my experiences during fieldwork 

and acknowledge how I feel I may have influenced participants, as other researchers 

have found (see for example, Williams et al., 2021). The diary was completed most 

weeks and during more intensive fieldwork periods entries were made several times each 

week, recording reflections on what I had seen and heard during my fieldwork, in 

particular my attendance at CR programmes. These diary entries also provided a means 

to reflect on and record aspects relating to my own field, capital and habitus. The 

following entry in my reflexive diary provides an indication of my initial thoughts and 

feelings when first attending CR: 

I was anxious attending the session for a number of reasons, I wondered how I 

would be received by patients, where and how I should place myself. I had 

thought over and over about the best way to explain what I was doing, and I 
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was worried that I would stick out like a sore thumb. It didn’t take long for me to 

feel more at ease when I was warmly greeted by staff who I have met multiple 

times now. I managed to strike up conversation with some of the volunteers and 

a couple of patients in passing. I wasn’t the only woman, although I was in the 

minority, but I could also see patients who appeared younger than I expected. I 

decided to listen into the educational talk and join the exercise warm-up. I was 

very conscious of my movements and was particularly aware that others 

alongside me may mimic my movements. I placed myself at the very back of 

the room away from the line of vision of other participants and opted for the low 

intensity arm options and kept my pace steady (Reflexive diary entry 

25/11/2019). 

 
 
 

Such diary entries were analysed alongside my participant observation field notes and 

interview transcripts (see section 5.8, below). This gave me the opportunity to consider 

what I had observed and recorded from my doxic perspective (my beliefs) whilst also 

cross referencing them with the themes produced as part of my Thematic Analysis (TA) 

to enhance my recollections. Furthermore, these notes were also of use within my results 

and discussion chapter, to add context. Further details will be discussed in the methods 

section below. 

 
 
 

Overall, having explored my positionality it is important to acknowledge that whilst my 

insider status presented challenges, it also provided advantages in terms of my 

embodied knowledge and experience. In such circumstances, the reflexive approach 

taken was considered highly important (see also Jones & Smith, 2017) to reflect on my 

own dispositions, influences and assumptions. I will now return to third person for the 

remainder of the thesis and move on to outlining the chosen research design. 
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5.5 Research design 
 
 

In considering how the aim and objectives of this study may be best fulfilled and having 

already identified why a Bourdieusian theoretical framework was selected (together with 

the concomitant philosophical assumptions which underpin this study), it was also 

important to select a suitable research design. 

 
 
 

The research paradigm, in conjunction with the chosen social theory, informs the 

research approach adopted (Markula & Silk, 2011). As discussed in the philosophical 

assumptions section above (see 5.2), Bourdieu’s approach to theory involved an invisible 

structure of relational elements (Vandenberghe, 1999). Vandenberghe also noted that 

conceptually the constructionist ontology is derived from the structural epistemology. 

Following these interpretivist paradigmatic ways, methods are often used in conjunction 

with one another in natural settings and are structured with both the help of each method 

and the lens of Bourdieu’s theoretical framework (Markula & Silk, 2011). In Bourdieusian 

thinking there are three distinct phases to the methodological approach. These comprise: 

analysis of the field position, mapping out of objective structures, and analysis of the 

habitus of agents (Grenfell, 2014). As part of this process, Grenfell identified that the 

building up of an ethnography of participants involves gathering personal accounts and 

results in the creation of habitus data. However, biographical data alone are deemed 

insufficient and attempts to understand field positions and structures should also be 

included. Further, the biographical information gathered can be utilised in the exploration 

of the relations between habitus and field. A further layer would involve looking at the 

relations between fields and overall structures (Grenfell, 2014). Indeed, in the current 

study, understanding the social and biographical context in which the cardiac event(s) 

were experienced may assist in understanding the structural characteristics of social 

positioning which may have shaped the experiences of the individual (see also, Angus 

et al., 2018). 
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Reflecting back to the crystal metaphor, the variety of qualitative methods such as 

interviews, observations and diaries, provide multiple angles to achieve thick 

descriptions representing multiple truths (Denzin, 2012; Jennings, 2005). With an 

ethnographic approach, Bourdieu sought to use whichever methods assisted with the 

research in hand for example, questionnaires (Bourdieu et al.,1991) and interviews 

(Bourdieu, 1993), and sought to gain a deeper understanding of participants’ life 

circumstances (Angus et al., 2018). The aim for the chosen methods of the current study 

was to generate rich, detailed and complex data, which, viewed through the theoretical 

lens, would produce stories allowing the richness of participants’ experiences to shine 

through. It is not possible to detach oneself from time and space and therefore research, 

as with life, is always shaped by social factors (Randall & Phoenix, 2009). Furthermore, 

Tracy and Hinrichs (2017, p.5) state that “ethnographers should report their own voice in 

relation to others and explicate how they claim to know what they know”. Further, in 

Bourdieu’s work it is said to be prudent for researchers to admit there are limits to their 

thinking. Such limits can be revealed as part of a reflexive undertaking (Grenfell, 2014) 

and thus the use of the reflexive journal forms a key part of this in the current study, as 

already discussed. 

 
 
 

5.5.1 Taking an ethnographic approach 
 
 

The researcher commenced the fieldwork for this study intending to take an ethnographic 

approach over a six-month period, involving a degree of immersion in various field sites. 

This was challenging due to the various settings involved during the first half of the data 

collection period, and subsequently, the Covid-19 pandemic and UK government- 

initiated lockdown during the second half of this period, stopped any further in-person 

interaction for the remainder of the fieldwork. Although these restrictions began to be 

lifted towards the end of the intended data collection period, due to the vulnerability of 

participants, owing to their health problems and the longevity of the required changes to 
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daily life, the researcher decided not to postpone the research process. Instead, virtual 

data collection methods were utilised for the remaining three months. The rationale for 

the selection of each of the methods will be outlined in more detail below, as well as 

details of how the process unfolded over the course of the study. Accordingly, this study 

should be regarded as having a sense of ethnography rather than possessing a traditional 

ethnographic methodology. 

 
 
 

With its roots in anthropology, ethnography has become well established in social 

science research using a variety of theoretical approaches (Markula & Silk, 2011). The 

term ethnography can be understood through the dialectics of ‘ethnos’ as a descriptor 

for ‘social group’ and ‘graphein’ describing the representations from the research process 

(Allen-Collinson, 2013). It involves the study of social interactions, behaviours and 

perceptions that are seen within social groups and can provide insight into the views and 

actions of people (Reeves et al., 2008). Woods (1986, p.5) stated that “the ethnographer 

is interested in what lies beneath – the subjects’ views, which may contain alternative 

views and their view of each other”. Further adding that data richness is aided by the 

layers provided by ethnography. Ethnography offers ways of understanding and sense 

making (Kleinman, 1997) and was an approach favoured by Bourdieu himself. By 

entering the ‘lifeworld’ or everyday spaces people inhabit and engage with, it may be 

possible to study the “natural state” rather than something created for an experiment for 

example (Hammersley & Atkinson, 2007, p.6). As these natural settings are likely to be 

fluid, negotiations and re-negotiations in the field are typical (Mapedzahama & Dune, 

2017) and therefore establishing and sustaining relationships are an important part of 

fieldwork. 

 
 
 

Sport ethnography (for example, Sands, 2002) has demonstrated growing traction, 

including not just formal sports but physical cultures more widely (Bolin & Granskog, 
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2003). Indeed, extensive ethnographic research in sport, exercise and physical cultures 

has taken place, for example in sport: boxing (Wacquant, 2004) and snowboarding 

(Thorpe, 2011), in exercise and health (Davenport et al., 2019; Graham & Connelly, 

2013) and in CHD and CR (Meredith et al., 2019; Wheatley, 2006). Each of these studies 

has provided ethnographic insights about values, beliefs and behaviours in relation to 

exercise; for example, participation following exercise prescription; and identity 

associated with ageing and ill-health. 

 
 
 

Whilst, the current study might not be regarded as a ‘traditional’ ethnography, primarily 

due to Covid-19 restrictions on social interaction, the approach taken in this study 

nevertheless cohered with certain aspects of sensory ethnography (see for example, 

Pink, 2010; Sparkes, 2017). This mode of ethnography takes account of the “multi- 

sensoriality” (Pink, 2010, p.1) of experience. Whilst acknowledging that other modes of 

ethnography have also been sensorially aware (see for example, Classen et al., 1994; 

Stoller, 1989), engagement with sensorial aspects of how one experiences the 

environment via direct situatedness, are key elements of understanding a (physical) 

culturally-specific sensorium (Allen-Collinson et al., 2018). Whilst it was not possible to 

be a complete insider in this study, (the researcher not being a cardiac patient), 

participation in aspects of the CR session alongside patients, enabled the researcher to 

reflect on her experience as a CR exercise instructor and on her own feelings about the 

sensory environment, something described by Pink (2009) as ‘sensory apprenticeship’. 

As previously discussed in sections 5.3 and 5.3.1, the maintenance of the reflexive 

journal throughout the study also assisted in adopting a self-critical gaze and the 

consideration of the researcher’s own presumptions. 

 
 
 

The methods used in ethnography tend to involve in-depth fieldwork and continuous 

engagement with the field, often over a protracted period of time (Brink & Edgecombe, 
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2003; Hammersley & Atkinson, 2007). Kraine and Baird (2005, p.87) stated that 

“ethnographers employ multiple methods to gain a comprehensive understanding of the 

social environment and perceptions of the members of the social group”. Such multiple 

methods assist the researcher in gaining an appreciation of the social environment and 

perceptions of those under study. Given the discussion around the benefits of 

ethnography, careful consideration of the most appropriate methods of data collection 

was required. These methods were required to assist in the exploration of the research 

problem and generate the required level of depth and richness (Creswell, 2013). It is to 

the research approach and selected methods that the discussion now turns. 

 
 
 

5.5.2 Introduction to research approach 
 
 

A two-phase approach was taken in the present study: phase one involved recruitment 

of, and data collection from, those attending a CR programme and their significant others; 

phase two involved data collection from those declining to attend a CR programme, and 

their significant others. Ultimately, due to the purposeful and snowball sampling 

approach, the two phases were nonsequential and recruitment was an iterative process 

over the course of several months. The onset of Covid-19 and the restrictions which 

followed, including the suspension of CR services in the study context, came 

approximately halfway through the data collection period. The decision to integrate the 

two phases turned out to be of significant benefit. Although recruitment had not closed 

at this point, early recruitment had been successful and substantial numbers of 

participants were already actively involved in the study. The main reason for keeping 

recruitment open at this point had been with the intention of gaining a further one or two 

participants who had declined CR, however some of the discussions around decision 

making also included those participants who had chosen to attend CR and their 

significant others. Objectives two and three cut across both phases of the study: firstly, 

in identifying perceptions of self and identity and how these may be influential on 
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behaviour; secondly, in exploring the intersectionality of gender and social inequality in 

relation to health care decision making. The inclusion of significant others, up to two 

family members or friends identified by the participant, was an important element in the 

understanding of behaviour and health care decision making and such insights have 

been deemed valuable in other studies (Mróz & Robertson, 2015; Wheatley, 2006). The 

research design cycle is shown in figure two below. 

 
 
 

Figure 2. 
 

Research design cycle 
 
 
 
 

 
 
 

As outlined in chapter four, one county in the East of England was selected to be part of 

the study. The sampling criteria which informed this decision were based on several 

factors. Firstly, the county needed to have a well-established core/phase III CR 

programme which included an exercise component. This was so that uptake and 

adherence to the exercise-based CR could be observed and explored in an established 

programme, into which patients were regularly referred by secondary care professionals. 

Secondly, it was necessary to select an area which was accessible to the researcher. 

This was so it was practical for both time and resource reasons. Based on these criteria, 

Participant 
observations and 

field notes 
First semi- 
structured 
interviews 

Second semi- 
structured 
interviews 

Reflexive diary 
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three counties were eligible. The area subsequently chosen was selected due to the 

longevity of the CR programme operating there, in addition to the researcher’s 

accessibility and familiarity of the geographical area. 

 
 
 

Having described the research design, the next section will discuss the methods selected 

and procedures that were followed during data capture and analysis. 

 
 
 

5.6 Methods 
 
 

Qualitative researchers draw on multiple sources of data, using a range of data collection 

techniques. In ethnography, these frequently include (but are not limited to); participant 

observation, interviews, diaries and visual methods (Hammersley & Atkinson, 2007; 

Markula & Silk, 2011; Sparkes & Smith, 2014). Aspects pertaining to gaining access to 

the field, ethical considerations and sampling are all important parts of the research 

process and must be considered prior to entering the field. Therefore, these aspects will 

be discussed first, followed by method selection, procedures, and then leaving the field. 

 
 
 

5.6.1 Research ethics 
 
 

Ethical conduct is an essential part of any research project (Palmer, 2016). The welfare 

of participants and ensuring their rights and privacy are paramount (Berg, 2004). Whilst 

ethical issues in qualitative research can be “pervasive and ongoing throughout the 

course of a study” (Sparkes & Smith, 2014, p.79), as the current study involved 

engagement with NHS patients, it was subject to scrutiny by a somewhat traditional and 

medicalised panel with little prior knowledge or understanding of ethnographic research 

processes. Whilst ethical considerations are discussed in this section, the subject of 

ethics is discussed throughout the chapter as such considerations have relevance to 
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each aspect of the methodology and methods. Prior to the collection of any data, the 

ethical approval was sought. Following completion of filter questions through the 

researcher’s home university system, it was confirmed approval was not required from 

the university. Instead, however, approval was required through the IRAS, which covers 

NHS related research. Favourable ethical opinion was received from the Health 

Research Authority (HRA)/Research Ethics Committee (Reference 19/YH/0183) on the 

24th September 2019 (see Appendix A). Minor amendments to study documentation were 

filed through the University Research Governance team on the 23rd March 2020, to enable 

the methods to be altered slightly during the Covid-19 pandemic. The HRA produced 

amended guidance during this time and no reassessment was required. 

 
 
 

Consent to access the CR sites was granted via the Research and Innovation team at 

the relevant NHS Trust, following completion of an NHS Research Passport by the 

researcher. Approval for the amended approach was received and amended 

documentation filed. Consent to utilise the second NHS Trust to assist in recruiting 

participants was granted via notification of Participant Identification Centre site, however, 

this was never enacted due to subsequently not being required. Therefore, no permission 

for the amendments was sought from this NHS trust. 

 
 
 

Data collection was overtly conducted, with disclosure of the researcher’s role, and 

written information sheets given and informed consent received from participants (See 

Appendix B and C for document examples). The reasons for this were in part because 

of the target participants, and partly due to the NHS ethical requirements. However, the 

specific need to gain informed consent in advance can run contrary to the nature and 

flow of qualitative research (Strathern, 2000), through the potential to interrupt 

burgeoning relationships. Additionally, the requirement for potential participants to be 

informed in writing of any potential risks and benefits of taking part in the research (Librett 
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& Perrone, 2010) added further administrative excess. The very nature of ethnographic 

research and its intersection with the topic under study can make it impossible to know 

in advance all of the risks, and to inform potential participants comprehensively of what 

may be entailed (Mapedzahama & Dune, 2017). It has also been argued that the process 

of seeking informed consent and specifically the presentation of paperwork and signing 

of documents could influence what have been established as important relationships for 

ethnographers (Boulton & Parker, 2007), and ‘muddy the waters’ at a very early stage of 

the research. As Murphy and Dingwall (2007) highlighted, in many field settings, 

participants can be seen as ‘hosts’ and thus to be treated with care. To avoid negatively 

affecting early-stage relationships and disturbing the ‘natural setting’ great care was 

taken by the researcher, through aspects of positionality, as discussed previously. In a 

further example of the importance of relationships, there is an added layer of 

consideration in the consent process where research is undertaken through a 

‘gatekeeper’ such as the NHS, as in the current study. Such approaches require a 

delicate balance to be struck by the researcher in taking account of participant and 

gatekeeper interests as well as being respectful of gatekeeper and patient relationships 

which will continue after the research has concluded (see also British Sociological 

Association, 2017). Practical agreement was obtained through the NHS Trust specific 

CR teams to assist with recruitment and to identify and visit programmes, of which there 

are four in the county in which the study took place. Contact with the team was 

established early in the research process and the researcher took time to lay positive 

foundations, with the required access carefully negotiated over time whilst the IRAS 

application was progressing. The researcher also undertook a period of in-group 

familiarisation as part of the process of gaining consent and building relationships. 

Krueger and Casey (2000) suggested that familiarisation can help cultivate a comfortable 

environment which assists the potential for data gathering. An extended period of 

familiarisation was used to good effect by Meredith et al. (2019) in their ethnographic CR 

study on emotions. 
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Another ethical concern was in the use of methods that requested participants relive 

events which may evoke memories and thoughts that might be sensitive, such as the 

circumstances surrounding their or their significant other’s cardiac event. However, it 

could be argued that this creates no greater social and psychological risk of harm than 

would conversations in everyday life. Nevertheless, the researcher sought to conduct 

herself in an empathetic and respectful way in all interactions with participants. In 

addition, details of sources of support were added to the information sheet given to each 

participant in case of any questions or concerns. 
 
 
 

Following stipulations as part of the ethics application, written informed consent for the 

researcher to be present at CR sessions was also required from every patient present, 

not just those participating in the study. Obtaining these consents involved sharing 

Participant Information Sheets with each new patient attending the programme and 

gaining completion of an Informed Consent Form. These documents outlined the nature 

and purpose of the research and confirmed that no data from patients who were not 

participating in the study would be recorded. No patient declined consent at any time. 

Relevant documentation examples relating to informed consent can be found in 

Appendix B. 

 
 
 

Anonymity and confidentiality are further important ethical concerns that are designed to 

protect participants from harm (Kaiser, 2009). All the names of people used in the thesis 

and any publications arising from the study are pseudonyms. Details concerning places 

and organisations have been purposefully generalised, and in some cases redacted. 

Every attempt has been made to protect the identity of participants. It is nevertheless 

acknowledged, in line with qualitative research more generally, that it may be possible 

for individuals to decipher details based on the data provided, particularly that contained 

in the richer descriptions garnered (see Sparkes & Smith, 2014). 
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5.6.2 Sampling 
 
 

Sampling requires making informed and strategic choices about the places, settings, 

people and times which may best assist in addressing the research aim and objectives 

(Sparkes & Smith, 2014). In this study, opportunistic and purposeful recruitment of CR 

patients took place from October 2019 until March 2020 and included all those eligible 

for, and referred to, CR during those months. There was a three-pronged approach to 

recruitment, and it involved two of the four teams covering the county under study. These 

teams were selected because they served patients living in geographical locations 

deemed reasonably accessible to the researcher, and both teams were well established 

in terms of staff and programme provision. Firstly, CR staff provided brief information 

about the study during the course of their usual care activities and were able to provide 

a Participant Information Sheet (see Appendix C) to anyone expressing an interest in the 

study. With consent, names and telephone numbers were passed to the researcher to 

be followed up. The forms of usual care included clinic invitations, clinic appointments, 

initial assessments and during attendance at CR programmes. Secondly, the researcher 

was invited to attend CR clinics so that she could share information about the study 

directly with patients attending. She attended seven clinics in all, choosing those across 

two team areas. Additionally, pre-screening of those booked into these clinics enabled 

the researcher to select clinics with a mix of men and women and with a broad age range 

where possible. Each clinic provided appointments for up to three patients and was held 

in either hospital or health centre locations. Lastly, the researcher attended two CR 

programmes and was able to speak directly to attendees and share the information sheet 

and consent form. Sampling patients in this way meant that they could be recruited at 

any stage of their CR programme journey, and, importantly, including the points at which 

CR is offered, discussed, and can be declined. The sampling criteria used in the study 

are detailed in the figure below. For reasons of anonymity and confidentiality, the names 

of NHS Trusts engaged in the study have been redacted. This stage resulted in 10 

patients being recruited to the study. 
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Figure 3. 
 

Sampling criteria 
 
 
 
 
 
 
 
 

Inclusion criteria 
 
 
 
 
 
 
 
 

Exclusion Criteria 
 
 
 
 
 
 
 
 
 

Snowball recruitment of patients’ close family and friends, defined in this study as 

‘significant others’ (as considered by patient-participants), took place once the patient 

had completed the informed consent process to take part in the study. Patient- 

participants were given a copy of the information sheet and consent form to share, after 

an initial discussion with the researcher if the patient-participant felt one or two significant 

others might like to be involved. Once the consent form was received, the researcher 

telephoned the significant other to introduce herself and make arrangements to meet in 

person. Where the significant other had questions prior to consenting, the researcher 

was able to answer these over the telephone. There were a small number of occasions 

where the researcher met a significant other in person, either through their attendance 

at a CR group or during a meeting with the patient participant. In these circumstances 

she was able to discuss the study directly. This recruitment was for a maximum of two 

people who were either a family member or close friend of each patient participant. The 

ϒAdult (aged 18 or over, with no upper age limit) capable of 
giving informed consent 
ϒMale or female 
ϒDiagnosed Coronary Heart Disease and/or cardiac event to 
include Myocardial Infarction, Percutaneous Coronary 
Intervention, Coronary Artery Bypass Graft, heart failure, heart 
valve surgery or any combination of these 
ϒPatient of cardiology department or cardiac 
rehabilitation service deemed eligible to access exercise- 
based cardiac rehabilitation or already accessing the core or 
maintenance phases of an exercise-based cardiac 
rehabilitation programme 
ϒAdult family member or close friend of the above 

ϒOutside of stated age range 
ϒHas been deemed ineligible for exercise-based cardiac 
rehabilitation 
ϒNot a patient of 
rehabilitation service 

cardiology department or cardiac 
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same age limits applied to significant others as to patients. This resulted in a further 

seven participants being recruited to the study. 

 
 
 

Across the recruitment, a mix of ages was sought to enable the exploration of life course 

perspectives. A mix of men and women was also sought, to enable the exploration of 

gender influences on patterns of reliance on support and cultural capital from significant 

others (see also Angus et al., 2018). Therefore, the gender mix was important in 

attempting to diversify the snowball sampling. The basic demographics of the sample are 

shown in the table below. A more detailed profile is shown in Appendix D. As can be seen, 

more men than women were recruited to the study, this reflects the available patients 

during recruitment and the gender imbalance in CR attendance generally, with 70 

percent of attendees being men (BHF, 2019). 

 
 
 

Table 1. 
 

Basic participant demographics 
 

 Men Women 18-49 years 
old 

50-64 
years old 

65 years 
plus 

Patients 8 2 2 3 5 

Significant 
others 

1 6 2 3 2 

 
 
 

Following consent, however, one of the patient-participants suffered complications 

following their cardiac event, and was readmitted to hospital; unfortunately, they 

subsequently passed away. The researcher made the decision not to follow up contact 

with the significant other who had also consented to being part of the study following the 

patient passing away. There were several reasons for the decision not to follow up 

contact, these were related to; the researcher not wishing to appear insensitive at such 
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a difficult time, a third of the data collection period having passed, and the growing 

prominence of Covid-19 and the restrictions which then followed. The researcher’s 

reflections on this difficult time in the research were recorded in her reflexive diary: 

I was saddened to learn that one of the participants of the study, who had 

consented, but was then readmitted to hospital, had died before Christmas. I 

went into the warm-up group session straight after finding this out and it 

preoccupied my thoughts. After the warm-up I spoke to the nurse with whom I 

had met him and his wife in clinic and she seemed surprised of the outcome. 

We talked about how down he had seemed and how being able to attend may 

have been helpful to his mental health in particular, and we both agreed that 

although it happens, it is nevertheless sad, especially at this time of year. 

(Reflexive diary entry 02/01/2020) 
 

The sad loss of these two participants left 15 active participants in the study. 
 
 
 

5.7 Data collection methods 
 
 

Figure four on the following page provides an outline of the data collection methods 

utilised in this study, which will be discussed in detail in the remainder of the chapter. 
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Figure 4. 

 
Data collection methods overview 

 
 
 
 

 
 
 

5.7.1 Participant observations 
 
 

Participant observations formed one of the primary methods of data collection, alongside 

interviews and a reflexive diary. These observations took place throughout the data 

collection period and in both phases of the research, to assist in addressing the identified 

aim and objectives of the study. The rationale for undertaking observations and the 

manner selected is outlined in this section. 

 
 
 

Participant observation is one of the most frequently used ethnographic methods, and 

involves collecting observational data that seem relevant to the topic (Hammersley & 

Atkinson, 2007). Observations comprised taking field notes related to the social settings 

and (inter)actions of participants (Thorpe & Olive, 2017). Taking an immersive approach 

assists in the observation of language, behaviours and values of participants 

November 
2019 - June 

2020 

December 
2019 - March 

2020 

April 2020 - 
June 2020 

November 
2019 - July 

2020 

 
•Reflexive diary 

•Second set of semi-structured interviews with patients and significant 
others 

•8 patient, 3 significant others 

•First set of semi-structured interviews with patients and significant others 
•9 patients, 6 significant others 

•Participant observations with patients and significant others 
•10 patients, 7 significant others 
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(McNaughton Nicholls et al., 2014), and in circumstances where these aspects are 

revealed, particularly in respect of values which may be more discernible in 

conversational observations and through the interviews which complement. Further, and 

of direct relevance to the objectives of this study, Thorpe and Olive (2017) highlighted 

how observations can be valuable in trying to understand how power and social 

inequalities influence sport and exercise cultures. Social theory is valuable to 

observations, as it assists in meaning making and prompting what is questioned and 

how, such as the ‘absences’ or, as Thorpe & Olive (2017) noted, who or what is not there, 

and/or what is not being said or done. In congruence with Bourdieu’s theory and as stated 

in section 3.2 above, observing the unconscious and unsaid (Bourdieu, 1984) may reveal 

more about the relations that exist in the social world (Bourdieu & Wacquant, 1989); for 

example, where individuals position themselves within an exercise class, or the clothing 

they wear as the embodiment of their habitus and cultural capital. This approach was 

aided by observing more than just the visual aspects, also, as noted previously, wider 

sensory aspects too, such as pleasure and pain - when rendered observable can also 

be useful observations (Stoller, 1997). Furthermore, observations can be richer and more 

memorable when the researcher adopts an embodied and multi-sensorial approach 

(Thorpe & Olive, 2017). 

 
 
 

Ethical issues are inevitable when conducting participant observations, not least in terms 

of how covert or overt the researcher needs or chooses to be. Situated ethical decisions 

may need to be made where difficulties in relation to socio-cultural aspects and the 

physical environment in the field require this (Simons & Usher, 2000; Wheaton, 2002). 

For example, when a significant other remains present and comments during an 

interview or where a participant remarks on the perceived age of the researcher. In such 

cases the researcher would need to consider how best to respond and whether this 

circumstance may influence the participant and the data, in the case of an interview the 

decision may  be made to reschedule or follow-up at another time. Further, such 
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incidences may highlight the cultural exclusion felt by the researcher, for example being 

made to feel out of touch or unable to comprehend. O’Reilly (2012) noted how feelings 

of discomfort are not unusual during participant observations, but such moments also 

have the advantage of encouraging reflexive research practices. Moreover, for an early 

career researcher such reflexive practices can include critical reflections associated with 

gaining confidence as well as the awareness of power dynamics (Olive & Thorpe, 2017). 

Adopting the role of participant-as-observer (Gold, 1958), linked to the partial insider 

status discussed previously, the researcher took an overt approach to participant 

observation and the role of researcher was fully acknowledged (see also McNaughton 

Nicholls et al., 2014). This was due in part to the stipulated ethical requirements, also 

due to the nature of the setting and as a result of the researcher wishing to engage with 

participants as part of the observational process. 

 
 
 

Emerson et al. (2011) suggested that ethnographic immersion requires an active 

observational role, and the researcher should not attempt to be ‘a fly on the wall’. 

However, it should also be noted that the presence of a researcher can lead to altered 

behaviour of participants (Monahan & Fisher, 2010). Some participants, for example, 

may view the researcher as an audience (Hammersley & Atkinson, 1995). Nonetheless, 

Emerson et al. (2011) stated that the presence of the researcher may not always have a 

negative impact. Indeed, taking a participant-as-observer approach assists with more 

‘natural’ engagement. The researcher was aware of the potential effect of being present 

and as discussed in the positionality section considered carefully how she dressed and 

presented herself to participants so as to fit in and put participants at ease, and sought 

to be consistent in this approach (Berreman, 1962). As described in section 5.6.1 the 

metaphor ‘host’ usefully describes the position of the researched in ethnographic 

research (Murphy & Dingwall, 2007). However, this position is fragile and contingent, and 

the researcher has much to do to maintain this status, including accepting that one’s 
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intention for a good-natured relationship may not be reciprocated by the participant 

(Murphy & Dingwall, 2007). 

 
 
 

Relationships between researcher and researched can highlight power relations, which 

in social science research can to a degree be tilted towards the participants in terms of 

how research progresses, and the depth and quality of data provided (Mapedzahama & 

Dune, 2017). Undertaking second interviews was a useful supporting aspect of this, in 

enabling researcher and member reflections. These processes will be discussed further 

in the section which follows. Furthermore, situational and relational ethics are important 

considerations for a researcher (Tracy & Hinrichs, 2017) and in the current study were 

addressed throughout the process, from research design, through methods, data 

collection and analysis, to issues surrounding representation. 

 
 
 

5.7.1.1 Procedural arrangements for observations 
 
 

It is suggested that new ethnographers (such as the researcher), may phase the 

funnelling or staging of their observations whereas more experienced researchers may 

do this simultaneously (Markula & Silk, 2011; Thorpe & Olive, 2017). A staged approach 

was adopted by the researcher in the current study, working alongside the position that 

as understanding grows and develops with field experience, more focused observation 

can be undertaken (see Tjora, 2006). The researcher was also able to discuss 

observational aspects with the supervisory team and this aided focus and movement to 

the next stage. Approaching the observations in this way enabled the researcher to enter 

the field with openness (see also Glasner, 1978), in consideration not only for her partial 

insider status but also for any potential power influence. The overall aim was to gather 

as complete a picture as possible of the participants behaviours, thoughts, feelings in 

relation to CR, health care and their cardiac event (see Erlandson et al. 1993).
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Thorpe and Olive (2017) suggested that a researcher should identify where observations 

will and will not take place, for example before, during and after participation in an activity. 

In line with the research objectives, in seeking to study a range of ages and explore 

gender issues, the researcher was as flexible as possible around participants’ 

commitments when arranging and conducting observations, and interviews. Both 

aspects were sometimes conducted in the evenings although most were completed in 

daytime hours and all on weekdays. Some observations and interviews were conducted 

at participants’ homes, some at leisure facilities used for the CR programme and a small 

number at other community venues. No limit was set a priori to the number of 

observations or visits to be made to each participant. In practice, however, the researcher 

restricted her visits to avoid feeling ‘a nuisance’; feelings sometimes influenced by the 

rapport developed and the participants’ personal circumstances. The only ‘formal’ limit 

was the longitudinal duration of fieldwork, which was fixed at six months. This duration 

was selected for several reasons, firstly as the journey of a typical cardiology patient from 

cardiac event to offer of CR programme attendance and completion of programme is 

typically around three to four months. This is based on what was observed and the target 

times for patients from cardiac event to CR (BHF, 2020). Thus, the researcher had ample 

time not only to follow this stage of the patient journey, but to follow-up for a period after 

completion, during the recovery phase. Doing so allowed some time for personal 

reflection by the participant and the researcher in the funnelling of observations and the 

second interview approach. The potential benefit of this period for reflection could also 

be advantageous for those declining CR. Secondly, the volume of data collected in long 

periods of fieldwork is likely to be substantial, which creates both good potential for 

richness but also requires careful sifting, management and analysis (Jones & Smith, 

2017). Thirdly as the research forms part of a doctoral degree, the timing of this is finite 

and thus longer data collection periods may not be workable within time constraints. 
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Engaging with people within their own personal and social space is undoubtedly another 

of the ethical challenges within participant observations. As previously noted, all 

observations in the current research were conducted overtly and with upfront written 

informed consent in place. Research conducted in people’s homes can provide comfort 

and convenience for participants when sharing personal experiences (Downey et al., 

2007), and has been noted to aid in the disclosure of lived experiences (Graham et al., 

2007). Furthermore, being in that environment provides a means for the researcher 

potentially to build a richer sense of the life circumstances of that participant (Elwood & 

Martin, 2000). These factors were all felt to be part of the experience of the researcher 

and were duly noted in her field notes as part of this study. One example of this is taken 

from a field note: 

His family were at home, but we sat in the lounge on our own, although his wife 

and one of his children did pass through/come in a couple of times for various 

reasons. He seemed very relaxed, wearing just shorts and a t-shirt despite it 

being winter, and with his feet up on the sofa. I could see, hear and smell the 

many animals in the house, the squeaking of a wheel turning in a cage was 

particularly noticeable. He talked a lot about the animals in the house and 

clearly cares a great deal about them and says they are like a form of therapy 

for him. (Field note 09/12/2019) 

 
 
 

Engaging in research is, understandably, not without risk, and these risks are as relevant 

to the researcher as they are to the participant (Bashir, 2018), for example sensitive and 

emotive information and personal safety. However, the harms in ethnographic research 

will be different and usually less risky than those in medical research (Murphy & Dingwall, 

2007). From a health and safety standpoint, the researcher was able to draw on her 

training and previous experience, in addition to the risk assessment completed in line 

with the policies and guidance of the University. 
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The two phases of the research, although conducted simultaneously, required slightly 

different approaches to participant observations. Moreover, as has already been noted, 

observations of significant others also required a different approach. In phase one, 

participants were observed attending CR. After a short period of familiarisation, allowing 

both the researcher and the researched to get to know each other and the environment, 

the researcher commenced observations. Observations included the set-up of the 

session, arrival of patients, pre-exercise behaviour and conversations, pre- and post- 

exercise assessments, the exercise session, the educational talk, and the closing of the 

session. Informal questions are often part of observations (Hammersley & Atkinson, 

1995) and the researcher in the current study frequently engaged with the participants 

during the observations at an interpersonal level, taking care to avoid providing advice 

or exercise instruction. Such interactions were conversational, such as asking 

participants how they were or how they were finding the activity in which they were 

participating. Typically, each CR session lasted between two and two and a half hours. 

In the case of significant others, observations typically started at the same meeting where 

the first interview took place, unless, through the researcher’s contact with the patient 

participant, it had been possible to start earlier. Observations were usually conducted at 

the significant other’s home or at the CR programme if such individuals attended 

sessions with the patient participant. All observations were conducted at pre-agreed 

times, and involved observing the social and physical environment, behaviour and any 

conversations with the patient participant if present. As mentioned previously immersion 

in some of the settings was difficult, and this was the case with significant others therefore 

the majority of the data collected with these participants came from interviews. During 

these meetings, the researcher would typically spend between 30 and 60 minutes with the 

participant(s), talking informally, for example about how they were and their relationship 

with the patient-participant. Once patient participants had completed their CR 

programme, which was usually after nine weeks inclusive of an induction week (and 

allowing for holiday periods and centre closures), observations were conducted in the 

same way as those with significant others. 
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At the time the lockdown was announced by the UK government, all phase one research 

participants had completed their CR programme. After consideration and the necessary 

ethical discussions and document amendments, as noted in 5.6.1, the research was able 

to continue virtually. The researcher contacted each participant via their preferred means 

to explain the situation and the new options for the continued participation in the study. 

All participants agreed to continue their engagement with the research, and this verbal 

consent was recorded on the original consent form. Seven opted to engage via telephone 

rather than video calls. In these circumstances it was therefore difficult to conduct any 

further observation. Even when undertaking video calls (of which there were six), it was 

difficult to achieve the same level of observational and sensory awareness. It was for 

example not possible to feel the temperature of the room, to see the surrounding 

environment and body language, and facial expressions were sometimes delayed and 

distorted by the computer screen, camera or internet connectivity. Where possible, 

however, the researcher undertook these observations in a similar manner to previously 

undertaken in-person observations, although they (perhaps inevitably) were much 

shorter in duration, lasting between five and 15 minutes. 

 
 
 

In phase two, the observations were conducted with those declining CR. These 

observations were more informal and relied on the location and circumstances on each 

occasion. For example, observations were conducted at the participant’s home when 

others were present. In such instances, observations often commenced at the same 

meeting arranged to conduct an interview and then continued depending on each 

individual case. Each occasion was pre-agreed. For significant others, observations were 

conducted in the same way as those in phase one. However, due to the time delays with 

gaining consent, these occurred only after the lockdown period had commenced, thus 

virtually. 
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5.7.1.2 Field notes 
 
 

Across both phases, written field notes were taken. As noted above, good field notes are 

an important part of conducting observations (Tjora, 2006), and can be analysed as part 

of the data set (Jones & Smith, 2017). It is important to note, however, that it is not 

possible to be everywhere and to observe and record everything, so the researcher must 

develop perspective (Emerson et al., 2011). Relatedly, as mentioned previously, 

observations took a funnelled approach, similarly, field notes became more focused 

through time. It is suggested that the researchers preconceived ideas and general 

feelings are not mixed with actual observation data (Berg, 1998; Bouma, 2000). This 

separation, described as a form of bracketing, suggests that the use of multiple field 

diaries may be useful to record different types of field notes (Thorpe & Olive, 2017; Tjora, 

2006). Doing so may provide context and contrast for the researcher, whilst aiming to 

“capture and preserve” observed meanings (Emerson et al., 1995, p.12) through 

substantive field notes as they move through the observational process and in the 

analysis of data. The researcher in the current study utilised three field diaries, one for 

each of the two team areas selected for the study and one reflexive diary. Consideration 

was given as to how and where to make field notes, as recommended by Hammersley 

and Atkinson (2007), although it has been noted that there is no single ‘correct’ way of 

constructing such notes (Emerson et al., 2011). In ensuring important points were 

captured, field notes were written as soon as possible after being in the field (see also 

Emerson et al., 2007). These in-depth notes were supported by ‘jottings’ (Emerson et al., 

2011). These briefer notes were sometimes ‘jotted down’ or typed into a Word document 

on the researcher’s laptop in the field. Completing these notes overtly provided flexibility in 

when notes could be made but the researcher acknowledged that care should be taken in 

this approach (see Emerson et al., 2011). 
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In addition, thoughts and considerations were also recorded on a Dictaphone (usually 

immediately after leaving the field) and often reflected upon during journeys home. 

Indeed, it has been noted that there are benefits to recording field notes after leaving the 

field (Thorpe & Olive, 2017). Jottings and voice notes enabled the researcher to recall 

what had been observed, in order to write her notes. Often this involved writing 

everything down and then organising and adding detail (see also Emerson et al., 2011). 

Notes were typically completed in chronological order, starting with the journey or 

entrance to the environment. Where multiple participants were in the same environment 

and chronological recording was not possible, each participant was detailed one at a time 

unless observations from group interactions made this impossible. After each 

observation the detailed field notes included contextual details regarding elements such 

as: location, layout, weather, temperature and people present. Further field notes were 

constructed which included details about the activities, speech, actions and behaviour of 

the participant(s), the way they were dressed, their routines, and how they interacted 

with others and any activities. In phase one, notes made following observations at group 

sessions also remarked upon any hierarchy or power differentials detected, 

manifestations around space and particular practices seen. Observations outside of 

group sessions with phase two participants and significant others across the two phases 

were more challenging, as these observations required involvement within personal 

spaces and lives, such as at a participant’s home. This was rendered more difficult with 

significant others recruited to the study, about whom less was known prior to the first 

meeting. This created challenges, but these have not been insurmountable, and the 

process has still resulted in rich, detailed data being generated. Further, as an 

“outpouring of memories, thoughts and words” (Emerson et al., 2007, p.357), space for 

reflection and analysis after making field notes was found to be important (see 

Hammersley & Atkinson, 2007). The researcher sought to space out the fieldwork so as 

to allow time for this reflection during each week. An excerpt from one of the field note 

diaries is shown in Appendix J. Analysis of field notes is discussed in more detail in the 

‘data analysis’ section below. 
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5.7.2 Interviews 
 
 

Qualitative interviews provide an important means of exploring the way participants feel, 

experience and understand their lifeworld (Kvale & Brinkmann, 2009) and were selected 

as the second method of data collection in this study. They were employed in both 

phases one and two. This section explores the use of interviews generally, and how they 

were implemented in this study. 

 
 
 

As has been noted, the use of interviews alongside observations can be complementary; 

interviews and observations can interact with one another, assisting in the identification 

of key themes (Thorpe & Olive, 2017; Tjora, 2006). Further, the combination of 

observations and interviews can provide in-depth understanding of lived experience, 

exploring both the words and actions of participants (Smith, 2013). The observations also 

allowed the researcher to accumulate background information about the participant, 

adding to the relevant knowledge of the participant (see Ortner, 2003; Yanos & Hopper, 

2008). The incorporation of such contextual information into interviews increases the 

potential for understanding of the lived experience, something advocated by Bourdieu 

himself (Bourdieu, 1999). One additional reason for use of both the observation and 

interview methods was that they were not dependent on participants’ reading, literacy or 

language skills. As highlighted in chapter four, the area selected is spatially large and 

has seen considerable inward migration, particularly from Eastern European countries in 

recent years. From early discussions with service providers, it became clear that numbers 

of Eastern European patients accessing the CR programme were slowly increasing. 

Indeed, it transpired that English was not the first language of a number of study 

participants, although these participants were comfortable in communicating in English, 

and the researcher had no difficulties comprehending anything (excepting the odd word 

or phrasing which was usually deciphered with the participant). Thus, the services of a 

translator were deemed unnecessary. 
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Whilst being the most widely used method of qualitative data collection, interviews should 

not be regarded as a ‘simple choice’ (Smith & Sparkes, 2017). As a ‘professional 

conversation’ (Kvale, 2007), the purpose of an interview is to invite stories and 

descriptions about perspectives, experiences, insights and emotions (Rubin & Rubin, 

1995; Smith & Sparkes, 2017). Humans are conversational, many would argue (see for 

example, Brinkmann, 2013) and thus talking in this way can provide rich, new knowledge 

about a persons’ life according to Smith & Sparkes (2017). Interview formats can be 

structured, semi-structured or unstructured (to various degrees). A semi-structured 

approach to interviews was taken because as it offered a degree of freedom for 

participant responses (Bryman, 2008). Indeed, Braun and Clarke (2013) highlight that 

when an interviewer is able to be responsive to the participant’s account, the interview 

may be more likely to produce good quality data. Furthermore, this degree of freedom 

allowed participants to provide more of their own perspective than a structured interview 

might allow (Braun & Clarke, 2013; Sparkes & Smith, 2014). Such an approach has been 

described by Rubin and Rubin (1995, p.42) as “on target while hanging loose”. 

Conversely, unstructured interviews, although sometimes involving guiding points, are 

mostly participant led (Braun & Clarke, 2013) and may not have provided the researcher 

with the opportunity to discuss specific topics with the participants, which was desired in 

order to work towards the aim and objectives of the study. Therefore, a semi-structured 

approach was chosen to allow for some degree of pre-planning and outlining of topics 

and general questions whilst ensuring the participant had scope to follow and further their 

own perspective. Additionally, the biographical mode of interviewing selected also sits 

within the realm of life-story interviews, which tend to be semi-structured (Bold, 2012), 

although it should be noted that it is not unusual for qualitative interview structures and 

topics of discussion to ebb and flow (Smith & Sparkes, 2017). 
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5.7.2.1 Interview planning 
 
 

In his own research, Bourdieu (1996) sought to achieve a deeper understanding of 

participants’ life circumstances, as an attempt to situate habitus, field and capital 

positioning. In the current study, the information gathered via the interviews included the 

social and biographical context in which illness was experienced and how individual 

experiences have been shaped by the structural aspects of social positioning. As part of 

this, participants’ family background and schooling experiences were also considered 

important (see Bourdieu & Passeron, 1979). In an attempt to elicit this deeper 

understanding, Bourdieu suggested several practices, which the researcher in this 

current study also followed (Bourdieu, 1999). The practice of gathering background 

knowledge has been discussed above, in relation to bringing together observation and 

interview data. The repeat interview approach, another of Bourdieu’s suggested 

practices (Angus et al., 2018; Bourdieu, 1999), which through the rapport built, provided 

an opportunity to revise and refine accounts (Yanos & Hopper, 2008). However, the 

researcher appreciated the burden of commitments participants already had, and 

therefore, only two interviews were conducted. Observations also coincided with 

programme attendance or around interviews, as described in the previous section. Whilst 

all but two of the first round of interviews were conducted face to face, the Covid-19 

lockdown (during the final three months of the data collection period), meant the 

approach to the remaining first interviews and all the second interviews needed to be 

reconsidered. Following ethical advice and amendments to documentation the remaining 

interviews were conducted virtually, and participants across both phases were asked 

whether they would like to ‘meet’ on the telephone or video call. Owing to these 

circumstances, the researcher was cognisant of privacy issues and the potential for 

participants to experience boredom, worry and uncertainty during the pandemic (Lupton, 

2020). For this reason, whilst it was an ethical imperative to follow-up each participant 

and make arrangements for a second interview as part of the approved study, it was 

decided to follow-up each participant only once. 
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As identified previously, reflexivity was important as it allowed the researcher to consider 

any contradictions or clichés which arose within her own perspective, something 

Bourdieu advocated as another of his key interview practices (Bourdieu, 1999). Such 

aspects were revisited either at the second interview or during observational 

conversations (see also Yanos & Hopper, 2008). Limitations in the descriptions provided 

may display “docta ignorantia” or learned ignorance, this involves the true nature of an 

individual’s practical mastery being hidden, even from themselves (Bourdieu, 1977, p.19; 

1990a, p.102). This can lead to confused descriptions. Something more is thus needed 

to assist the individual in recognising their actions, and theory may be useful to assist in 

the explication of this (Croce, 2019). Bourdieu’s suggested practice of adopting an active 

and methodical approach to listening was utilised during interviews in the current study, 

as it required the researcher to give her full attention and to draw on disciplinary 

knowledge simultaneously (Yanos & Hopper, 2008). Bourdieu’s conceptualisation of 

habitus is particularly important here in helping to understand the nature of practice and 

in bridging the structure agency divide (Williams, 1995). Ergo, as habitus influences field 

positioning and capital accumulation, these concepts are also of importance (Williams, 

1995). 

 
 
 

5.7.2.2 Interview structure 
 
 

The researcher developed an interview outline for both first and second interviews (see 

Appendix E and F), which maintained a focus to the interview yet contained mostly open- 

ended questions (see Sparkes & Smith, 2014). This approach resulted in a form of 

structure that allowed the relevant information to be collected from each interviewee, but 

not in a standardised manner (Sparkes & Smith, 2014). Each of the first interviews 

followed the same broad structure, yet as questions were influenced to a degree by 

observations, each was essentially unique as the researcher and participant could 

navigate the interview; questions were phrased in a suitable way for each participant, 
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taking account of the circumstances in which, the interview was conducted, the level of 

rapport felt, and the responses given. The use of prompts or curiosity-driven questions 

(see Smith & Sparkes, 2017) encouraged greater depth of response, and elaboration on 

thoughts and feelings in relation to experiences was encouraged. Each interviewee was 

able to answer openly, as far as could be ascertained, and to develop their explanations 

as they wished (see also Kreuger & Casey, 2000), addressing areas of interest to the 

study in a fluid, conversational manner. This approach gave the potential not only to 

increase the richness of the data but also to aid discussion (Kreuger & Casey, 2000) and 

demonstrated the active-listening skills of the researcher (see Smith & Sparkes, 2017). 

 
 
 

In selecting questions for the interviews, the aim was to avoid the participant feeling as 

though they had to justify their behaviour. Instead, the goal was to encourage them to 

describe and reflect upon their experiences. In his theory of practice, Bourdieu (1977; 

1990a) highlighted issues with such accounts. He argued that questions that attempt to 

elicit accounts and explanations of behaviour may be misplaced and misleading, or result 

in regurgitation of explanations or justifications of behaviour, which describe what an 

individual feels ought to have happened. They may also result in interviews with 

responses akin to ‘press releases’ (Wiersma, 1988). Although some responses may be 

attributable to nerves and the rapport with the researcher, Bourdieu (1977) contended 

that such responses can occur because much of the behaviour of individuals occurs pre- 

reflexively and much of social life is tacit and taken for granted. Furthermore, Bourdieu 

warned that participants might assume the researcher is unfamiliar with the specific topic, 

resulting in answers which lack details - of the cardiac event, for example. Additionally, 

the selected descriptions and a wish to please may draw out more notable features rather 

than the subtleties (see Williams, 1995). 
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The purpose in this study was to explore the biography of the participant and their 

thoughts and feelings in relation to their or their significant other’s cardiac event and the 

offer of CR. Taking care not to elicit a need to justify themselves, questions took a social 

and biographical contextual approach to collect rich qualitative data connected to both 

historical and situational aspects (Kraine & Baird, 2005). Each interview followed a 

temporal track from participants’ experiences earlier in life, through the cardiac 

symptoms, to the event or diagnosis, referral to CR and the decision to attend or not. 

Significant others were asked to reflect on both the patient-participants and their own 

feelings. However, because significant others were usually less familiar to the 

researcher, on occasion it was considered appropriate to begin first interviews with a 

‘soft and friendly’ question utilising what is already known about the participant, before 

working up to more complex questions, which has been noted as particularly beneficial 

when utilising virtual means (Maddox, 2020). Asking questions around the topics 

indicated above helped develop a sense of the participant’s habitus, capital and their 

relation to the health care and CR fields (Grenfell, 2014). 
 
 
 

The questions in the second interview drew upon the content of first interviews, those 

with significant others, further participant observations and reflexive diary entries, and 

also covered the progress of recovery. These second interviews provided an ideal 

opportunity to conduct ‘member reflections’ (Tracy, 2010, p.844) and whilst revisiting 

some of themes in the first interview, the second interview was more probing, whilst 

remaining empathetic, attempting to draw out interesting aspects relating to each 

participant and to gain further insight (Tracy 2010). Thus, second interviews were able 

to satisfy the need for more than biographical data alone (Grenfell, 2014). Planning the 

interviews in this way enabled the researcher to maintain a sense of control, which was 

important for the comparison of responses during analysis. 
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5.7.2.3 Procedural arrangements for interviews 
 
 

Having determined the structure of the interviews, it was then necessary to consider how 

to conduct them. Each interview was conducted on a one-to-one basis, although there 

were exceptions where others were present on arrival or during the initial stages of an 

interview, due to unforeseen circumstances (e.g. a relative visiting). Often, those present 

(other than the interviewer and participant) were significant others. On no occasion did 

these other people who were present play an active part in the interview process. 

Interviews were conducted one-to-one in order to make the participant feel most 

comfortable in discussing sensitive and potential distressing events in their recent 

history. Joint interviews with significant others were considered, but subsequently 

discounted as it was felt that discussing sensitive health matters in front of others 

(particularly who might have a close relationship to the participants) might have limited 

participants’ responses when discussing their health, for example, if the participant felt 

the need to protect their feelings. Indeed, Arksey and Knight (1999) identified how some 

individuals might feel reticent discussing things in front of others, and/or that others might 

dominate the interview. The researcher was also aware of the potential power dynamics 

between researcher and researched and considered that rapport would be aided by one- 

to-one discussions, as more private conversational exchanges (Meredith et al., 2019). 

For the second interviews, as discussed above, virtual methods were utilised and were 

considered both viable and ethically amenable. Synchronous methods were selected 

rather than asynchronous, to achieve live interaction and the benefits this can bring in 

terms of actions and reactions (see Bampton et al., 2013). Additionally, the setting up of 

virtual interviews required specific planning, especially during the first UK lockdown, 

including testing the required technology (participants suggested their platform 

preference e.g. Skype, therefore it was assumed the selection was a method they were 

familiar with) and finding a quiet location and time for both the researcher and the 

participant (see also Maddox, 2020). Further, renewed verbal consent was required from 
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each participant prior to the commencement of interviews, details of which the researcher 

added to each consent form. 

 
 
 

All interviews were recorded using a Dictaphone and transcribed verbatim by the 

researcher including punctuations and speech disfluency. Bourdieu (1999) argued that 

transcription loses aspects of communication and speech, such as body language, 

silences and intonation. Therefore, the researcher considered it important to include 

some of these aspects as part of the transcription process. This involved for example the 

inclusion of an ellipsis for pauses or longer pauses in speech indicated in brackets, and 

aspects of body language and some intonations noted during the interview (a sample of 

a transcript is shown in Appendix G). These aspects were also reflected on in the 

reflexive diary, which was cross referenced with the transcript. Further details on data 

analysis are discussed in section 5.8 below. 

 
 
 

5.7.2.3i Phase one interview procedure 
 
 

In phase one, patient-participant first interviews commenced after the period of 

familiarisation at the relevant CR programme. Typically, therefore, they occurred after 

observations had begun. Interviews with significant others were arranged as part of an 

introductory phone call or in person, for example if visiting the patient-participant and 

they were present. The interviews either took place at their home, at the centre where 

the CR programme took place, over the phone or via video call. All phase one interviews 

were completed between months one and three of the study with one exception 

(completed in month four due to personal circumstances of the participant). This 

interview occurred during the period of lockdown and thus was completed virtually via 

video call, at the request of the participant. Prior to the interview the participant was 

welcomed, and the procedure explained. Interviews ended with an opportunity for each 
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participant to make any additional comments. Participants were thanked for their 

involvement and the next steps in the study were discussed. 

 
 
 

Second interviews were completed between months four and six of the study. The aim 

was to provide time between first and second interviews for the participant’s journey to 

‘move along’ following the cardiac event. For example, all participants in this phase had 

completed their CR programme and through the passage of time had a period for 

reflection before the interview was conducted. Second interviews were arranged via the 

participants preferred contact medium for example email and all were conducted 

virtually. The medium for the interview was selected by the participant, five opted for 

video calls and six for phone calls. The duration of the interviews varied greatly, Phase 

one first interviews lasted on average 34 minutes and second interviews 27 minutes. 

 
 
 

On each occasion the researcher sought to find a private space (such as a meeting room 

or lounge) to conduct interviews where they could not be overheard or interrupted. This 

was not always possible, sometimes through no fault of the researcher, for example when 

visiting a participant at home, but the researcher took time to ensure the participant was 

comfortable speaking in the selected environment. Where phone or video calls took place, 

the researcher utilised a quiet private space to conduct these, but had no control over 

where the participants were situated. 

 
 
 

5.7.2.3ii Phase two interview procedure 
 
 

In phase two, although initially there were two patient-participants, one changed their 

mind and decided to attend CR but was still happy to be involved in the study. Following 

informed consent by the remaining participant, a further phone call was made to arrange 

the interview at the participant’s home. As with Phase one, this first meeting also included 
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participant observation, to make the process as time efficient as possible. At this 

meeting, the researcher was able to meet and talk to a significant other who later 

provided consent to become a research participant. The second interview took place in 

month five and was completed virtually due to the lockdown, as requested by the 

participant this was undertaken over the phone. The second Interview ended with an 

opportunity for the participant to make any additional comments. The participant was 

thanked for their involvement and invited to contact the researcher should they wish to 

discuss anything further; they did not do so. The first interview with the significant other 

was also conducted over the phone, as due to their commitments it was not possible to 

complete this interview prior to lockdown. A second interview was not undertaken with 

the significant other, owing to the insignificant passage of time following the first interview 

and the broad ranging discussion that was undertaken at this first interview. The phase 

two first interviews lasted 46 minutes on average and the second interview 25 minutes. 

 
 
 

Again, the researcher sought a private space for the interviews and virtual interviews, 

but was unable to control where participants were situated. The same process was 

undertaken for recording and transcribing phase two interviews as in phase one. 

 
 
 

5.7.2.3 Leaving the field and concluding thoughts on the interview process 
 
 

Ethical issues related to exiting the field were important. Care and thought were given 

towards how the researcher left the sites and participants. And yet, unfortunately, the 

unexpected and immediate impact of the pandemic meant that the researcher was not 

able to end engagement in her preferred way (in-person debriefing and thanks). Instead, 

she had to convey sincere thanks and confirm that a results summary would be sent by 

written communication. Analogously, upon leaving the CR programmes, the researcher 

ensured staff were thanked both verbally and in writing. Gratifyingly, the researcher was 
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told she would be welcome back any time, and a mutual agreement to keep in touch was 

made, including sharing a summary of results. In addition, the researcher provided 

regular study progress updates as requested by the local NHS research and innovation 

team and the final summary was also made available. A final review document was also 

completed and submitted to the HRA/REC upon completion of the study, as required. 

 
 
 

Reflecting on the interview process, shorter interviews were often the most difficult for 

the researcher to navigate. These were sometimes influenced by the circumstances 

surrounding the interview, for example over the phone when a participant had forgotten 

the researcher would be calling and was walking the dog during the interview. In such 

cases, responses were a little short and it was clear at times that participants were 

distracted from the conversation. This generally meant that curiosity-driven questions 

generated little additional information, in contrast to experiences at the first interview, 

when such questions would have led to detailed descriptions. Of relevance here is a 

further key practice Bourdieu (1999) suggested, which was to accept when interviews 

have been ‘uninformative’. This, it should be emphasised does not relate to judgements 

about assessing ‘accuracy’, rather it concerns the generating of detailed data (Atkinson 

& Coffey, 2002). 

 
 
 

The researcher took great care with both the situational and relational ethics surrounding 

implementation of the methods (Tracy & Hinrichs, 2017), as discussed in 4.4 on 

positionality and 4.7.1 regarding participant observations. She took time to consider 

where and when to conduct and record interviews, and to reflect on the methods, utilising 

the reflexive diary to record these thoughts. Consideration was also given to the impact 

of methods used at the programme sites, as discussed above in relation to the potential 

influence on participants. Positionality (see Section 5.4) was certainly a consideration 

and the researcher’s previous experiences were brought to bear in seeking to be kind 
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and empathetic, and treat all those present respectfully. 

 
 
 

Having detailed the methods used in this study, the rationale for and process of data 

analysis will now be discussed. 

 
 
 

5.8 Data analysis 
 
 

In this section, the approach to data analysis will be discussed. It has been argued that 

all research involves different degrees of inductive and deductive approaches (Biddle, et 

al., 2001; Côtè et al., 1993). There are therefore deductive elements to this study, 

drawing on the Bourdieusian theoretical framework and the researcher’s previous 

knowledge of CR, which guided what to look for during participant observation. These 

aspects including the observational data guided the questions asked at interview. The 

inductive aspects occurred during data analysis, utilising the data gathered and working 

towards theory. 

 
 
 

5.8.1 Thematic Analysis 
 
 

In the current study, Thematic Analysis (TA) was used to identify, analyse and report 

themes within data, and to assist in the organisation and description of data (Braun & 

Clarke, 2006). There are three main types of TA: coding reliability (see for example, 

Boyatzis,1998); reflexive (see for example, Braun & Clarke, 2006) and codebook (see 

for example, Roberts et al., 2019). Research within a qualitative paradigm sits well with 

Braun and Clarke’s conception of TA. Qualitative research is creative, reflexive and 

subjective and in this way the researcher is viewed as a resource, which is part of the 

research process (Braun & Clarke, 2019; Gough & Madill, 2012). In renaming their 

approach ‘reflexive TA’, Braun and Clarke (2019) reflected the major contribution of 



172  

researcher reflexivity to the approach, emphasising the importance of reflexivity to the 

effectiveness of TA (Braun et al., 2019). These aspects make the use of reflexive TA 

appropriate paradigmatically and theoretically. Whilst TA can be used as a method in its 

own right, according to some researchers (Joffe, 2012; Nowell et al., 2017), in this study 

it was used purely for analytic purposes. Utilising this approach generated rich, detailed 

descriptions of data (Braun & Clarke, 2006), which was a particularly interesting way of 

illuminating an under-researched topic. The six-phase model outlined by Braun and 

Clarke (2006) was employed and is shown in Table 2 below. 

 
 
 

Table 2. 
 

Phases of reflexive Thematic Analysis 
 

Phase Description 

Familiarisation Transcription of data, reading and re-reading the data, 

noting down initial thoughts and ideas 

Generating initial 

codes 

Identifying and labelling interesting features in the data 

Searching for themes Gathering codes into potential ‘higher-level’ themes 

Reviewing themes Checking whether themes fit with the data and address 

research question 

Defining and naming 

themes 

Generating clear definitions and names for each theme, 

capturing succinctly the ‘essence’ of each theme 

Producing the report Producing a scholarly report 

 
 

Note. adapted from Braun & Clarke (2006) 
 
 
 

As part of the familiarisation within the TA process, repeated close listening to audio files 

and reading of transcripts, field notes and diary entries took place. This included checking 

for accuracy between audio files and interview transcripts. In the familiarisation phase, 

interesting words, sentences and statements were highlighted, and initial notes were 

made, usually by annotating the documents. This enabled the researcher to become 
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immersed in and very familiar with the data (Clarke & Braun, 2013). Part of the process 

also involved the researcher questioning her own assumptions (see Braun & Clarke, 

2019), and the reflexive journal assisted in the recording of these assumptions and how 

her thinking was both challenged and changed, as noted earlier. Software can facilitate 

the process of data analysis (King, 2004) however judgement is still required (Thorne, 

2000). Hammersley and Atkinson (1995) believe that using whatever helps to make 

sense of the data to be acceptable. Although some data were added to NVivo software, 

the majority of data analysis was conducted using spreadsheets and manual paper-

based methods. In addition, and as discussed in chapter three and section 4.2, the 

theoretical framework offered by Bourdieu was utilised as a lens. 

 
 
 

Braun and Clarke (2019, p.594) suggested that “reflexive thematic analysis needs to be 

implemented with theoretical knowingness and transparency”. As discussed previously, 

in Bourdieusian theory, practice and theory work together so that it is argued that a 

practitioner cannot engage with theory without drawing on practice, and vice versa 

(Bourdieu, 1992). Thus, the theoretical underpinnings formed part of the analysis 

process. In the current study therefore, the dialectical approach between theory and data 

enabled a broad range of themes to be uncovered. 

 
 
 

Initial coding generated numerous codes which were based on context, language and 

the feelings participants expressed. Text was coded as often as deemed relevant by the 

researcher (Braun & Clarke, 2006), sometimes resulting in the same text being coded 

multiple times. An example of coded data is shown in table three on the page which 

follows, and a more detailed example of a coded transcript is shown in Appendix I. In 

reflexive TA, as Braun and Clarke (2019, p.9) point out, coding quality comes “from the 

depth of engagement with the data, and situated, reflexive interpretation” and not from 

agreement between coders. However, it should be noted that collaborative and reflexive 
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coding may provide richer data reading (Braun & Clarke, 2019) and thus taking time to 

reflect and to discuss codes with the supervisory team was deemed appropriate. In 

addition, the process of coding qualitative data and undertaking TA was new to the 

researcher and therefore, in finalising the themes, the supervisory team reviewed and 

discussed data, similar to the approach discussed by Bradley et al. (2007). 

 
 
 

Table 3. 
 

Example of coded data 
 

Code Raw data 

Military career influence Been trained to run through pain which is not an 

ideal thing to do really when you’re in civvy 
street with an injury 

Factors affecting adherence Before I went and on the first day I went I ended 

up in tears because I was frightened 

Getting on with life after a cardiac event Before the heart attack I was pressing on to kind 

of advance myself within the company well now 
it doesn’t have much relevance 

COVID-19: negative influence on physical 

activity/fitness 

Before this virus I would go out shopping and I 

would walk round nearly I could walk all day… 

but now I do find ya know a walk with the dogs 

especially when its warmer I get out of breath a 

bit quicker than I used to do 

Getting on with life after a cardiac event Being happy, nothing else don’t worry about as 

long as you’ve got enough to get by and that 
hits when you get a little bit older 

 
 
 

Codes were then sorted according to themes and reviewed alongside the coded extracts 

and overall data set before being defined and named. This helped to ensure data were 

not taken out of context. Additionally, the researcher was highly committed to ensuring 

justice was done to what was being said by participants (see also Bernstein, 1991). 

Coded data extracts were organised into meaningful patterns, which supported the 
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construction of themes (Braun et al., 2014). As highlighted above, themes do not ‘emerge 

from’ data, but instead the researcher is part of the construction and creation of themes 

(Braun & Clarke, 2006; 2019), requiring significant analytic work in the creation and 

interpretation of data stories (Braun & Clarke, 2019). There was a need to ensure that 

the themes were congruent with the aims and objectives of the study and that an 

appropriate number of themes were created. Themes were reviewed and revised to 

ensure as far as possible their congruence with the reality expressed by the participants, 

thus telling a meaningful story about the data (Braun & Clarke, 2019). In some cases 

(the similarity between the themes ‘other people’ and ‘significant others’ for example), 

themes were amalgamated or disaggregated so as to ensure they neither overlapped 

too greatly nor were too vague (Braun et al., 2014). An example of a theme alongside 

the codes and raw data is shown in table four below. A summarised thematic table is shown  

in Appendix H. 
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Table 4. 
 

Example of theme allocated to coded data 
 

 
Theme 

 
Code 

 
Data 

  It was only after I’d rang em to tell em I’d 
  changed me mind and reminded them that 
 Feeling ill- they hadn’t sent anything out that they 
 informed actually sent some information out 

  They said it was the LAD artery, and I 
  Googled that which was my biggest mistake, 
  so I wrote down a few lines and I remember 
  reading it was affectionately referred to as 
  the widow maker and at that I stopped 
 Feeling ill- reading cause I thought no I don’t wanna 
 informed read anymore 

  cause it was only me pushing the GP to say 
Relationships with Health  'look ya know this hasn’t gone away I don’t 
Professionals  normally complain there’s something not 

 Not being right' and in a way she almost sort of was 
 taken thinking oh well to sort of pacify me I’ll send 
 seriously by you there [respiratory nurse] but I don’t think 
 health she actually probably thought that even it 
 professionals could be asthma 

  The choice to refer me to the rapid chest pain 
  clinic was given to me and they said ya know 
 Not being so again and I, I hesitated then 'oh do I', and 
 taken even when I said 'oh well I’ll go' in the back of 
 seriously by my mind all the time I was thinking in a way I 
 health thought they’d say 'oh well you’re wasting our 
 professionals time' 

 
 

Utilising the thematic framework created, it was possible to reflect back to the three 

distinct phases of Bourdieu’s methodological approach as discussed earlier. By 

engaging with data and theory as part of the analysis process the coded data were 

viewed and then further explored through the Bourdieusian conceptual framework.
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5.8.2 Judging data quality 
 
 

As highlighted previously, large amounts of data were generated, making it necessary to 

employ a clear and structured analysis (Jones & Smith, 2017). It has been suggested 

that analysis is “embodied in the ethnographer’s ideas and hunches” (Hammersley & 

Atkinson, 1995, p.205). There are different ideas about the judgement of quality in 

qualitative research (Sparkes & Smith, 2009). Assessing the quality of qualitative data is 

a ‘thorny’ issue (Braun et al., 2017), even regarded as elusive (Seale, 1999). Moreover, 

it has even been questioned as to whether set criteria are needed at all (Tracy & Hinrichs, 

2017) and particularly in relation to ethnographic work (Richardson & St Pierre, 2005). 

What is clear, however, is that, as Lincoln and Guba (1985) argued, quantitative- 

appropriate judgement criteria are not considered appropriate for qualitative research. 

Additionally, a number of scholars have described criteriological approaches as being at 

odds with the ontological and epistemological positioning of some qualitative research 

(Smith & Deemer, 2000; Smith & Hodkinson, 2005). 

 
 
 

The researcher utilised criteria to appraise the approach to obtaining data, the quality of 

data obtained and how to report the data. However, this was undertaken whilst 

acknowledging that: 

A list of characteristics must always be seen as open-ended, in part 

unarticulated, and, even when a characteristic is more or less articulated, it is 

always open and ever subject to constant reinterpretation… The lists we bring 

to judgment are and can only be open-ended in that we have the permanent 

capacity to add items to and subtract items from the lists”. (Smith & Deemer, 

2000, p. 888). 
 

Tracy’s (2010) ‘big tent criteria’ advocated an eight-point model in the judgement of 

qualitative quality, the detail of which was further developed by Tracy and Hinrichs 

(2017). In her paper on evaluating ethnography, Richardson (2000) suggests five criteria, 

and stated that whether ethnography is considered ‘traditional’ or not, it should still be 
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held to high standards. However, the application of universal criteria can provide only a 

narrow definition of what constitutes good research (Sparkes & Smith, 2009). 

Furthermore, in congruence with Smith and Deemer, Sparkes and Smith (2009) 

suggested that, rather than a set of criteria, aspects are open to reinterpretation according 

to the context and the researcher’s view, suggesting that criteria “in list form may act as 

a starting point for judging a certain kind of inquiry, but these may not apply on all 

occasions and other criteria can be added or subtracted from them depending on the 

circumstances” (p.495). 

 
 
 

To aid a systematic approach to analysis, the researcher drew upon aspects of the three 

‘evaluation’ papers cited above (Sparkes & Smith, 2009; Richardson, 2000; Tracy & 

Hinrichs, 2017) but adapted the criteria according to the structural constructivist 

approach. In conjunction with these papers, the researcher considered the contents of 

key pieces of topic specific work and this current research to formulate bespoke quality 

criteria. Such an approach is aligned to that suggested by Sparkes and Smith (2009). 

The selected criteria were inspired by those provided by Tracy and Hinrichs (2017) and 

Richardson (2000), and included worthy topic, rich rigor, researcher sincerity through 

honesty and transparency, reflexivity, robust ethical considerations, and expression of a 

reality. Indications of how these factors have been considered throughout the 

methodology are noted as different points, ethical considerations for example touched 

upon in several areas but mainly discussed in section 5.6.1. More detailed examples of 

how these criteria have been applied are presented in the Conclusion (Chapter Seven). 

 
 
 

Furthermore, whilst generalisability has not been explicitly included in the criteria above, 

it provides a relevant point of discussion in relation to this study. Whilst the study makes 

no claims to wider generalisability beyond the local area in which the study was 

conducted, it is useful to understand how generalisability may be possible to achieve in 
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a qualitative research context (Smith, 2018). Whilst the term ‘generalisability’ is typically 

understood in relation to positivist research paradigms, it is also used specifically in 

relation to research adopting a qualitative methodology. Tracy (2010, p.845), for 

example, refers to ‘naturalistic generalisability’ where researchers “create reports that 

invite transferability by gathering direct testimony, providing rich description and writing 

accessibly and invitationally”. Moreover, in more recent work she and a colleague refer 

to ‘resonance’ and note that the way qualitative researchers present research, invites 

readers to appreciate and apply, and maybe even transfer these findings to their own 

circumstances (Tracy & Hinrichs, 2017). Tracy’s notion of transferability is congruent with 

the epistemological stance of this study, that of subjective and constructed knowledge, 

with a theoretical link. In this way, health professionals and managers working in 

cardiology and CR may draw parallels with their own experiences or situation and 

transfer the findings of this study, which may be beneficial to CR commissioning and 

service delivery in the future. 

 
 
 

A further point of discussion in relation to quality is data ‘saturation’. “Data saturation has 

become closely linked to TA” (Braun & Clarke, 2019, p.3) and it has been suggested that 

purposeful sample sizes in qualitative health research can be determined by the point at 

which data saturation is achieved (Constantinou et al., 2017; Guest et al., 2006; Guest 

et al., 2017). As a widely used measure of quality and sometimes validity in qualitative 

research, saturation is the point at which no ‘new’ information, codes or themes are 

generated from data (Braun & Clarke, 2019). However, in agreement with a number of 

scholars, there will always be potential for new insights as the process of data collection 

and analysis continues (Braun & Clarke, 2019; Low, 2019; Mason, 2010). In utilising a 

reflexive TA approach, it is not the quantity of data that is at issue, but rather the quality 

of data, and how themes relate to the aim and objectives of the study (Braun & Clarke, 

2012). Thus, the point at which data collection ceased, and each stage of data analysis 

stopped, was guided by the understanding the researcher felt she had in relation to the 
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richness and complexity of the data (Sim et al., 2018), and practical factors such as the 

impact of the Covid-19 pandemic. This approach sits well alongside the ontological and 

epistemological assumptions of the research and aimed to generate data that would 

illustrate the richness and complexity of the topic (see Sim et al., 2018). 

 
 
 

5.9 Chapter summary 
 
 

Within this chapter, the philosophical underpinnings of the study have been outlined. The 

importance of the three concepts which form the cornerstone of Bourdieusian theory, 

habitus, field and capital have been discussed, with habitus and field forming the nexus 

in the subjectivism and objectivism debate in Bourdieu’s conceptualisation. Ethical 

considerations are an important part of any research study and have been discussed 

above, in conjunction with the reflexive approach adopted. After outlining the 

ethnographic approach selected, the specifics of the chosen methods have been 

described and justified, outlining how they enabled an understanding of the influences 

on decision making concerning health care and CR, including embodied aspects relating 

to pre- and post-cardiac event. The approach to data analysis was then discussed, 

including presenting a sample of analysed data. The use of evaluation or judgement 

criteria in relation to this form of ethnographic research was also considered. 

 
 
 

In the chapter that follows the results and discussion are presented, broken down into 

three main sections representative of the patient journey. The discussion intends to 

accord a voice to cardiac patients and their significant others, providing direct quotes of 

their own words and interpreted using the relevant literature and the Bourdieusian 

theoretical framework selected. 
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Chapter Six: Results and discussion 
 
 
 
 

6.1 Introduction 
 
 

The reflexive thematic analysis generated findings that led to the construction of eight 

themes, six of which will be discussed in depth below, presented temporally, in the form 

of a cardiac patient’s journey. Two themes, which arguably are the largest are ‘the 

influence of other people’, and ‘material conditions and personal biography’. These 

themes had a wide-ranging influence on every stage of the cardiac patient journey. Due 

to this prominence, some of the important aspects within these themes are discussed in 

two or more stages of the journey. Considering the important influences in this way 

ensured the journey of participants remained central to the discussion. 

 
 
 

Regarding the other themes, the ‘value of attending CR’, has been subsumed under the 

theme concerning ‘influences on attendance at CR’. The fifth theme includes data 

relating to the ‘cardiac event’ itself, and the sixth relates to the ‘approach to symptoms’. 

The remaining two themes, which are not discussed in-depth, are ‘the impact of the 

Covid-19 pandemic’ and ‘relationships with health professionals’. These sit largely 

outside of the logical narrative presented but relevant aspects will be touched upon 

throughout. 

 
 
 

In the three sections that follow, the results and discussion from the current research 

study are presented, using the literature and theoretical framework in the exploration of 

discussion points. Section 6.2 discusses the approach to cardiac symptoms and includes 

challenges to the typical doxic approach to health care in the UK, that is, when one needs 

help, one knows it is available and thus will seek it. Section 6.3 moves on to explore 

influences surrounding the decision to attend CR, with links to the restoration and 
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accumulation of capital, the dispositions held and how these aspects may influence 

navigation of the field. Finally, section 6.4 examines the recovery process following a 

cardiac event and the structural and agentic influences on this journey. Each section 

comprises the perspectives of both the patient-participants and the significant other 

participants in the study. In keeping with the suggestion by Sandelowski and Leeman 

(2012), thematic statements are used as section headings, where appropriate. 

 
 
 

Despite not including detailed discussion on the theme constructed that concerns the 

Covid-19 pandemic, it would be remiss not to mention the impact on the study. The 

pandemic became prominent in the UK in early 2020 and resulted in an initial national 

lockdown period in March 2020, initially for three weeks but eventually extending to 

several months. A further two lockdowns occurred in the UK in 2020 and 2021, and 

restrictions on physical contact became familiar aspects of daily life. The first lockdown 

occurred at around the half-way point of the data collection period for this study. As 

previously noted, the pandemic and concomitant restrictions influenced the methods 

used and featured in many of the conversations during the second half of data collection. 

There were variations in the degree to which it appeared to influence thoughts and 

practice, most relevant to section 6.4 below, which examines recovery, with both positive 

and negative aspects noted. 

 
 
 

Following this brief introduction to the chapter, the discussion now moves to the first 

element of the cardiac patient journey, which relates to participants’ approaches to 

symptoms. 
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6.2 Approach to symptoms 
 
 

This section explores the key findings identified in relation to participants’ approaches to 

symptoms. There were a number of associated sub-themes and themes relating to this 

topic: the recognition of symptoms and seeking help, the impact of other people, and the 

influence of material conditions and personal biography. Each of these aspects had a 

perspective from both the patient and their significant other that provide interesting 

insight into the patient’s habitus intersecting with the influence of other people. This 

intersection is related to the intersubjectivity of practice and has bearing on Bourdieu’s 

conceptualisation of reflexivity. Although there are relevant touch points, the following 

discussion relates to initial cardiac symptoms rather than to the diagnosis and treatment 

that followed, which will be featured in sections 6.3 and 6.4 respectively. 

 
 
 

6.2.1 A tale of dismissal, denial and delay – “…gloss over things and hope they’ll 

go away” 

 
The manifestation of symptoms (e.g. chest pain or breathlessness) occurred in 

participants either rapidly or over an extended period of time. In those with more rapid 

onset of symptoms, participants’ dismissal and denial were particularly notable in the 

data. Dismissal of symptoms as something insignificant was noted frequently, 

characterised in quotes such as: 

I said not to worry cause it was, I didn’t know if it was heart burn or something 

(Tom/patient/43). 

 
I sort of remember thinking I’d got indigestion (Elizabeth/patient/70) 

 
 
 

However, there were other instances where following initial dismissal, on reflection 

participants acknowledged they probably ‘knew’ (or at least suspected) it was something 

more serious, but perhaps did not want to admit this to either themselves or significant 
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others. This finding is particularly interesting because for four participants this was not 

their first time experiencing a cardiac event, and yet some of these participants still 

appeared not to (or even refused to) associate these symptoms with ‘anything serious’. 

 
 
 

Denial of the need for medical help, and delay in seeking such help, may be related to 

feelings around control and autonomy (see Robertson et al., 2010), as sub-concepts of 

habitus. Additionally, admitting weakness or feelings that the body might be ‘failing’ may 

sit uneasily with the social constructions of gender. Such constructions may form part of 

one’s identity and thus be associated with the habitus. An example of this can be noted 

in the data, in respect of constructions of men and masculinity: 

I don’t know whether it’s all men, I suspect it is they don’t like to go to the 

doctors or hospitals and erm they like to just ya know gloss over things and 

hope they’ll go away. (Petra/significant other). 
 

Comments like that above were made several times by both male and female patient- 

participants and significant others, in respect of what they deemed typical behaviours 

associated with men and masculinity in relation to seeking help for symptoms. Traditional 

masculinity can be associated with tendencies to delay, resist or avoid practices that may 

run contrary to the actions perceived to be male-appropriate. Connell (1995) portrayed 

‘hegemonic masculinity’ as the idealised patterns of behaviour that accompany dominant 

masculinity including self-confidence, capability and denying weakness. Physical and 

emotional strength can also be expressions of hegemonic masculinity (Iacuone, 2005; 

Kimmel & Messner, 1995). This gender-normative approach to seeking help may be one 

reason for departing from the prevailing societal doxa by not engaging with health 

services. Practice in these situations may instead be influenced by nomos within the field 

resulting in the dismissal of symptoms as ‘something else’ or a protracted period of health 

professional interaction prior to diagnosis (as discussed below).
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In contrast, and perhaps also linked to a sense of control and strength, some participants 

sought help quickly or for those on cardiac-related medication, upon realising that 

emergency medication was not relieving the pain felt. Those who had previously 

experienced symptoms and sought help quickly, described knowing how that specific 

type of pain felt, and the necessity of seeking help quickly. These circumstances may 

display the more comfortable fit between the subjective aspects of the habitus and the 

objective structures of the field (Bourdieu, 1998). These participants have already 

experienced the field and the actors within it and demonstrate a belief in the field, in 

Bourdieusian terms, illusio. Other participants reported displaying ‘classic’ symptoms, 

despite having never experienced them before. Simon, 73, explained “I got the pain I 

knew straight away what it was”. He then elaborated: 

Jo: What told you that it was angina, how did you know? 

Simon: How did I know? family history 
Jo: Ok 

Simon: Mum and Dad had it, both brothers had it 

Jo: So, the symptoms? 

Simon: Both brothers had, me youngest brother had a stent put in as young as 

40 and me middle brother coz I’m the eldest, er about 6 or 7 years ago now, he 

had a heart attack and ended up in X [hospital] but they managed to er repair 

him with a stent 

 
 
 

Despite a number of participants expressing surety that they knew the symptoms they 

were experiencing could be significant, they chose to delay seeking help. In these 

circumstances, the habitus, and perhaps the perceived potential loss of social position 

appears to have served to reinforce one’s identity, which in this case related to ‘protector 

of the family’. Thus, a desire to retain control may be felt to assist in protecting those 

significant in one’s life, leading to demonstrative autonomy in either delaying or 

expediating help seeking in the face of painful symptoms. 
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Family background, as an important part of one’s life circumstances, forms a key part of 

one of the overarching themes identified in this study, material conditions and personal 

biography. As argued by Taylor-Smith and Dumas (2019, p.16) “while human beings 

strive towards similar aspirations, their specific life circumstances will fashion distinctive 

dispositions towards their body, health and disease”. It is therefore to family background 

that the discussion now moves. 

 
 
 

6.2.2 Family background – “Living on borrowed time” 
 
 

Family background reflects two main aspects noted in the data: family history, that which 

is genetically inherited; and background, which relates to upbringing and environment. 

In this study a family history that has left a participant predisposed to CHD, has been 

affective in different ways, with positive and negative meanings. An example of this is 

displayed in a participant’s feelings of inevitability. This was revealed in conversation with 

Simon (73/experiencing chest pain), who touched upon his family history of CHD: 

Jo: So, when you went to the doctor and you explained about these symptoms 

and they said its angina, at that point, were you surprised or not? 
Simon: No not all 

Jo: ‘cause you suspected, what about what came next was that a surprise? 

Simon: when I went to cardiologist, he, he said ‘can we talk about your family?’ I 

say’s ‘yeh course you can’, he said ‘well I’m not even gonna examine you cause 

you know what you’ve got don’t ya?’ and I said ‘yeh I know exactly what I’ve 

got’, then when I went to have me erm angiogram erm I could see upon the 

screen I could see it I could see the blockage and the guy who did the came out 

and says ‘you know what you’ve got don’t ya?’ he says looking at that he says 

‘no stent is going to repair that’ because it was on a join like that there was an 

artery coming up and there was a joint (demonstrates with hands) going across 

the top of artery, it was blocked there and it was blocked there so one single 

stent couldn’t cure it and the only if you put a stent up this bit here it’d clear it at 

the joint but it wouldn’t in the out so they said you know ‘it’s a forgone 

conclusion mate you’re gonna need…’ a er, I said ‘well’ he says ‘what do you 

think of that?’ I says ‘well I’m not surprised I’m not surprised’ I was angry, I was 



187  

angry with me self because I thought I’d spent the best part of my life looking 

after myself… I’ve always done always been active always watched what I eat, 

and we are where we are… and the cardiologist the first thing he said to me was 

‘well how old are you?’ I says, ‘well I’m 73’ and he said ‘well you’re lucky to 

have got as far as you have with a history a family history like that’ 

Jo: What did you think when they said that? 

Simon: I says ‘I don’t feel like that’ I says ‘I feel angry, disappointed’ but then 

that wasn’t gonna make me better was it. 

 
 
 

As identified in the literature review (see section 2.1), family history is a major risk factor 

for CHD. In this instance, despite both the participant’s father and siblings having had 

cardiac events, and the doctor indicating that he should consider that he had done well 

to reach his age before suffering any event himself, the participant himself feels that 

having made a concerted effort to lead a healthy lifestyle he was disappointed that this 

had not prevented the symptoms which led to a cardiac event. Describing the impact on 

his lifestyle as a result of his family history, Simon stated: 

That’s the reason I went down the route I did, I kept myself active ya know. I 

didn’t smoke, watched what I ate. 
 

The previous experiences of those around him appear to have encouraged reflexivity, 

resulting in adaptation of his habitus to a dispositional schema he felt would steer him 

away from the health conditions his family had experienced. His belief that practices 

associated with a healthy lifestyle would assist with this are likely to have been largely 

guided by discourses such as those surrounding exercise and health. Despite, the anger 

and disappointment he felt at still experiencing a cardiac event he had still been able to 

maintain a positive attitude towards his treatment and recovery. This positive attitude was 

observed at many points during the fieldwork, including in his approach to CR, despite 

his initial recovery struggles following his surgical procedure, which has relevance to 

sections 6.3 and thus is more appropriate to discuss in detail then.
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Conversely, there were other participants who appeared surprised at the longevity of 

their life or who had a more pessimistic view of life, owing to their family history, feeling 

that it would inevitably ‘catch up’ with them: 

…for me to make 70 has gobsmacked me, ya know never ever thought I would 

live this long, so I feel like I’m living on borrowed time anyway. 

(Elizabeth/patient). 

 
…over the last few years, I’ve always thought in my own mind that I’m gonna 

die young… it’s a little bit of a raw joke at home, I keep telling the wife I’m not 

going to be here much longer. (Robert/patient/58 years old). 

 
 
 

These views resonate with those of Taylor-Smith and Dumas (2019) in how the life 

circumstances, in this case family history, have shaped distinctive dispositions towards 

patient-participants' health. Indeed, those with a family history may have lived experience 

of cardiac events through the family members affected. Just as those who had 

experienced repeated cardiac events, having a relevant family history may have 

influenced the formation of the primary habitus. 

 
 
 

Significant others also mentioned patient-participants having expressed themselves in 

surprised or pessimistic ways too, which were attributed to family history. However, in 

one such instance it was noted that comments of this nature had lessened following a 

recent cardiac event and attendance at CR. Further, it was felt that attending CR might 

have helped the patient-participant to appreciate what the body is capable of, alongside 

the advice from one of the CR nurses at an appointment which the significant other also 

attended: 

I think that was the moment at which I think there was a bit of a lightbulb 

moment where perhaps: I’m not gonna pop off as you thought so to speak. 

(Sarah/significant other). 
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When talking to and observing participants, it appeared that comments of this nature 

were developed from dispositions involving both ambivalence and self-defence, to 

safeguard oneself against becoming too burdened about what one feels may be 

inevitable. One participant described feeling desensitised due to the events that had 

happened around him, as noted in this field note diary entry: 

He [Robert] made a comment that he was now further up the list, upon clarifying 

what he meant, he said this was to death, as he was now the next generation to 

go. He does seem quite preoccupied by thoughts like that, as he’d said similar 

things a few times. He did say that he’s had so many deaths around him that he 

has become desensitised to it almost and isn’t sentimental about things. 

(Field note 06/02/2020). 
 

The sense of needing to prepare for what is felt to be inevitable was echoed in comments 

made by Pam, whose husband had experienced a number of cardiac events: 

… I’m trying to be sort of confident I s’pose for him, but em yeh but with us 

we’re getting older now I know we’re not going to be here forever, and I always 

think if anything happens it’s going to be him not me… I suppose I think like I’ve 

said before we’re getting older and I don’t want to lose him, but I can’t keep him 

forever. 

 
 
 

Illness or the threat of illness has the potential to disrupt one’s everyday life and can 

cause what Bury (1982) described as biographical disruption (see also 2.4 of the 

literature review and section 3.8 of the theoretical framework chapter). He described 

three phases of biographical disruption, relating to the surprise and challenge that causes 

a questioning of what has previously been taken for granted, the possibility of rethinking 

who one is, and considering how one may respond to the disruption. In Bourdieusian 

terms this disruption shakes the habitus, challenging one’s ability to hold together 

dispositions (Bourdieu, 2000). 
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Where there has been a period of delay, or a denial or dismissal of symptoms, there may 

be an abandonment of the taken for granted assumptions about health and the body 

resulting in reflexivity (Bourdieu & Wacquant, 1992). This could be a deliberate agentic 

act or foisted upon someone as a result of the situation. Bourdieu (2016) highlighted that 

reflexivity can involve deliberation or despair. Similar to the experiences Simon 

described, McCracken (2002, p.151) described this process as seeing “what could be” 

and not just “what is”. Thus, such rumination can result in adaptation to the habitus that 

may enable the release of untapped resources and dispositions, which may be important 

to how one chooses to access health care, including the uptake of and adherence to CR 

and, more generally to recovery post cardiac event. These aspects will be revisited in 

detail in sections 6.3 and 6.4. 

 
 
 

Family background, for example upbringing and education, is relevant to the formation 

of the primary habitus (Maton, 2014), and there were several junctures in the study where 

these particularly durable dispositions were noted in participants’ approach to symptoms. 

Bourdieu considered habitus to be both a structured structure and a structuring structure 

(Bourdieu, 1977; 1990a), with social structure and individual agency influencing how one 

shapes the other and vice versa, with both current and future practices influenced 

(Maton, 2014). For example, Sandra noted: 

I’d always been brought sort of up to sort of grin and bear it almost so never, as 

I say, very rarely would go to the doctors (Sandra/patient). 

 
 
 

A family background where ‘grin and bear it’ attitudes were commonplace was mentioned 

frequently by participants. Those with this upbringing were keen to indicate that they 

would not visit a doctor or take medication unless they felt it was absolutely necessary. 

This was particularly so in those who identified as having a working-class upbringing. 

The structures provided by the social conditions of class help to produce the system of 
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dispositions (Bourdieu, 1977), and thus aspects such as health-seeking behaviours may 

be seen to be more appropriate for other classes, as a way of distinguishing oneself. 

Additionally, it has been argued that working-class individuals may be more accepting of 

bodily decline through ageing (Williams, 1995). This was further reinforced by the 

majority of participants indicating that even after a serious cardiac event they did not 

consider themselves ill, even considering themselves lucky to be feeling well. In some 

cases, this appears to relate back to family history, feelings that the impact of poor health- 

related history is inevitable, and the dispositions that have been shaped regarding one’s 

own health. Robert, a 58-year-old patient who had experienced his second cardiac event 

for example, described his situation: 

Jo: Do you see yourself as being ill? 

Robert: No 
Jo: Do you ever describe yourself that way? 

Robert: No. I know this is a problem. I had a problem, and, in some ways, I 

feel guilty that I don’t feel worse than I am. 
Jo: Right, ok 

Robert: Which is a funny thing to say. 

Jo: How much do you think about your health? 

Robert: Over the last few years I’ve always thought in my own mind that I’m 

gonna die young, whether that’s because a lot of family members have died 

young. 

 
 
 

As indicated above, masculinity in relation to habitus appears important in shaping 

patients’ approach to symptoms. With several study participants having military 

backgrounds and displaying aspects of military masculinity and a military habitus, it is 

useful to examine these notions further. 
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6.2.3 Military habitus – “I dunno whether that’s my fault or partly my fault” 
 
 

Military background was a prominent feature displayed in the habitus and bodily hexis of 

four study participants. All three UK armed forces were represented by participants in the 

current study, although status and service time varied, they all shared socio-cultural 

dispositional commonalities, which appeared relevant to every aspect of their journey pre 

and post cardiac event. Although military service was not what had brought any 

participants to the local area, it should be noted that it is a geographical area with many 

military associations and thus the population includes a large number of current and 

retired services personnel and their families. The perspectives of ex-forces participants 

in this study provided interesting insight into the approach to symptoms when viewed 

through a Bourdieusian lens, and some of these will now be discussed. 

 
 
 

Bourdieu and Passeron (1977) argued that although the primary habitus, constructed by 

family and domestic situations, can be durable, a ‘new’ or ‘secondary’ habitus can be 

formed through work experiences and occupational training, particularly if there is 

similarity between the situations where each habitus was constructed. Relatedly, those 

with indirect experiences of the forces, such as a family background involving the military, 

may have begun to develop related dispositions much earlier, perhaps even within their 

primary habitus. In the case of the participants, three of those with their own military 

experience spoke vividly about their father’s military life. However, as noted in the 

literature, socialisation and experience come from many sources: family, work, school, 

sports, for example, and the military is just one of these sources (Caddick et al., 2015; 

Dolan, 2011). 

 
 
 

Although none of the participants had recently left military service, some having retired 

many years ago, it was clear that military life had a lasting impact on identity (see for 
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example, Oakes, 2011; Williams et al. 2018b). This is demonstrated in Mark’s reflections 

on his time in the army and the values he continues to embody: 

Mark: It gave me direction back in 1961 and that direction stayed with me all the 

way through my career um and that carried on into civilian life and I’m I mixed, 

when I came out the army the jobs I got were mainly with ex-servicemen 

anyway so that kind of life and those kind of values that I had um stayed with 

me. Erm and they followed me all the way through yes. 
Jo: What kind of values would they be? 

Mark: Well, erm (laughs)… I’ve always been an honest person, I’ve always 

worked hard I’ve erm, I’ve been good at doing what I do and that was 

controlling people, controlling men um and um being technically savvy in the job 

that we had to do and also in the civilian life and being responsible. 
 

Similarly, Neil also reflected on more than just the physical side of being in the forces: 
 

I think ya your mental ability and your education and just being smart was very 

important as well as being fit anyway but being smart was a very important 

thing sort of thing. 
 

Through time, such feelings around mental and emotional strength could become 

embodied as a habitus, characterised by Neil’s description of what he feels he has taken 

from his time as a Marine: 

The time I spent in the Marines and when I came out the Marines, I think that 

was that gives you a… it develops your state of mind and your strength of 

character sort of thing like. I think doing the sort of things that we did and going 

through the sort of training that we did erm for eight months erm, there’s been 

adverts on the telly like and it’s about your state of mind sort of thing like, but it 

does it teaches you to be… well independent um anyway, but it gives you a 

strength of character and a really strong sense of um will to be able to just to be 

able to do things, and nothings impossible sort of thing like. Very important 

really like I mean it taught me to do things that I didn’t think were possible. And 

you have to put a lot of trust and belief into the fact that you hope that they 

weren’t out to kill ya during training, it is possible to do it.
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These descriptions indicate the formation of a military habitus, which as with any habitus 

can shape thoughts and action (Benzecry, 2018), and is relevant to how participants 

approached their cardiac symptoms. Ex-forces participants, for example, displayed a 

strong sense of autonomy and strength of character. This was demonstrated by former 

Marine, Neil, who associates his military experience with how he felt about the delays he 

had in receiving a diagnosis for his cardiac symptoms: 

It does affect your attitude to the way you do things and, er, how you deal with 

people and whether or not you, er, I think it helps me to stay a bit calmer maybe 

in stressful situations erm without getting annoyed. 
 

Furthermore, this protracted period leading to diagnosis also involved Neil placing some 

blame on himself: 

I dunno whether that’s my fault or partly my fault because everyone I speak to 

can’t understand why it wasn’t picked up on, high cholesterol, family history, 

chest pains and arm pains like it’s so bloody obvious it’s embarrassing… I look 

back and it does anger me cause I was really it does get me cause I think you 

shouldn’t have to do that [go back to the GP, repeatedly seeking help with 

symptoms]. Cause its only cause I’ve been in the forces ya know, they 

toughened me up. It’s amazing what you can put up with innit, the human body 

can put up with. That sort of attitude it helped me to come through. 

(Neil/experiencing chest and shoulder pain). 

 
 
 

Not wishing to appear weakened by the symptoms or the cardiac event was a common 

theme, not always explicitly stated, but noted in the language used and body language 

when talking about symptoms and in how the mind-set was beneficial. For example, each 

ex-forces participant talked about ‘finding the positives’ when facing challenges in life 

such as their cardiac symptoms, matched by confident postures when discussing the 

onset of these symptoms. Trying not to show weakness was further demonstrated by 

Simon, who talked in a matter-of-fact way about how he continued with his domestic 

responsibilities despite experiencing chest pain for several months: 
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I still did the housework I just couldn’t, I had to do it at my pace I couldn’t exert 

me self. I mean I could still go out and clean the cars as daft as it sounds, and I 

could run up the stairs. 

 
 
 

Related to the desire to not appear weakened and in the display of particular values, a 

military habitus can be structured around a masculine ideology (Cooper et al., 2017). 

Dominant masculinities can be acquired through the experiences one has and become 

part of the habitus (Bourdieu, 1984; 1990). Military masculinity, as a masculine embodied 

habitus, can be considered a dominant masculinity, one which seeks to assert itself over 

others, and is constructed through the training received (Hinojosa, 2010; King, 2007), 

and can reinforce hegemonic ideas (Bulmer & Eichler, 2017). Social and cultural values 

adopted during the time served may differ from those widespread in civilian life (Cooper 

et al., 2017), and can become embodied across the life course (McSorley, 2013; Williams 

et al. 2018c). These embodied behaviours, moral obligation to their family role, and self- 

discipline, for example, were evident, not only through interview discussions but also in 

the participant observations undertaken, aspects of which are displayed throughout the 

examples provided. As highlighted in chapter three, Bourdieusian theory does not 

discuss gender in any great depth, therefore despite its salience in the data there is a 

limited ability to explore this aspect directly through the theory, and instead relevant 

literature assists in the discussion of key points. 

 
 
 

Military careers may provide the opportunity for the accumulation of all forms of capital, 

and particularly cultural, physical and social, which can become deeply embodied and 

may act like a habitus (Bourdieu, 1986). These resources are relevant to the potential for 

health-related knowledge, ability to access health services and displaying of social 

competency, which can be of benefit when entering a new field, as a result of the 
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symptoms being experienced. Ill-health may challenge one’s ability to display and deploy 

some of these resources, which has been noted across section 6.2. 

 
 
 

Having explored some of the results concerning the approach to symptoms guided by 

the habitus, the other key theme constructed through the data in relation to symptoms 

involves the influence of other people, as is next discussed. 

 
 
 

6.2.4 The influence of others - “I was gonna ignore it but [wife] said you’ve gotta 

go in” 

 
Like material conditions and personal biography, the influence of other people was an 

underpinning aspect associated with many of the other themes, the approach to 

symptoms and influences on CR uptake and adherence, for example. The current study 

recruited significant others to be part of the research and these significant others were 

deemed to be so by the patient-participants. These people comprised spouses, partners, 

adult children and friends. According to participants, these individuals had the greatest 

impact on one another in respect of thoughts and decisions made about health and 

illness. However, the importance of other people in the cardiac patient journey stretched 

wider than just those whom patient-participants considered significant. It included fellow 

patients, neighbours, employers, work colleagues and of course health professionals. 

 
 
 

Beginning the discussion with significant others, the value of such people in the lives of 

individuals has the potential to influence one’s approach to cardiac symptoms in terms 

of acknowledging severity, delaying seeking help or seeking immediate help. As 

discussed earlier, family history had left several participants at risk of a cardiac event. In 

these circumstances, patient-participants suspected they knew what the symptoms were 
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and how serious the ramifications might be. Actions were undoubtedly influenced by the 

impact on significant others and where reflections resulted in deliberation, significant 

others were reported to have encouraged help-seeking, sometimes attending with the 

patient-participant, as noted in these exchanges: 

Simon: My wife, you can’t have a conversation with her [due to a health 

condition] so she couldn’t tell me I was being stupid, we got to the stage where 

me daughters did, me daughter is a nurse, she works in the theatres at X 

hospital 
Jo: So, she could see those symptoms or were you telling her? 

Simon: I was telling her, and she said, ‘well you’re going have to go Dad’, cause 

I knew, I knew what it could lead to I knew if I needed a bypass [surgery] ya 

know, it was going to be a major upheaval for us. 

 
 
 

Paul: I was gonna ignore it but Petra [wife] said you’ve gotta go in. We did and 

as I said they did an ECG and it didn’t show anything, then they do a test to erm 

measures er I can’t remember what it is and that showed I’d definitely had a 

heart attack. 

 
 
 

It is interesting in these instances to compare recollections of events between significant 

others, in this case with Paul and Petra, particularly where the patient is denying or 

dismissing the likely severity but the significant other feels sure they know the patient 

well enough to know when something is wrong: 

Petra: …he had been sick, then he put himself to bed and it was obvious to me 

that he was having a heart attack because I’m a bit of a hypochondriac and 

that’s perfect science of a heart attack, I said look we’ve just got to go to A&E 

straight away and so we did, all the time [Paul was] protesting that he hadn’t 

had a heart attack and of course when we got there he had. 

Jo: Mm, so what made you think it was a heart attack, were there specific things 

that were happening to him that sort of made you think? 

Petra: He had a pain in his chest, and he was feeling very sick 

Jo: yeh 
Petra: …and then for him to go to bed he must be feeling pretty rotten.
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Elements associated with traditional masculinity were observed in several participants 

who had served in the forces and in other male patient-participants as well, as discussed 

previously, which also align with bodily control and denying of weakness (see Connell, 

1995; Hockey, 1986). Seeking to retain control and denying weakness in this instance 

seem to be related to the need to maintain position within the family, as ‘head of the 

family’ for example. When participants talked about their role in family life, their motives 

for maintaining their position were often painted as altruistic. This unselfishness could be 

noted in several of those in the study who had significant others in their lives, and was 

associated with the desire to fulfil caring responsibilities or to help allay the worries of 

their significant other. The importance of this decision was relevant to both the decision 

to delay or decline access to health care and also in the unhesitant actions taken. This 

field note entry demonstrates the significance of caring responsibilities in Simon’s life: 

Simon spent a long time talking to the nurse post [CR] session, missing the talk. 

When he came out from seeing the nurse he seemed a little weary. We talked 

about his daughters being involved in the study, which we had mentioned a 

couple of weeks ago, he said that he mentioned it but seemed preoccupied and 

mentioned about having a lot going on [caring for his wife], he apologised, I 

didn’t push it and said that I understood, and it was fine. He said that he only 

had a couple of weeks left and seemed keen to get home and to overall get the 

programme finished (field note entry 13/02/2020). 

 
 
 

This agentic approach indicates the importance of social and cultural capital in such 

situations and how these may be viewed as social relations between individuals; that is, 

something which develops from “a generative matrix of social factors and forces (within 

fields)” (Veenstra & Burnett, 2014, p.190). Relatedly, the sources that influence one’s 

views of health care are various, including social and family networks (Lewis et al., 2018). 

Therefore, the sense of self is in effect co-produced, as highlighted previously (literature 

review, p.16). In Bourdieu’s conceptualisation this would involve one gaining an 

appreciation for the ‘rules of the game’ and a ‘mastery of the game’ within a social field 
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(Bourdieu, 1977; 1979). Furthermore, Berkman (1984) highlighted how social support 

has been associated with improved health outcomes. In their CR study with families, 

Birtwistle et al. (2021b) found that family roles in the CR patient journey were complex. 

Additionally, Angus et al. (2015) noted how those without supportive relationships 

appeared more likely to drop out or sporadically attend CR. Indeed, the support from 

those closest to an individual can be important to their recovery (Rutledge et al., 2004), 

and the different ways this is demonstrated were noted in all participants within the study 

and are discussed in detail in section 6.4. 

 
 
 

As noted above, both the habitus and embodied cultural capital can be challenged in the 

face of ill-health. This is perhaps because of the perceived loss of autonomy and 

resultant disruption to the social position of the individual experiencing ill-health. For 

many of the participants, family responsibilities had been a primary concern for a long 

period of time. Therefore, this becomes deeply embodied and is practically part of the 

habitus, which could be noted in this exchange with Simon, with his demeanour and 

expressions matching the tone of the language: 

Simon: I look after my wife [due to a health condition] because it’s nothing alien 

to me to do the washing and the hoovering, stuff like that, it doesn’t bother me 

that I have to do it. But er it’s just a means to an end now 

Jo: Mm, and when you had your illness that then affected what you were able to 

do as well? 

Simon: Oh yeh of course because erm I couldn’t exert myself. If I did, all hell 

broke loose and that meant we couldn’t go for the walks we used to, erm that 

lasted for a year. I was a bit I was in denial for a while cause I got my first idea 

I’d got angina a year last October. I didn’t go to see me doctor until the 

February the following February. That wasn’t because of the system that 

because of me. I thought well I knew what I’d got, I thought well I’m going to 

have to go soon so I went, and the story was I needed an angiogram and that 

when the full story was came apart came out that at the end I needed a bypass. 

But yeh it impacted us…when the exertion got to certain level it [the chest pain] 

kicked in. 
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In cases like this, the possibility of a serious health event appears to have caused a 

period of reflection, in some cases reflexivity, and a challenge to the doxa, contesting the 

typical notion of help-seeking when one is ill, particularly in this kind of instance where, 

owing to family history, one may be concerned that the consequences could be severe. 

 
 
 

This discussion adds to the literature on family engagement in the health care patient 

journey, as family members can be important conduits in the understanding of 

information, providing support, in decreasing their own worries, and the benefits this can 

bring to the understanding of patient needs (Duran et al., 2007; Koren et al., 2018; Mackie 

et al., 2018). Additionally, the participant profiles (see Appendix D) reveal that patient-

participants relevant to this discussion were mostly married, and male (with female 

spouses). The influences noted are germane to the discussions in the literature review 

concerning those who are married, and their health access and outcomes. They also add 

to the appreciation of why those in long-term relationships may be predisposed to act in 

particular ways concerning access to health care. 

 
 
 

It is also important to acknowledge the role of friends, who may be considered significant 

others in cases where immediate family ties are diminished, as noted in this extended 

description of events a significant other participant recalled: 

Jo: So, when he [the patient-participant] first started having the problems with 

his heart or the problems generally did he talk to you about that? 

Peter: Yes, he did yeh. Erm because I know Neil likes to exercise, er I know he 

does running he does cycling and that. He just happened to say that he’d been 

getting these pains in his chest or his arm or something, and said that ya know 

‘I’ll go the doctors and see what it is’. And I think that went on a while and I said 

‘you still getting them pains?’ and he said ‘yeh’ and I said ‘well you’ll have to get 

yourself off to the quack’ [doctor] see what they say. Then he did and then he 

said ‘ar I pulled a muscle or something’. And I think he went several times over 
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a period of time, and he kept getting told the same thing ya know he was, 

although it’s not that he disbelieved them. But I know that certain muscles on 

your body take a long time and er recover and that, and he was told well don’t 

do so much exercise and don’t ya know. But as time went on he was getting 

more, well you do get worried if a pain doesn’t go away ya know you’re thinking 

god is it something worse and that and I don’t know whether in the finish he 

went to see a different doctor I can’t remember. But that’s when he suggested 

could it be this could it be that er and he went for a scan or whatever he went 

for, and er then he moved on from there really. But I think altogether it was 

about two years, it was quite a long time. He kept being told yeh you’ve pulled a 

muscle, you’ve pulled a muscle yeh I think I’d be getting a bit concerned ya 

know the length of time and I suppose it’s very easy for a doctor to say oh yeh 

another [prescription]… (laughs) go away. 

Jo: So, when he first came to you and said he’d been having these pains that 

he’d had what did you think that it could be? 

Peter: Well, er at first ya know he went to the doctor and they said oh you’ve 

pulled a muscle I thought yeh. I thought fair enough but as it went on I did 

question it thinking well it is something more than a pulled muscle ya know. 

Especially when he said that his exercise ya know, cause he tried to run so 

many miles back and he said I’m finding that I’m doing less and less when the 

pain was coming on, and I thought well I don’t think that’s muscle ya know. And 

I think I did say to him at one point well I reckon there’s something a bit more 

than just muscle or whatever. 

Jo: Did he kind of react to that at all, do you remember? 

Peter: I can’t remember because ya know you say things in passing to 

someone and erm I ‘spose it’s like all fellas ‘pah nothing wrong with me’ 

(laughs) but you do [worry]. But I think it was playing on his mind ya know I 

could tell that, this pain wasn’t going away. Erm but as I say he did sort of push 

it in the finish and say look I don’t think its ya know. He told them that his 

exercise was less able to do it erm and I think if it was a muscle it wouldn’t be 

like that ya know, but erm and I think this is what he pushed when he went to 

the doctors and they eventually got in to see someone, but I think it took… it 

took a lot of time and it was I think it was a bit lax of the doctors. Even after six 

months if you’re still getting a pain like that well, I would think to myself is there 

something more here than what meets the eye. Erm but ya know you take 

someone at their word cause they’re the professional. 
Jo: Yeh sure, you do 

Peter: You reckon they know what they’re [doctors] on about (laughs) erm but 
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ya know he had to really push the fact erm. Else I think he still would have been 

going back to the doctors saying I’ve still got this pain in me shoulder doctor er, 

and he would have more than likely still been in the position of well take some 

pain killers and ya know it’s a serious condition. 

 
 
 

There are several areas of analytic interest in the above exchange, including indications 

of a gendered element to seeking help for symptoms, the importance of having someone 

with whom to share reflections and to feel vindicated in actions taken, and also the 

influence of social others, in this case health professionals. These relationships may 

have a bearing on the patient’s approach to symptoms and eventual diagnosis and 

treatment, which may also be relevant to recovery. This links back to earlier discussions 

around blame and fault. The one experiencing the symptoms may be struggling to accept 

how something so serious could be happening to them; not only have they been unable 

to acknowledge this themselves, but even a health professional might not be able to 

recognise the severity of the symptoms presented. Furthermore, by being able to talk 

things through with others, this may enhance the opportunity for reflection. It may also 

provide a way of rationalising one’s approach to difficult situations, such as that described 

by Peter, and as highlighted in the literature review (see p. 65; also see Jackson et al., 

2011). Significant others in particular may provide valuable support during periods of 

reflexivity, as people who may have both knowledge of the patient’s past experiences 

and also a pragmatic eye on the present (see Lahire, 2011). Other people more widely 

also had an important influence on CR attendance and cardiac event recovery as will be 

discussed in greater depth in sections 6.3 and 6.4. 

 
 
 

The final key aspect of the approach to symptoms that was constructed in the analysis 

of data was space and place, and it is to this topic that the discussion now moves. 
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6.2.5 Space and place - “if it happens again, phone 999” 
 
 

Geography can be regarded as physical, social and symbolic and these places are more 

complex than simply a rural versus urban distinction (Lewis et al., 2018; Wilson, 2003). 

This is important to the current study because the fieldwork took place in a large rural 

area of England, and there is growing evidence of the importance of residence, or place, 

for health (see for example, Cummins et al., 2007; Marmot, 2010), and more broadly for 

quality of life (Gattino et al., 2013). 

 
 
 

In their study exploring the navigation of, and choices about health care, Lewis et al. 

(2018) found that lived experience and the value attached to services were important to 

the social construction of the locality and the available choices. However, whilst those in 

the study by Lewis and colleagues identified that remote geographic places may provide 

better quality health care, in contrast, this was found to be a disadvantage in the current 

study. Furthermore, data from the current study showed that previous experience and 

perceptions can influence decisions about when and how to seek help for cardiac 

symptoms: 

I mean they did tell me in X [specialist hospital] that I should’ve really phoned 

999 because X [local hospital] aren’t equipped to do anything like that. But I 

mean you don’t know at the time. Erm and I said ‘well the reason I didn’t and 

the genuine reason I didn’t phone 999 was because this park [where she lives] 

is for retired and semi-retired and it has been known people to phone up and 

wait two and half hours for an ambulance and longer. So, I thought the quickest 

way, because the pain was getting worse, was to get Debbie [daughter] to take 

me rather than wait for an ambulance’ and they said, ‘well yes but if you’d called 

for an ambulance you may have had the air ambulance out to you’, which has 

landed on the field a couple of times to be honest, but I just didn’t think. I just 

wanted to get to the hospital but even the consultant I saw yesterday cause I 

had my follow-up as I said yesterday, he said ‘yeh what would have happened 

is the air ambulance would have come and they would have given you an ECG 

cause they have the equipment’ he said ‘and they would’ve flown you straight to 
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X [specialist hospital] you wouldn’t have gone to X [hospital] but if it wasn’t a 

heart attack on the ECG you would’ve waited possibly for a road ambulance to 

take you to X’ [hospital] ya know so he said ‘if it happens again, phone 999’. 

(Elizabeth/patient/experiencing chest and jaw pain). 
 

Linked to earlier discussion about significant others, one may choose to seek support or 

guidance from significant others in the first instance, rather than seek immediate medical 

help, as in Elizabeth’s case, even though this may run contrary to the typical doxic 

approach. 

 
 
 

Where one resides may have great symbolic value, alongside its physical location. 

Bourdieu (1984; 1996) acknowledged the need to belong to a social group. This is rooted 

in distinction and speaks more to the social and symbolic space. However, he also 

discussed how social space may translate to physical space and this is particularly 

notable in power terms (Bourdieu, 1996). Relatedly, May (2011, p.368) identified 

‘belonging’ as “a sense of ease with oneself and one’s surroundings”. Place may serve 

to bolster capital resources and linked to one’s habitus, can provide a space where one 

feels able to ‘fit in’. Bourdieu and Wacquant (1992, p.127) used the analogy of the 

weightlessness a “fish in water” may feel, when there is a natural relationship between 

habitus and field. However, Bottero (2009) argued that belonging involves 

intersubjectivity, which the concept of habitus may not account for. Thus, rather than just 

examining the fit between habitus and the field, greater insight into the detail of social 

positions, which appositely includes other people, may bring forth aspects of belonging 

that may assist in the understanding of why people might not feel they ‘belong’ 

somewhere (May, 2011). 

 
 
 

As can be seen in Elizabeth’s example, symbolic perceptions and constructions of where 

one lives can play a part in guiding health decisions (Lewis et al., 2018). She perceived 
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herself to be disadvantaged by her location and this had strongly guided her decisions 

following the onset of cardiac symptoms. In such locations, not only may access to 

emergency health care be perceived to be problematic, but choice and access for 

primary health care may also be limited. The relationships with health professionals in 

these locations is also relevant to the decisions about health care, as noted above. 

 
 
 

Having covered insightful ground concerning the approach to symptoms in the early 

stage of the cardiac patient journey, the next stage is now examined, concerning the 

influences on uptake of and adherence to CR. 

 
 
 

6.3 Influences on the uptake of and adherence to Cardiac Rehabilitation 
 
 

In this section the influences on uptake and adherence in CR are discussed. Aspects 

that were identified in the data include the thoughts of patient-participants prior to and 

during the early stages of CR attendance, factors that were felt to affect adherence, 

reasoning around declining to attend, and reflections on why people might decline to 

attend CR. Superficially and looking through a medicalised lens, it may be difficult to 

comprehend why anyone would decline the offer of CR following such a serious health 

event, given the weight of evidence about the effectiveness of CR, and the benefits that 

can be gleaned from PA participation in general. However, as discussed in the literature 

review, significant numbers of patients do decline the offer, and adherence rates to CR 

could also benefit from improvement. As part of the literature review and in the theoretical 

framework above, it was highlighted that there is far more to the discussion than simply 

individual choice (see for example Gibson, 2015: 2016; Pullen & Malcolm, 2018), even 

when described as a “slow suicide” (Greif, 2016, p.8). This section explores some of the 

key nuances in the data from the current study, which illuminate new ways of 

understanding the influences on the decision to participate in CR. 



206  

6.3.1 Shaking the habitus – “the world’s against me” 

 
As identified in the literature review, the aim of the NHS pathway is to offer CR relatively 

soon post cardiac event. The BHF (2020) identifies national waiting time targets for CR 

commencement as 42 days for surgical, and 28 days for non-surgical patients. The initial 

phases of CR begin either in hospital or shortly after discharge, thus providing the 

opportunity for the later phases, which involve exercise and education, to be introduced 

at an early stage. Introducing CR at this early stage may provide some time for reflection 

prior to making a decision on attendance. However, early introduction appears not 

always to take place or is perhaps unacknowledged by the patient, perhaps due to their 

immediate thoughts and feelings following the cardiac event, which will be explored in 

detail in this section. 

 
 
 

The recent NACR report stated that “the sooner patients engage with the CR process, 

the more likely they are to start, resulting in increased uptake” (BHF, 2020, p.20). 

However, the data in this study do not appear to support this. Indeed, early discussions 

about CR may catch some patients ‘off guard’, perhaps coming too soon following the 

cardiac event, and lacking clarity in what CR may involve. These issues were captured 

in a fieldnote following observation during one of the CR educational talks: 

The talk today was about cardiac rehabilitation, there was a general discussion 

at the end about increasing uptake. Neil talked about his experience and 

mentioned about a short introductory video that he felt would work well, 

showing people around, introducing people and just generally providing an 

insight into what to expect, he also talked about the stage at which the 

programme is introduced, who introduces it and that this is timely as there 

seems to be a void between discharge and CR pick-up. This seemed to be 

supported by others. Robert talked about the phone call he had received and 

the way it [CR] was offered, including the information that is given, saying that 

in that moment it’s easy to say no, that you get so many phone calls where 

you’re just used to saying no and when you’re not completely sure who is on 

the phone. The nurse countered that saying that they follow up with paperwork 
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but he [Robert] didn’t receive paperwork which was promised until he changed 

his mind and contacted them and asked for it to be sent. 
(Field note 13/02/2020). 

 
 
 

Some of these early thoughts following the offer of CR were further discussed during the 

second interview with patient-participant, Robert: 

Jo: Why do you think people decide not to go? [to CR] 

Robert: Er… well could be that initial rush after the operation makes you feel 

like I don’t need that I feel like a new man, that’s possibly one reason. Er and 

the fact that you just want to get back to a routine that you’re used to, get back 

to work and suppose it could be different for someone that hasn’t, isn’t working. 

Jo: Yeh 

Robert: But ya know and it was also potentially in the early days not knowing 

how work would or whether they would even allow me to do it without any kind 

of penalty or loss in earnings. So perhaps a little bit more time in the early days 

to give you a chance to look at all the ins and outs and then make a decision 

rather than expecting a decision over just like that over the phone. 
Jo: Is there anything else you would like to add? 

Robert: I was going to say I don’t know whether that call came too early after 

the procedure. 

Jo: Ok, yeh 

Robert: I think I’m pretty sure it was within the first week perhaps, ya know the 

offer might have been better, because you’re not necessarily guaranteed to get 

straight onto these courses, erm, ya know in me own mind perhaps waiting a 

little bit longer perhaps before being offered it but I don’t know how that would, 

perhaps it is better to get straight on the course if you are able. 

 
 
 

These comments correspond with others made about an initial surge of good feeling 

following surgical cardiac intervention, which perhaps drives the perception that all has 

been ‘fixed’ and that CR would not add anything further to that. Additionally, the sense 

of restoring order to one’s life seems to be important, particularly in instances of 

protracted symptoms that had caused quality of life deterioration. Furthermore, there was 

unease expressed about the need to return to work or in taking time off to attend CR, 
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and in returning to responsibilities such as caring for others. 

 
 
 

When CR is offered early, decisions may be pre-reflexive, guided by the habitus and 

doxa, which may have been shaken or indeed reaffirmed by the cardiac event, with little 

opportunity for reflection. When complex material conditions and personal biography are 

also involved, such as a family history of ill-health, these may create further 

demonstrations of the durability of the primary habitus. In their Bourdieusian CR study, 

Angus et al. (2018) identified how accessing CR may make one appear incompetent and 

unable to self-manage, and this was particularly notable in those who felt undermined by 

life circumstances. Indeed, the adjustment to or loss of a social position through 

employment uncertainty or lack of support from others, for example, can make behaviour 

change additionally challenging. Moreover, in lives which are patterned with negative 

events, one may be predisposed to withdraw from opportunities, such as those 

surrounding behaviour change, when fearing that one’s social position may be affected 

(Angus et al., 2018). CR may add another commitment to an already complex life and 

may be perceived to interfere with the restoration of capital and social positioning, which 

are affected by illness (Angus et al., 2015). Maintenance of social position and restoration 

of social dignity were notable concerns for many of the participants and may also relate 

to the requirements of other fields within which one may be engaged, such as caring 

responsibilities. This aligns with the existing literature in terms of social and economic 

barriers to CR (Clark et al., 2012; Angus et al., 2015), and is understandable when one 

considers that living with a long-term illness can create existential uncertainty as well as 

economic pressures. This can be seen in Debbie’s reasoning for her significant other 

declining to attend CR: 
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Finances were all in the air, so fuel in the car to get there and back doesn’t 

sound much but trying to do that on top of everything else was ya know a bit of 

a concern for her, erm parking, paying parking ya know it was all the cost at the 

time ya know because of what had been going on outside of all of this 

[relationship breakdown] was a bit of a concern for her. … I think she knew 

enough and had access to enough to not think that she needed anything. 

 
 
 

In times of crisis such as post cardiac event, the ability to accumulate capital and/or 

exchange these resources to establish oneself in a field (economic and cultural capital 

via employment for example) can be challenged. This can mean that structural limitations 

within fields are likely (Scambler, 2012). Resultingly, the amount of change and the level 

of risk may be evaluated, as part of the process of hysteresis and reflection, based on 

what one is prepared to accept. Elizabeth, a patient-participant, for example, has 

experienced a life patterned by ill-health, both personally and amongst her wider family. 

She states that: “these last few years it’s just been one thing after another”. She was not 

the only participant to express similar feelings following repeated episodes of ill-health 

and mal events, and when asked about CR, Elizabeth tended to talk more about the 

wider things that were going on in her life. There were notably some elements of practice 

she felt were within her ability to change, and others seemed incompatible with her 

habitus, including attending CR. As identified in section 6.2 Elizabeth’s feelings about 

space and place were a notable factor in her decision making when experiencing cardiac 

symptoms. These were further noted in her reasoning for not wishing to attend CR: 

It was the going every week, the travelling, the parking, the, this ya know and I 

thought well, and it was just a talk to see how I was, and I thought it was far 

easier to go down to the doctors (Elizabeth/patient). 

 
 
 

Her attachment to the place she lives and the comfortable space this provides for her 

were further discussed during her second interview: 
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It’s not like I’m in a town and I can get to places easy. It’s the drive out 

everywhere ya know, it’s just the hassle of doing it, and I know it sounds stupid 

cause I’m retired, and I’ve got all day every day, but it’s the being tied to 

something like that d’ya know what I mean?... Er so that doesn’t appeal to me 

at all. I suppose if I was a more sociable person, I’d go for the social side but 

that doesn’t interest me. 
 

Indeed, lifestyles in the social space involve struggles in how bodies are defined, 

controlled and what practices they may undertake (Williams, 1995). Furthermore, 

Bourdieu (1984; 2000) argued that people are inclined to live with what they know and 

understand, linking again to the notion of belonging. Elizabeth is familiar with her 

surroundings, she describes a place where she is able to ‘fit in’, whilst attending CR 

would require to ‘step outside’ into social spaces with which she would not feel 

comfortable. 

 
 
 

As stated above, Bourdieu’s formulation of habitus considers both the past social 

conditions, therefore including material conditions and personal biography, as structure 

and how these shape present and future practices as structuring (Bourdieu, 1977; 1990a; 

Maton, 2014). Thus, whilst the impact of illness can create opportunities for the habitus 

to adapt and change, this may be filtered by one’s lived, embodied experiences. 

Biographical disruption, as discussed above (Chapter two, section four), describes the 

renegotiated embodiment that can occur when everyday life is disrupted by illness (Bury, 

1982), akin to shaking the habitus. Using this analogy, the habitus may fall back where 

it was or may shift in response to what has happened. 

 
 
 

The limits of the habitus are expressed through thoughts, feelings and actions, however, 

when these expressions tend not to align with what might be expected in any given 

situation, such as the prevailing doxa within the field of health care, for example, 

hysteresis occurs and causes what is known as the ‘Don Quixote effect’ (Bourdieu, 1979; 
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1984), whereby there may be a delay in the development of strategies in response to a 

change of positioning (Mouzelis, 2007) (see also section 3.6) This is summed up in a 

quotation from an interview with a significant other when explaining all the things that 

had occurred in the life of the patient, which appeared to be creating barriers to her 

engagement with CR, including recent marriage breakdown and the needs of an ill 

neighbour, for example: 

‘The world’s against me going so I’m not going’ but I don’t know what benefit it 

would have had if I’m honest (Debbie/significant other). 

 
 
 

Through Robert’s explanation of his reasoning for not attending CR, it is possible to gain 

some further insight into what influenced his decision: 

Robert: After the first procedure I couldn’t see the benefits of me attending the 

course. I didn’t really know what the course would entail 

Jo: So, you were offered it? 

Robert: I was offered it 

Jo: How long ago was that? 

Robert: I think it was six years ago maybe seven, but erm I thought I’d be better 

cause I felt like a new man, just going back to work and being active at work, 

because some of what I do at work’s quite physical. Erm I thought I’d be better 

off doing that than going to be a keep fit exercise course, I couldn’t see the 

benefits. It’s erm and I suppose that I had the same thoughts when I was 

offered it again this time, you know I feel ok, let’s get back to work, let’s just 

crack on with it. Er so I decided that I wasn’t going to participate. 
 

Specifically, in both the quotes above, from Debbie and Robert, they remark on not 

seeing the benefits of attending CR. In Robert’s case, he explains that his occupation is 

physically demanding, and he considers that this activity level would be sufficient to 

benefit his post cardiac event recovery (see also, Bäck et al., 2017; Dale et al., 2015 

regarding occupational activity and the relationship to further exercise following a cardiac 

event). Robert did eventually change his mind after initially declining the offer again 

following his second cardiac event. He had expressed concerns about whether work 
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commitments would allow him to attend, risking a potential loss of social position through 

reduced economic and cultural capital. However, upon raising his concerns, Robert’s 

employer agreed that he would be permitted to work flexibly so as to accommodate his 

attendance at CR. The influence of other people (with economic ramifications in this 

instance) has already been discussed in section 6.2 and was also of great pertinence in 

the discussion of the influences on uptake and adherence to CR. Without the support of 

his employer, it is unlikely Robert would have changed his mind and decided to attend. 

The support of an employer can help to alleviate concerns about loss of capital, 

particularly when attendance requires time off work. Notably, the economic implications 

of attending CR were of particular concern to Robert and others in the study. Robert 

made reference to not having ‘lost out’ by attending, allaying his fears about being 

penalised for taking time out to attend CR, which was important to him as the main earner 

in his family. Relatedly, in their study of CR, Angus et al. (2018) noted how concealment 

of severity of illness can take place, particularly when discrimination in the workplace 

was of concern. Age is a relevant point here, where those eligible to attend CR are of 

working age, the opportunity costs of attending CR may include different sources of 

capital than those who are retired from work, for example economic capital accrued 

through the receipt of wages. This adds to the literature around the impact on CR uptake 

and adherence in working-age individuals (see for example, Madden et al., 2011). 

 
 
 

A belief and/or “corporeal investment” in the significance of the ‘game’ (Pouliot & Mèrand, 

2013, p.33), which in this case is CR, demonstrates the Bourdieusian concept of illusio. 

The presence of illusio reveals a connection between one’s habitus and the field, and 

without illusio, one may find it difficult to rationalise what benefit may be gained from 

engaging with CR. Thus, there may be a lack of motivation to attend, as highlighted in 

the explanations provided by Debbie and Robert above. Reflexivity, such as that 

prompted by the engagement of Robert’s employer, enabled the consideration of CR as 

a legitimate health-giving practice. Maintaining the flow of the cardiac patient journey, 
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the section that follows will present some of the early participant reflections about CR 

and their importance to decision making in respect of uptake. 

 
 
 

6.3.2 Early reflections on Cardiac Rehabilitation - “Standing out like a sore thumb” 
 
 

In this section, some of the early indications of and challenges to the development of 

illusio are explored through the participant accounts. Early thoughts and preconceptions 

about CR appeared important to participants in the study, assisting in reconciling whether 

one’s habitus is compatible with the field of CR, whether one may hold appropriate capital 

which will assist in finding one’s place in the field, and how other interrelated fields, such 

as work or domestic responsibilities, may be negotiated (see Angus et al., 2018). 

 
 
 

In attempting to reconcile the compatibility with the habitus, the presumed age and sex 

demographic likely to be attending CR was in the thoughts of a number of participants. 

An example of this was provided by Tom, who was 43 when he experienced his cardiac 

event: 

I guess my only real concern was standing out like sore thumb cause I mean 

being 20 years younger than the next person there you do kinda stand out. 
 

Similarly, Sandra, aged 58, had made assumptions about who may be likely to attend 

CR, but was surprised when these suppositions were incorrect: 

I was surprised there was so many men, yeh I don’t know why I thought it would 

be, have been more female orientated cause I suppose on the media you hear 

men don’t really ya know [access health care]. …I was like nearly a younger 

age bracket and then following that there’d been a few more gentlemen and 

another lady that appeared and I thought actually they are much younger than 

me, or they look younger or whatever, so I was quite surprised at that. 
 

Doxic assumptions about the field of CR, common attitudes and beliefs (Bourdieu, 1977), 

such as rehabilitation being for unfit and older people, may influence the decision to 
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attend and/or adhere. The above findings align with those found in a study conducted by 

Clark et al. (2004) in relation to CR programmes being seen as most likely to be attended 

by those deemed old. 

 
 
 

In contrast to Sandra’s assumptions that more women would be attending CR, a meta- 

synthesis examining factors influencing CR participation conducted by Clark et al. (2013) 

found that gendered perceptions around responsibilities and acceptability in relation to 

accessing health care. These perceptions particularly adversely concerned women’s 

participation in CR. Some of these perceptions have also been identified in the literature 

review (see 2.2.2 and 2.4.4), such as concerns about ‘reneging’ on domestic and family 

responsibilities. However, whilst exercise in which women may choose to engage, or that 

may be deemed appropriate for women, was explored in the literature review, the 

influence of preconceptions about exercise intersecting with gender in relation to the 

cardiac journey are not as well explored in the extant literature. Furthermore, a lack of 

clarity about what CR might involve, particularly in relation to exercise, was very notable 

in participant accounts: 

It suddenly hit it wasn’t just like an ordinary, you know you’ve joined an aerobics 

class. Suddenly I was here and there was a reason why I was there. I’d had this 

procedure and there was all these other people as well. So that first session I 

was very nervous, very worried they’d make me do something that would cause 

me to have a heart episode of whatever kind (Sandra/patient). 
 

Again, the information provided about CR is of key importance to patients, and 

appropriate support provided by health professionals may assist a patient in making a 

decision about whether to engage in CR (Bäck et al., 2017; Cooper et al., 2005). The 

importance of post cardiac event communication was highlighted as a notable theme in 

the systematic review and thematic synthesis on CR engagement by McHale et al. 

(2019). Having observed some of the participants from their first CR clinic appointment 

onwards, the approach to presenting the notion of exercise-based CR was typically to 
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give a short verbal explanation, usually towards the end of an in-depth appointment that 

may last between 60 and 90 minutes in total. Some patient-participants indicated that 

their first knowledge of CR was through a short phone call or via a letter. This lack of 

clarity about what CR might entail was further portrayed by Elizabeth, a patient: 

She [CR nurse] explained things, she gave me a load of booklets and ya know 

things, and erm she explained some of the things they do. I think there was 

something about keep fit… I don’t think I was taking everything on board that 

she said cause I was thinking that I wouldn’t go to that on me own anyway and I 

wouldn’t do that ya know. 

 
 
 

Elizabeth’s explanation indicated that she might not have been fully aware of what CR 

programme attendance involved. There may be several reasons for this: first, it could be, 

as she has suggested, that she had already decided this was something that was ill- 

fitting with her habitus, and so she did not pay much attention to the information being 

given. Second, her previous lack of engagement with PA (see also section 6.3.4 below), 

may mean she had insufficient cultural capital to understand what was being offered. The 

term ‘keep-fit’ was utilised by a number of participants, which might reflect their 

assumptions about the suitability of the exercise on offer, based on the available 

discourses surrounding age, social class and gender appropriateness. Elizabeth’s 

previous lack of engagement in PA may have also indicated in Bourdieusian terms, an 

incompatible dispositional schema. Thirdly, the information offered by the CR nurse may 

not have been presented in an appropriate manner, presumed understanding of 

terminology used for example. Potentially, a combination of all of these factors could 

have been involved, and for a patient to feel able to make an informed choice, the health 

professional would need to provide a type and quality of information suitable for the 

patient (Kaltoft et al., 2015), for example providing written materials to support concise 

verbal details. As the manner of these communications are typically determined by the 

health professional, when delivered unsuitably there may be a level of symbolic violence 

involved, which, as noted earlier (see theoretical framework, p.107), can have serious 
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consequences, not least impacting patient uptake and adherence to CR (Taylor-Smith & 

Dumas, 2019). 

 
 
 

Encounters such as those revealed by study participants suggest that when CR is 

offered, the material conditions and personal biography of an individual can inter-relate, 

to influence how one receives and processes what is being offered. Not only is this 

important from a power influence perspective - between patient and professional - but 

also because the patient’s habitus provides the potential for adapting to new practices in 

different contexts (Costa & Murphy, 2015). Additionally, cultural capital may assist in 

supporting health literacy, defined as "the degree to which individuals have the capacity 

to obtain, process, and understand basic health information and services needed to 

make appropriate health decisions" (National Library of Medicine, 2020, Health Literacy 

section). Furthermore, social constructs like age, class and gender intersect with 

considerations for the associated lifestyles and norms; for example, working class 

individuals may partake in PA for different reasons to those of other social classes or 

even be less inclined to do so, abandonment due to the responsibilities of adulthood for 

example (Bourdieu, 1978; Williams, 1995). However, it is important for health 

professionals not to assume homogeneity in the beliefs and assumptions of particular 

social groups and what such groups may understand a healthy lifestyle to be (Bourdieu, 

1984). 

 
 
 

Continuing to move along the patient journey, the next sub-section discusses the findings 

which relate to the navigation of CR as a field in respect of uptake and adherence.
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6.3.3 Navigating the field of Cardiac Rehabilitation – “I was happy with my 

surroundings” 

 
Whilst early thoughts about CR may contribute to accepting or declining entry into the 

field of CR, the data indicated that finding value in the CR programme offer may provide 

particular assistance with adherence, as confirmation of the illusio in Bourdieusian terms. 

As identified above, a field is a social space involving rules and conventions (see Webb 

et al., 2002), something Bourdieu (1994) likened to a game. Within these spaces, 

individuals jostle for position, utilising the capital with which they enter the field, while 

attempting to access the capital at stake. The capital held alongside the habitus and 

shared doxa, come together in the field to generate the possibilities of action (see 

Veenstra & Burnett, 2014). Correspondingly, the results of this study supported those 

identified by Angus et al. (2018), where a requisite amount of capital was found to assist 

in making the habitual changes required in order to access CR, as discussed in section 

6.3.2. above. However, the data also demonstrated that the ability to accumulate further 

capital served as a motivating factor for adherence. 

 
 
 

In the field of CR there is potential for accumulation of all forms of capital, both directly 

and indirectly. Cultural, physical and social capital may be accrued directly through the 

education and exercise that is provided and the opportunity to build relations with others. 

Economic capital may be accumulated through the ability to return to work, for example, 

as a result of the engagement in CR. However, the field of CR is a regulated environment 

and subject to nomos, which includes rules and laws which guide behaviour and actions 

in the field. Bourdieu (2000, p.63) defined nomos as “a normative belief structure that 

ties the field together as a coherent space of action”. Staff and volunteers act as 

gatekeepers in the field of CR, and are instrumental in confirming the nomos within the 

social space, and thus in defining what is and is not acceptable. The reinforcement of 
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the nomos can be seen in this field note recorded following participant observations at a 

CR programme: 

Robert seemed very enthusiastic during the exercise session, he said that he 

had been struggling to get his heart rate into the required zone, [mandated by 

staff] so he wanted to push himself a bit more and was feeling good to do that. 

He was certainly more buoyant and confident looking in the gym environment 

than I have seen before. He was able to get into his heart rate zone, which he 

seemed really pleased about although at one point he was possibly exceeding it 

and recognised this and eased off a little. There was one occasion when he 

started the active rest exercise early but was corrected by the assistant, he 

made a comment saying ‘am I getting a telling off?’ to which she replied ‘yes 

you are’. He pulled a face, half smiling and looking towards to me. That seems 

to be the way that its very much a ‘do as you are told to do’ environment and it 

is accepted that those in red [colour of staff t-shirts] give the instructions. 

(field note entry 06/02/2020). 
 
 
 

With reference to the accumulation of capital, at the time of Robert’s first interview he 

had been attending CR for just a few weeks, but it appeared that he had already begun 

to accumulate physical and cultural capital: 

I was happy with my surroundings, familiar with one or two faces, spoken to one 

or two people, spoken to the nurses and yourself [the researcher] so you 

know… yeh after that I’m more comfortable now [around others and performing 

the exercises], having done some the sessions where you are in a group I feel 

less embarrassed. 
 

Additionally, a dispositional shift had already started, with his enhanced capital inspiring 

more PA at home, and he indicated his corporeal investment in CR, which he had initially 

felt would not be of benefit: 

I’m committed to doing the nine weeks, eight weeks, or whatever it is, at this 

point I can’t see any reason why I shall stop coming. 
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The capital accumulated within the field was also found to support feelings of perspective 

regarding ill-health and inspire confidence, thus supporting adherence, demonstrated in 

patient-participant Sandra’s feelings about attending CR: 

It’s like gosh that’s happened to her and that and just that experience like I said 

that experience of ya know, you put it in perspective that ya know we’re all sort 

of going through the same erm worries and anxieties. Once you spoke to 

people you found oh you weren’t alone in thinking that they were worried about 

ya know maybe going for a long walk or taking up exercise, or what they should 

be eating or what if it happens again or ya know so yeh just that shared 

experience with other [people]. …. Even though I’ve had a heart event and I 

know I should exercise more, without the cardiac rehab I don’t think on my own 

I’d of had the confidence to embark on anything. Because it’s that knowledge of 

knowing what you are able to do safely. So, I think I would’ve avoided it rather 

than trying to do something erm, obviously I’ve learnt the exercises that they’ve 

given wouldn’t have necessarily been exercises that I would’ve done. 

 
 
 

It takes time and repeated engagement to feel at ease in a new field, to develop doxa, 

and to confirm illusio (Palmer et al., 2021). This is especially pertinent in group situations, 

in terms of groups exercising and groups of other people generally, where the repeated 

practice of dispositions by others fosters a sense of “collective belief” (Bourdieu, 1977, 

p.167). This may lead to the continued affirmation of the discourses surrounding 

exercise, health care and CR, which may aid temporary reactions, such as a willingness 

to visit a leisure centre, relevant to CR uptake and exercise in general, and even result 

in lasting dispositions, significant to CR adherence and longer-term lifestyle change (see 

Bourdieu, 1977). Indeed, in their research exploring parkrun and exercise identity, 

Bowness et al. (2021) highlighted that through time, a practice can become legitimised 

by participants, and as a result, new dispositions can be internalised. 

 
 
 

Despite the gaining of new capital and confirmation of illusio being highly pertinent to CR 
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adherence, socio-cultural factors can still make maintaining attendance challenging. This 

was demonstrated when one of the CR programmes moved location to another leisure 

centre on the other side of town, causing a number of patients to finish their programmes 

early or drop-out: 

…just wasn’t ya know feasible with me being able to have time off work and 

obviously getting to the venue and back again erm so yeh which was a shame, 

so I was quite disappointed erm with that (Sandra/patient). 

 
 
 

Space and place are relevant in this discussion: rurality of the area and transport 

accessibility appeared to create barriers to attending CR for several participants, even if 

the barriers were perceived rather than actual, alongside the demands from other fields. 

However, adjusting the field through the change in venue created uncertainty for patients 

and was perceived as unfeasible, which some patient-participants were unable to 

overcome in order to complete their CR programmes. 

 
 
 

The pertinence of space and place is well demonstrated in Elizabeth’s reasoning for 

declining the offer of CR, where she talked about the need to travel every week to a 

nearby town in order to attend. She described her concerns such as needing to pay for 

parking which she believed to be required at the location. She did not appear to value 

the CR programme as something for which she should make time. This perspective 

seemed to be endorsed by her significant other, Debbie, who remarked that she would 

be supportive if she thought it was important, thus suggesting that she did not deem it 

so. 

 
 
 

Additionally, familiar social space seemed important to Elizabeth. She does not 

experience or seek to experience new fields on a regular basis, describing herself as 
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working class, she is retired, with a small social circle, spending most of her time at 

home, in the role of mother and grandma, and with the same regular places visited. Her 

low levels of capital (all forms) or at least less valorised resources such as caring skills 

(see Skeggs, 1997) make entry into a new field difficult. Her thoughts around CR in 

relation to where she lives were described in section 6.3.1 above, and related to thoughts 

about the proximity of venues, feeling tied to something regular, and a lack of desire for 

new social connections. 

 
 
 

Self-management has been shown to be an important part of the CR model (see 2.4.5). 

Thus, CR programmes attempt to provide patients with the resources (capital) which will 

assist in commencing the recovery journey. Those patients who choose not attend CR, 

such as Elizabeth, may decide they have what resources they need in order to recover, 

to whatever extent this may be. However, there may also be some patients who do attend 

that do not accumulate the type or level of capital that programmes may intend. For 

example, during observations, it was noted that Robert was always one of the first patients 

to check-out with the nurses at the end of each CR session and left immediately 

afterwards. When asked about this, he indicated that this was because of the distance 

he had to travel home. The researcher also wondered whether this was because of his 

obligations to work, and possibly also his dislike for group situations. His aversion to 

social groups was expressed at both of his interviews, and during observations it was 

notable that his exchanges with other patients were minimal. The lack of interaction was 

something discussed at his second interview, captured in this excerpt: 

Robert: We didn’t have a lot of talk time between the group 

Jo: Right 

Robert: So never really got to know anybody too closely erm ya know we 

probably had small conversations about why they were there or what had led 

them to having to go to it and almost health questions but never really got to 

know the person so 

Jo: Was that a conscious thing for you or was it just the way? 
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Robert: No, I wasn’t worried about it. I mean, the faces changed on a weekly  

basis cause it’s a rolling programme so as somebody starts another one leaves.  

The week I started I don’t sort of recall or remember who started with me so  

there wasn’t someone that did every week with me, er wasn’t a problem 

Jo: Yeh, it didn’t bother you that you didn’t get that kind of interaction with other 

people that had been through things? 

Robert: No, I thought I probably got the impression that would happen more ya 

know, with people saying when you come to group you’ll be able to talk and all 

this lot, it never really happened. 
 

Robert’s comments about the lack of interaction with others were also noted in 

observations. He tended to situate himself away from others in the education room, 

exercised independently with little engagement with others, and as mentioned left as 

swiftly as possible at the end of the session. The opportunity for the accumulation of 

social capital has not occurred in these circumstances. Whilst his habitus may be a 

contributing factor towards this, the dynamics of the field are also relevant. For example, 

the particular CR venue Robert attended, the layout of the education room and the 

programme arrangements, as his comments above allude to, did not lend themselves to 

fostering a sense of cohesiveness. The potential for there to be issues with the place are 

perhaps highlighted in this excerpt from field notes: 

This programme is set within a gym, although the team have use of most of the 

upper floor space meaning that they have a room for welcoming, waiting, 

refreshments and education sessions, a further studio space where BP 

measures and initial nurse checks are conducted, a second studio space where 

the warm-up and cool down take place and then access to the downstairs gym, 

where they are able to reserve equipment. (Field note entry 12/12/2019). 

 
 
 

Furthermore, in rural areas, the accessibility of services was a key consideration for 

many of the participants. However, this was also a concern in more urban areas, where 

shorter distances may be perceived to take a similar amount of time as longer journey’s 

or be more problematic. Physical and symbolic geography as discussed in this section 

has previously been identified in the literature review as important to the accessibility of 
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services (Lewis et al., 2018) and it could be argued has influenced the actions of 

participants (see Popay et al., 2003) and their health care decision making (see Lewis et 

al., 2018). 

 
 
 

Whilst conceptualisations of field and capital acknowledge the structural forces within 

society, habitus plays its part in the navigation of fields by providing a theory of practice 

(Bourdieu, 1992), which has been discussed throughout this whole section. As noted 

previously in the theoretical framework (section 3.6), the habitus involves a system of 

durable dispositions (Bourdieu, 1980), and the importance of these dispositions is a key 

part of understanding the influences on practice. Additionally, reflexivity should also be 

considered in the navigation of fields, with reflexive decisions being guided by access to 

available options (Telling, 2016). Thus, where social position may constrain these options 

(such as through social class), there may be perceived to be a limited capacity to act. 

This is also reflected in the above discussion (see 6.3.1) concerning acceptance of risk. 

The following two sub-sections analyse the results of the study in relation to the 

dispositional inclinations of participants. 

 
 
 

6.3.4 Dispositional inclinations towards an active habitus - “just the way I was 

brought up” or secondary socialisation 

 
Within the context of material conditions and personal biography, dispositions are 

important because they display one’s beliefs, feelings and perceptions and reflect the 

habitus, demonstrating what may be acceptable and indeed what may not (Williams, 

1995). In Bourdieusian terms, the interplay between habitus, capital and field produces 

a ‘sense of the game’ as part of the theory of practice (Bourdieu, 1977; 1984). Relatedly, 

Rowlands and Gale (2017, p.8) described practice as “a window through which the 

habitus can be seen and understood”. The robustness of dispositions makes them useful 
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in different social situations, but as identified above, attending CR is likely to require a 

change to habitual practice, and the often deeply embodied nature of this practice makes 

change challenging (Angus et al., 2018). Moreover, Bourdieu (2000) stated that 

dispositions may be difficult to hold together in trying situations such as in the face of ill-

health, which may influence one’s ability to change. 

 
 
 

The challenges to PA participation may not be unique to CR, but as a therapeutically 

mandated approach to ill-health (see section 2.3.1.1 of the literature review) the 

influences on the decision to participate in CR have, in this study, been highlighted as 

being particularly varied. The perceived value of having dispositions which support PA 

engagement is well known (Palmer et al., 2018), and in ageing terms this value typically 

relates to the fear of losing physical capital and the discourse of decline (Dionigi & Son, 

2017). Indeed, as a social ‘thing’, PA can be limited or supported by the social worlds 

one inhabits (Guell et al., 2016), with class and gender also forming part of one’s social 

location (Palmer et al., 2018). Early experiences in life can shape dispositions towards 

PA (Grant, 2001; Palmer et al., 2021), and as discussed previously, Bourdieu (1984) 

argued that social class plays a role in both preference for specific activities and the level 

of engagement in PA. The relevance of being brought up in an environment where PA is 

modelled and/or supported was characterised by patient-participant Neil, who described 

his childhood as being filled with outdoor activities with both his parents engaged in 

different hobbies. In talking about his continued enjoyment of outdoor activities he 

suggested this was “just the way I was brought up”. Neil and indeed several other 

accounts from participants described material conditions that involved both the 

opportunity and resources to engage with PA. Just as in the study with young people 

conducted by Wiltshire et al. (2019), a disposition involving the desire to seek 

opportunities for PA may persist into adulthood, despite the possibilities often being 

contingent on the limits of one’s social position. 
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Across the lifecourse disruptions to PA practice can occur (Palmer et al., 2021). These 

interruptions are likely to be a result of one’s journey through life, for example, including 

work (paid/unpaid), illness, childcare responsibilities and other commitments. The 

“increased self-awareness of the body’s fragility” as one ages (Palmer et al., 2018, 

p.950), results in one’s ability to ‘move more’ being associated with many other factors 

that may disrupt any sense of routine that may be building, such as the effectiveness of 

medication, changes in the weather, and family needs (Phoenix & Bell, 2019). These 

factors indicate further that despite the policy focus on behaviour change, more than 

motivation and the desire to lead a healthy lifestyle are required in the negotiation with 

oneself and the social world regarding becoming and remaining physically active, and 

particularly as one ages (Palmer et al., 2018; Phoenix & Orr, 2017). 

 
 
 

Several participants described how ‘life’ had affected their engagement with PA. Post 

cardiac event pain and fear were salient to this discussion. Patient-participants had 

experienced significant traumatic health events, the ongoing consequences of which 

were unknown. Fears about future adverse health events and the appropriateness of PA 

were recounted regardless of whether they had attended CR or not: 

I don’t take them [the dogs] out since I’ve had me heart attack because we’re 

on the hill it’s wherever I go, coz there’s a big dog walking field over there 

[points to the right]. Wherever I go I’ve got to come up this hill to get back home, 

and that after I’ve walked round the field I just, I go with my granddaughter at 

weekends occasionally. I’ve done it once on my own you know but I think it’s 

the fear that if anything was to happen I’ve got this hill to come up 

(Elizabeth/patient/did not attend CR). 

 
 
 

…go out for a bike ride without, it’s not so much the getting out of breath at the 

time cause you get out of breath doing exercise but it’s the time to take to 

recover afterwards. That’s the difficult part when you’re getting the chest pains 

and the little niggles when ya kind go well ‘cause you’ve got this constant 
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reminder that you’ve had this incident happen. So now it’s like anytime I get the 

chest pain you’re like well why is that? (Tom/patient/attended CR). 

 
 
 

Careers were also an important influence on PA practices: 
 

I became a supervisor which made me a bit more sedentary, more of an office 

hours job and I suppose really about that time I stopped exercising er and 

concentrated on career side of things (Robert/Patient). 
 

Having taken on a sedentary job in early adulthood, patient-participant Neil, explained 

how a game of football reignited his early dispositions towards an active habitus: 

I can remember I played five a side football for X [employer] I was only in goal 

and it damn near killed me, I thought to me self, I’m knackered I thought bloody 

hell, this ain’t right, so I just started getting fit from that day on sort of thing. 
 

Whilst for Robert, it was his second cardiac event that began his return to PA, for Neil 

his primary body schema was awakened by an awareness of the decline in his physical 

capital in early adulthood. From then and up to the time his cardiac symptoms became 

more severe he described an extremely active life, engaging mainly in outdoor activities, 

practice where he had a ‘sense of the game’. His active habitus was particularly 

characterised by his time in the military where he was able to demonstrate his 

determination both to himself and those around him. 

 
 
 

Secondary socialisation can be very influential and result in the development of new 

dispositions (secondary habitus), such as those that may influence engagement in PA. 

However, in this study the durability of the primary habitus in respect of PA was notably 

strong across the lifecourse, instead evolving rather than being replaced. This evolution 

was noted particularly in those with military backgrounds, and was influential to one’s 

experiences of PA, building on the primary habitus, and in the development of distinct 

dispositions involving health and PA. 
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The impact of military socialisation and discipline on physical capital was notable. As 

identified by Hockey (1986) in his ethnography of the military, the strict discipline process 

which the military provides can result in feelings of greater control of bodily states, and 

in Bourdieusian terms influencing dispositions. This was characterised by patient- 

participants Mark and Neil who explained: 

Mark: That’s the thing that was drummed into you in the forces, to stay fit and 

healthy. 

 
 
 

Neil: I don’t think it ever goes, there’s an old saying ‘once a Marine, always a 

Marine’ sort of thing, like you don’t lose that. I don’t think it shapes the, it’s not 

so much the type of person that you are - whether you’re a decent, honest guy 

sort of thing like, or girl sort of thing like, but it does affect your attitude to the 

way you do things. 

 
 
 

Both the opportunity to be, and the interest in being, physically active was mentioned by 

each of the four ex-forces participants. Each described opportunities to try different 

sports, physical requirements of the job, and a lived sense of needing to look after 

oneself. All had continued the PA interest into civilian life, although the degrees of 

engagement varied. Relatedly, Cockerham (2018) highlighted how socialisation, 

combined with lived experience, forms a kindred approach to lifestyle choices among 

those of the same gender or social class. This like-mindedness is similar to the class 

habitus identified by Bourdieu (1984), where similar dispositions and lifestyles become 

ingrained. 

 
 
 

The embodied and enduring military habitus and hexis were evident in vocabulary used, 

comportment, and gait of the ex-forces patient-participants in the study. These aspects 

were characterised in the use of phrases such as “civvy street” to identify life outside of 

the military, and the terms “beasting” (intense exercise to raise fitness level, instil 
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discipline and sometimes as punishment) and “no pain no gain” to describe the approach 

to physical training. Drawing on an interactionist perspective, Perinbanayagam (2000) 

noted that such expressions provide a ‘vocabularic identification’ of one’s past or current 

military association; similar identification is also noted in section 6.4.4 which discusses 

the influence of the military habitus on recovery. Military association could also be 

observed in upright postures, cadenced walking, and compliance with CR staff 

instructions. These embodied features function as cultural capital, which is transposable 

across multiple fields (Bourdieu, 1977). 

 
 
 

The approach the ex-forces participants took to CR exercise sessions involved bodily 

displays of capability and strength evidenced both through participant descriptions during 

interviews and in observations of their participation in CR sessions. However, there were 

potential shortcomings in the active habitus developed through the military, notably in the 

approach to the intensity of the exercise undertaken, which illustrated the ‘no pain no gain’ 

adage, as Simon explained 

…that’s how I was brought up in selection to the parachute regiment: ‘no pain, 

no gain, mate!’ (Simon/patient). 
 

Whilst there was an acknowledgement from each ex-forces participant that intensity 

might need to be tempered following their cardiac event, there was still a desire to put in 

maximum effort during CR sessions: 

I spent 12 years in the parachute regiment… you put your body through hell; 

this is an absolute doddle, no disrespect but this is an absolute doddle ya know. 

And here I am fine, I like to think I’m rising to the challenge and I’m 73 years old 

I’m still going for it (Simon/patient). 
 

Patient-participant Neil added similar sentiments: 
 

I don’t see the point in exercising um, to keep fit unless you feel like you’re 

doing something. 
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Demonstrating that whilst dispositions towards PA were helpful in encouraging CR 

uptake and adherence, there may be a misalignment between the perception of what 

one’s body may be capable of following a cardiac event. 

 
 
 

Contrastingly, where material conditions and personal biography, as described below, 

may not be quite as encouraging to the provision of opportunities or resources to be 

physically active, the dispositions developed may lead to a habitus less inclined to PA. 

Patient-participant Elizabeth, for example, described her disdain for physical education 

at school and explained that there was nothing she ‘stuck at’ or that interested her in 

terms of extra-curricular activity either. Describing her adult life, she stated that she had 

never been interested in attending gyms. She instead explained how she walked around 

the shops and occasionally walked her dogs. However, her explanations immediately led 

into details surrounding her MI recovery and how that has not only limited her, but she is 

also fearful of doing things on her own, yet not keen on group situations, reflecting both 

her habitus and the lack of capital she holds, physical and social in particular. Although 

dispositions towards PA can develop later in the lifecourse, in Elizabeth’s case, this has 

not happened. Even when PA has been suggested by health professionals as a health- 

giving practice following her cardiac event, this has not provided sufficient legitimacy, 

from Elizabeth’s perspective, for her to consider it a regular practice. 

 
 
 

Studies have shown how legitimacy is an important part of both becoming and remaining 

physically active (Palmer et al,, 2021; Tulle & Dorrer, 2012). Legitimacy of PA practices 

comes from Bourdieu’s conceptualisation of the logic of practice (Bourdieu, 1990a). 

Additionally, a reflexive approach is likely to be beneficial in enabling the negotiation of 

how life may seek to change how one feels able to identify with a given practice (Palmer 

et al., 2021). As discussed throughout this section, dispositions towards PA developed in 

early life may sow seeds which may then be developed. 
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The discussion on dispositions and how these may evolve or be maintained presented 

in this sub-section aids the understanding of the habitus and how it is demonstrated 

through bodily hexis and practice; for example, the extent to which an individual may be 

dispositionally inclined towards fields involving group situations and exercise, and 

whether these dispositions have been impaired by ill-health. These factors also relate to 

the capital held by individuals and the ability to accumulate and exchange capital, for 

example in one’s felt ability to attend unfamiliar settings, in the mastery of exercise 

techniques within the group CR classes, and the gaining of knowledge about how to 

manage one’s health condition. 

 
 
 

Throughout the above sections, the salience of the influence of others is discernible as 

highly relevant to uptake and adherence in CR. The following sub-section presents a 

more in-depth discussion of this particular relational dimension. 

 
 
 

6.3.5 The influence of other people - “She mentioned something about exercise…       

and I laughed at her” 

 
Building on the discussion of dispositions in the previous sub-section, the final notable 

aspect in the discussion regarding uptake and adherence in CR involves the influence of 

other people. In several cases, these ‘others’ were acquaintances found in the 

workplace, hospital, or friends of friends, and were recalled by study participants 

regarding the decision-making process surrounding CR attendance. For example, Adam 

highlighted the significance of a conversation he had with a patient in the same hospital 

ward: 

I probably wouldn’t go for it [CR], if not for that the person I met in hospital. 
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Similarly, Tom’s decision to attend was bolstered by a colleague: 
 

One of the guys at work, he had 6 months before a heart attack, so, he was 

aware of it [CR]. So, he was like ‘oh yeh I did this’ and ‘if you do this, you’ll 

really enjoy it’. 

 
 
 

Tom’s experience was similar to that of Robert, as discussed in section 6.3, where a brief 

conversation in the workplace led to him changing his mind and deciding to attend CR. 

Whilst these experiences may appear random in nature and thus may not happen for 

every patient, it does highlight the social relativity of capital, where the sharing of lived 

experience can have a significant influence on health care decision making. 

 
 
 

Furthermore, significant others, particularly partners or spouses may also be an 

important influence on one’s lifestyle, often as a result of shared class, thus similar taste 

and dispositions, some capital similarities and consequently, analogous practice. These 

relationships may be influential to PA participation, as significant others who have 

enjoyed physically active lives either throughout life or in adulthood may be more 

encouraging of PA and consider it a health-giving practice. Those dispositionally 

disinclined to engage in an active lifestyle are unlikely to consider PA, or at least 

structured PA, in the same way. This finding has resonance with the study conducted by 

Birtwistle et al. (2021b) on active and inactive family dyads, and the support and 

encouragement such dyads may provide in the continuation of PA post cardiac event. 

An example of this was demonstrated in significant other Debbie’s response, when asked 

about what support she offers to her mother (the patient): 

… unless I really thought it would be of benefit to her, then ya know, like, 

doctor’s appointments and stuff and yes I push her to the doctors when she 

does seem ill, and she doesn’t wanna go and all that kind a jazz. Erm but 

ultimately because of how we are…. I’m usually on the same page as her. 
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Moreover, where a patient introduces the possibility of trying something new such as 

exercise and/or CR it may not always be met positively by a significant other. The 

response received may either confirm to the patient that the practice is ill-fitting with the 

habitus, or detract from the possibility of adaptation. An example of this was 

demonstrated by patient-participant Elizabeth’s significant other when CR was 

discussed, who stated: 

“She mentioned something about exercise… and I laughed at her”. 
 

The patient-participant in this relationship held the social position of older, working-class 

mother and grandmother, with her deepest dispositions aligned to this positioning. 

Having recently experienced ill-health and lost her status as wife following relationship 

breakdown, she may cling more closely to the dignity she still holds in the social space. 

Thus, when her significant other laughed at the idea of her taking part in CR this appears 

to have been felt deeply and further confirmed the incompatibility of this new field with 

her habitus. 

 
 
 

This discussion may also be relevant to the numbers of women attending CR, which are 

significantly lower than numbers of male attendees. As identified in section 2.4.4, 

research has found that men in long-term relationships can experience greater levels of 

support from other people, particularly male patients with a female partner (Tod et al., 

2002; Norris & King, 2009). Whilst the current study appears to support the notion that 

married men received support from their female spouses throughout the cardiac patient 

journey, which is also highlighted in the recovery discussion, there is no means of 

comparison with the patient-participants who were women as none were married or living 

with a partner. 

 
 
 

In the participant accounts provided the characteristics of the habitus are notable. Whilst 
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the cardiac event may have served to disrupt and shake the habitus, habits and 

dispositions appear to have settled in resolute and identifiable ways, demonstrated 

through bodily hexis and dispositional inclinations. As noted in the theoretical framework 

above, the conditions of post-modernity have resulted in the acknowledgement that a 

predictable life journey has become an outdated notion, and has been somewhat 

replaced by individual choice and ‘responsibilisation’ (Bathmaker, 2015). The data in the 

current study showed that what guides decision making is much more complex than 

simply personal choice. According responsibility for these choices purely to individual 

agency, misses an opportunity to gain further understanding of the possible socio-cultural 

influences. 

 
 
 

The last piece in the cardiac patient journey is recovery, and it is to these aspects of the 

study results that the discussion now turns. 

 
 
 

6.4 Recovery 
 
 

The discussion on recovery after the cardiac event includes the notion of ‘returning to 

normal’ and getting on with life. The features surrounding recovery following a cardiac 

event comprised participant feelings about coming to terms with what had happened, 

and reflections on the impact of delays in diagnosis and treatment. These were bound 

together by the influence of and impact on the habitus, and the influence of other people. 

This section is divided into four sub-sections, the first of which involves a discussion 

about the corporeal dimensions of recovery. The psychosocial dimensions are then 

discussed, pertinent to the mental health of the cardiac patient, which was noted in both 

interviews and observations as a significant part of the recovery journey. These 

discussions also relate to section 6.3.3 where the psychosocial value of CR attendance 

was identified by participants. The influence of other people is revisited and is pertinent 

to how diagnosis, treatment and subsequent recovery is approached. Leading from the 
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examination of the influence of the military habitus in the previous two sections, the 

influence in the context of recovery concludes the results and discussion in this section. 

 
 
 

6.4.1 The corporeal dimensions of recovery – “Some days I felt I was in someone 

else’s body” 

 
The structuring of relations and identities around the socially moulded embodied subject 

in Bourdieusian theory has been considered to be an attempt to construct a more 

corporeal sociology (Crossley, 2001; Shilling, 2003). In conceptualising the body as an 

important aspect of Bourdieu’s theory, the notion of physical capital, as explored in 

section 3.5.5, describes the body as a form of capital, both in its appearance and 

capability, with its own value capable of accumulation and exchange, just as with other 

forms of capital (see Shilling, 2010). All bodies are suggested to have value, however, it 

was Bourdieu’s contention that certain features may be more highly valorised according 

to social class and the field within which this physical capital (and indeed any capital) 

may be deployed (Bourdieu, 1988). However, bodies weakened by illness may struggle 

to display the deepest of dispositions, revealed by the way one treats their body 

(Williams, 1995), and experience a loss of capital, temporary or otherwise. 

 
 
 

The corporeal and psychological detachment that can occur during illness and recovery 

was discussed above in the theoretical framework utilising CR research conducted by 

Evans and Crust (2015). Such uncoupling was identified in evocative patient 

descriptions, particularly during the early period post cardiac event and/or treatment: 

Some days I felt I was in someone else’s body - yeh it’s a strange feeling. I felt 

this isn’t me, this isn’t me with all this big scar on me chest and all of the pain 

and that that’s going on. I thought well this isn’t me, I’m dreaming, it’s almost a 

nightmare (Simon/patient). 



235  

The impact of recounting those feelings was etched on Simon’s face. He went on to 

describe how his daughter had tried to support him: 

Perhaps I wasn’t accepting it I don’t know. I don’t know but my eldest daughter 

in particular she was always encouraging me. She was saying you’ve got to 

keep going you know Dad ‘cause you’ve had the operation well you’re not ill are 

you?’. I said, ‘well not really but you’ve probably just gone through one of the 

worst operations your body can have’ and er I was expecting to, don’t get me 

wrong I listened to the advice that people say they say it can take you a year, 

and I said ‘well if it takes me a year it takes me a year’ but perhaps I was being 

a bit flippant with it. 

 
 
 

Despite describing how difficult he had found recovery, Simon also remarked on how far 

he felt he had come in a short space of time and compared his physical capital to that of 

others, remarking “I can still do a hell of a lot more than some of my neighbours who are 

half my age”. Having commenced observations with him at his first clinic appointment 

with the CR service, there was a noticeable difference in how Simon talked about what 

he had been through and how he felt. He attended the first appointment, noticeably 

downcast, hunched over as he sat in a chair, perhaps indicating the pain and discomfort 

from the wound on his chest, but also the displacement he now felt within his own body. 

He described then struggling to sleep and having lost his appetite; his language 

suggested that these things were very important to him, all perhaps adding to his feeling 

of weakness and loss of control. His first interview was just a few weeks into attending 

CR and already his posture had visibly straightened and he himself remarked how 

different he felt from when he had first met the researcher, as noted in this interview 

extract: 

Simon: I find that this exercise is getting rid of those last residual aches and 

pains er and er strength is coming back, energy is definitely coming back, 

appetite’s almost back to normal …and sleep – cor, I’ve having better nights’ 

sleep than I’ve had for years. So, yeh it’s been a winner. 
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Changes to the bodily hexis impaired by illness can indicate that a response to the 

biographical disruption caused by ill-health is occurring, renegotiated embodiment as it 

were, with a realignment between the body and mind taking place, signifying control 

being re-established. Descriptions like this also indicate that capital resources have been 

mobilised and deployed in the field. Additionally, further physical, cultural, economic and 

social capital may be accrued through exercise competency, for example, which may be 

converted into symbolic capital. Symbolic capital in these circumstances may come from 

recognition of capability or recovery from peers, or becoming a volunteer at CR sessions 

to help support participants. 

 
 
 

Linking the corporeal and psychosocial aspects of recovery together, the physical and 

sensorial reminders of the severity of the cardiac event can linger throughout the 

recovery journey of both patient-participants and significant others, serving as 

emotionally painful reminders. Several participants provided evocative accounts of what 

they experienced: 

Tom: I’m still finding it difficult to do things or things that I would find I would do 

normally I still have difficulty with, you know so any strenuous activity I get out 

of breath erm er just where I thought I, I haven’t recovered physically 

Jo: Where did you expect you’d be at this stage? 

Tom: I thought I would just bounce back to being normal or I thought I’d be back 

to a kinda normal level erm but that just hasn’t been the case at all, it’s kinda 

thrown me off kilter a bit. You’ve just got to kinda reassess and look at it again. 
 

The idea of recovery involving a return to ‘normal’ was mentioned by five patient- 

participants. Explanations of what constituted ‘normal’ were specific to the life world of 

the individual, but typically involved no longer experiencing the physical reminders of the 

cardiac event: 

You’re getting the chest pains and the little niggles, when ya kind of go well, 

‘cause you’ve got this constant reminder that you’ve had this incident happen 

(Tom/patient). 
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Through the examples provided in this section, it appears possible for the bodily hexis to 

adapt in times of ill-health. Although, the trajectory for such adaptation may not be linear 

and may not be what the patient had hoped or anticipated. However, it is also important 

to consider occasions where adaptation may be more difficult, which in this study was 

found to be more likely to occur where there had been significant psychosocial impact 

from the cardiac event. Thus, this aspect will be discussed in the sub-section that follows. 

 
 
 

6.4.2 The psychosocial dimensions of recovery – “this situation that got into my 

head really hard” 

 
As identified in sections 2.4.1 of the literature review, the psychosocial dimension of post 

cardiac event recovery can be as an important consideration as the physical element. 

Additionally, this dimension can cause distress, impacting significantly on the patient 

journey and recovery period. The results of the current study highlight the prominence of 

psychosocial features on the cardiac patient journey, concurring with the literature. 

 
 
 

As noted above (6.2), cardiac symptoms were not unknown to several participants, four 

of whom had experienced repeated cardiac events, whilst two were completing CR for 

the second time in 12 months. Most participants appeared largely pragmatic in their 

approach to diagnosis and treatment, displaying a doxic attitude in their belief in the 

advice of health professionals, as demonstrated in patient-participant Simon’s recalled 

discussion with a cardiologist: 

It was good advice I accepted it, erm I was er well do you worst because I can’t 

I’m not gonna get better. When I went to see Professor X in X [hospital location] 

erm he said to me he explained to me what the outcome was…He went to 

some length to explain what they were going to do and he turned round and 

said to me ‘what do you want to do?’, and I said ‘you’re the expert you tell me 

what I ought to do’, he says ‘have the operation’ and I says ‘give me the form 

then’. 
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Another patient-participant, Mark, vividly remembers his conversations with health 

professionals following both his first MI over 10 years previously, and the one 

experienced in recent months: 

I went to see him [the cardiologist] and we had a long chat, and as I went out of 

the door he slapped me on the back and said ‘don’t worry’ he says ‘if you have 

a heart attack it’ll only be a little one’, and bugger me it was and that was that. 
 

This ‘matter of a fact’ way of discussing the cardiac journey by both the health 

professionals and participant seem in keeping with Mark’s approach to his own health, 

encapsulated in him saying “I’m not a fatalistic sort of person erm and it wasn’t the 

crushing blow that they say a heart attack, a proper heart attack is”. In those who have 

experienced repeated cardiac events and periods of CR attendance, there may be a 

familiarity with both the health care and CR field, and a commitment to the doxa and 

illusio required within these fields. This attitude may make these patients potentially good 

advocates for both uptake of health care and CR. This may explain why the use of former 

patient volunteers was reflected on positively by each participant, and why, where 

possible, former patients were utilised in visits to the cardiology ward to introduce CR to 

new patients: 

The idea of the volunteers is spot on, cause you’ve got people who are 

obviously in the same, who have been through it, who have done it 

(Tom/patient). 

 
 
 

Patient-participant accounts indicated that the negative psychosocial impact of a cardiac 

event can be particularly pervasive. Tom’s description of his recovery demonstrated how 

he had been struggling to associate the distress caused by his cardiac event having 

happened to someone of his age: 

I don’t think it really does ever sink in, it just kinda you just kinda in a bit of 

shock, just kind of a weird sort a, especially for myself, cause it’s not, cut and 

dry yeh… I’m not the 60 something or 70 something where you would think ‘yeh 

at this point in my life I would expect it’. At 43 you’re not expecting it. 
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His struggle appears largely based on his belief that cardiac events happen to older 

adults, perhaps due to the medical discourse of ageing, which involves decline and 

dependency (see for example, Dionigi & Son, 2017). Having experienced a cardiac 

event, long before what Tom considers to be at an age-appropriate time, had resulted in 

reflexivity, involving a questioning and re-thinking of his identity. One example of how 

Tom has examined his own feelings and motivations is demonstrated in his attitude to 

work, adjusting his work/life balance, and how he feels about what has happened to him: 

I think my attitude towards works changed erm, so cutting my hours down [to 

part-time] has probably come at a good time. Er, before the heart attack I was 

pressing on to kind of advance myself within the company, well now it doesn’t 

have much relevance… It’s been a pretty rough ride, especially over the last 

kind of year, 18 months. I’m kinda thinking I’ve had me share now, let someone 

else kinda have the fun for a while. 
 

Such conscious consideration of one’s position coheres with Bury’s (1982) 

conceptualisation of the phases of biographical disruption, as noted previously. 

Reflexivity following a serious health problem as in the case of a cardiac event, seems 

to have promoted thoughts about mortality, bringing conscious thought to the 

vulnerability of life. In addition, the use of the words ‘immortal’ and ‘immortality’ were 

included in the descriptions provided by a number of participants. Explaining how she 

has reflected on life following her cardiac event, Sandra stated: 

Because I’d not experienced health problems I’d taken it [my health] a little bit 

for granted. So, I’m probably a little but more aware of my immortality and that 

actually if I don’t do things now to erm… I’m very lucky to have had this stent so 

I need to try and improve various [aspects] around my own wellbeing, to sort of 

keep what I’ve got [the stent] working fairly well. 

 
 
 

Linking specifically to the psychological distress experienced by some patient- 

participants, some spoke of the expected appreciation and positivity surrounding life 

following serious ill-health against the reality of how they felt: 
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I was thinking that after the operation I’m gonna appreciate more things, I’m 

gonna be happy that I went and I survived but it didn’t happen. I’m pretty sure 

it’s gonna come soon, I think I’m in the stage right now, cause to be fair, I don’t 

know you probably can’t tell, people can’t tell when they talk to me but all this 

situation that got into my head really hard, really hard and I think I’m slowly 

starting to [be] getting out of it (Adam/40 years old/patient). 

 
I haven’t changed for the positive I’ve found myself... I want to put... I want to 

look upon as life’s too short and grasping every moment… but at the same time 

I’m kinda struggling to fully realise that er, physically I feel fine, it’s mentally. I’m 

struggling (Tom/43 years old/patient). 

 
 
 

Interestingly, psychosocial recovery appeared much more challenging than the 

corporeal, particularly in younger patient-participants. Long term ill-health appears to 

have impacted working-age patient-participants in many ways. Most notably, social 

positioning has been affected by impairments to the bodily hexis and the capital held. 

One aspect of this is encapsulated by patient-participant Sandra, aged 58: 

Trying to earn enough money to er you know pay my way and keep a roof over 

my head etc. So that weighs quite heavily at the moment with the change in my 

health, cause I don’t have the earning capacity to er, that’s altered a lot in the 

last year. 

 
 
 

The psychosocial recovery was also marked by things that evoked memories and 

reminders of the cardiac event, which seemed poignant to both patient-participants and 

significant others: 

She [partner] did the laundry and she used the same detergent we were using 

when I was in hospital. When I smelled it I felt sick, I didn’t puke but it was so 

weird ya know, all the memories came back from the hospital (Adam/patient). 
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Especially when there’s hot days and he’s around the house for example 

without the t-shirt and you can see [the surgery scar] all the time [touches her 

chest] not only in the evening [when undressing] (Vera/significant other). 

 
 
 

Having examined some of the aspects relevant to the psychosocial dimensions of 

recovery and as noted by Vera’s comment, other people are also part of one’s recovery 

journey. Thus, the influence of others will be discussed in more detail in the sub-section 

that follows. 

 
 
 

6.4.3 The influence of other people in the recovery journey – “I’d like him with a 

new heart” 

 
Other people have been a significant influence on every stage of the cardiac patient 

journey and their impact on recovery was a notable feature of participant data. As noted 

in section 6.4.1, one participant suggested that despite being in the early stages of 

recovery following CABG surgery, he felt that he could do a lot more than other people 

in an analogous position, and comparisons to others provided buoyance to his own 

recovery journey: 

I mean, the old boy I stand and talk to he’s here [at CR], he had his operation er 

a month before me. I know he’s a little bit older than me, but I feel as though I’m 

light years in front of him (Simon/73 years old). 
 

Relatedly, Bourdieu (2000) indicated that evaluative judgements of other bodies can help 

to achieve social importance, both in the one’s own mind and in the eyes of others. 

Furthermore, being able to reflect on one’s position may provide perspective, through 

what Bourdieu (1992, p.126) described as “conscious deliberation”. Moreover, it would 

appear from this study that the contrasting of views of or perceived impact on other 

people as part of these deliberations is beneficial to the process. Indeed, the gaining of 

perspective through the influence of others has been demonstrated in the current study 
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at every point along the cardiac patient journey. Another important factor relevant to 

recovery is symbolic capital, which may be accumulated through recognition of a ‘good 

recovery’ by others, including fellow patients, significant others and indeed, anyone. 

 
 
 

Significant others are likely to be an important part of participants’ deliberations, either 

as part of the conversation or internalised through the patient’s thought process. 

Significant others themselves may experience an opportunity for their own reflection, as 

indicated below, when Pam talks about how her husband had progressed through CR. 

Having previously emphasised their combined positivity about keeping active, she 

described how she wanted to protect him and tried to support him: 

Jo: What do you think would be his next steps, what would you like to see 

happen? 

Pam: I’d like him with a new heart (laughs) I don’t know, I think the rehab now is 

for 12 weeks extended for 12 weeks [phase IV CR]. Um and then he used to do 

tai chi so I think when the rehab stops he’d go back to the tai chi, and then 

perhaps swimming. But because this is his second, third heart attack I don’t 

want him to overdo it. That’s why I say if it’s freezing cold, they say don’t go out 

after a heavy meal and don’t if it’s really cold, layer up cause you know what it’s 

like out there, you know yourself don’t you so yes. 

Jo: What would be too much for you, when you say you don’t want him to do 

too much, what would that be? 

Pam: Going out in the freezing cold, being what I call bloody minded excuse my 

French and you know when people say to you ‘oh you can’t do that you can’t’ 

you’re thinking ‘yes I will’. I can understand that, but when you’ve got a heart 

condition you’ve got to be sensible haven’t you. You’ve got to be sensible 

otherwise you’re a dead hero aren’t you for being bloody minded (laughs). 
 

Pam’s closing line in this exchange fittingly demonstrates how she feels about her 

husband’s attitude to life, reflecting his military background and their life as a military 

family, which as highlighted previously, may still be demonstrated in the habitus and 

bodily hexis many years later. 
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The word ‘mollycoddle’ (defined as “to treat with an excessive or absurd degree of 

indulgence and attention”; Merriam-Webster, 2021a) was mentioned several times by 

both patient-participants and significant others. As discussed in the literature review and 

in the theoretical framework, language and meaning are relevant constructs within 

Bourdieu’s theory, and in this case the use of a phrase that can also relate to an 

‘effeminate man’ (Merriam-Webster, 2021a), runs contrary to the masculine identity 

discussed previously. This tension was captured by significant other, Pam: 

“I think I try and mollycoddle him and he doesn’t like that; it’s a man thing isn’t 

it?” 
 

However, despite displays of dominant masculinity throughout the cardiac journey, 

particularly by the older men in the study, and an acknowledgement by their female 

partners, the impact of ill-health appears to create an underlying power exchange within 

some long-term relationships (see Bourdieu, 2001), with women dissuading their 

(patient) spouse from undertaking their typical tasks or the (patient) man assuming 

greater home responsibilities whilst their partner increases work commitments, resulting 

in an overlap of field boundaries (e.g. domestic responsibilities). Mark provides an 

example of how he feels his wife had become the gatekeeper to his recovery in his 

explanation of wanting to ‘get back to normal’ and what this would involve: 

I want to be able to take the dog out whenever I want to really, and erm for as 

long as I want. But er a limiting factor to that is Pam [wife] being wary of letting 

me out too early, and too far, if you know what I mean. So, once she’s happy 

with that and the way I’m progressing I should be able to get out. 

 
 
 

This desire to protect and ‘mollycoddle’ appears to relate to the significant other fearing 

what might happen to the patient, linked to the lack of control of the situation that they 

experience: 

“I can’t control it, can I? I just have to hope and pray that he’ll be alright” (Pam/ 

significant other). 



244  

Further significant others found that being involved in patient appointments helped allay 

some of these fears, as noted in section 2.4.4.1 of the literature review (see Birtwistle et 

al., 2021a). As also discussed earlier, other people can provide support and 

encouragement to the patient, which can assist recovery (see for example, Kristofferzon 

et al., 2008). In this study it tended to be the older couples who had been in a relationship 

for several years who attended cardiology and CR appointments together. Significant 

other Pam, explained how it was important for her to be there for her husband during his 

health care appointments: 

I was there yeh cause you’re with each other [there for each other], nobody can 

know what it’s like [having a cardiac event], you can try and understand but you 

just can’t know can you? I was always there unless it’s something little 

(Pam/significant other). 

 
 
 

Concurring with the literature around gendered and spousal support and how this support 

may be differently available to men and women (see 2.4.4.1 of the literature review), this 

supportive approach was seen most strongly from married women directed towards their 

male spouses. However, it should be noted that the majority of patient-participants in the 

study were men, and of those, most were either married or had a long-term partner. In 

contrast, both men and women patient-participants of working-age tended to attend 

appointments on their own. 

 
 
 

The support of other people in broader terms during recovery can also take many forms. 

Some participants mentioned having engaged with social media support groups, finding 

these more appropriate if they were not comfortable attending in-person groups or 

discussing things with their partner, especially those experiencing a lengthy psychosocial 

recovery. Others were continuing to be active through re-engagement with previous 

social activities (such as a tennis club, swimming and golf), or had sought out new group 

exercise opportunities: 
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I wanna carry it on because it gives that bit of camaraderie with the lads there, 

and it’s a good afternoon in the gym doing good things (Mark/patient). 
 

Those patient-participants seeking or returning to exercise opportunities were those who 

had displayed an active habitus prior to the cardiac event and who wished to continue to 

restore their social capital, something many had also found beneficial whilst attending 

CR. This corresponds with research (see for example, Doiron-Maillet & Meagher- 

Stewart, 2003; Kristofferzon et al., 2008) highlighting how the camaraderie provided by 

group exercise can be beneficial to both men and women, and how this support may 

assist with maintenance of lifestyle changes and recovery following a cardiac event. 

Concomitantly, ‘camaraderie’ was a frequently noted term used by those participants 

who had served in the military, and their significant others, when describing the informal 

support that they felt was beneficial during their forces career. Owing to its significance 

in the recovery journey of several participants, the intersection of the military habitus with 

the recovery journey is discussed further in the sub-section that follows. 

 
 
 

6.4.4 The recovery march – “you’ve got to be sensible otherwise you’re a dead 

hero” 

 
Following the discussion on the military habitus and how this may influence the approach 

to symptoms (see section 6.2.3) and the uptake of and adherence to CR across all sub- 

sections, this habitus is also relevant to recovery following a cardiac event and thus will 

discussed in greater detail here. 

 
 
 

Whilst social mobility may be assisted by a military career (Cooper et al., 2017) and may 

result in symbolic capital, particularly at higher ranks, the loss of status that can occur 

upon leaving the forces can impact on identity (Williams et al., 2018b). The capital held 

in the military field may or may not translate into new fields (Cooper et al., 2017), and 

the ability of the individual to mobilise these resources to good effect is important to 
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successful transition. There is a likelihood that hysteresis, the mismatch between the 

habitus in one field and the habitus required in another, can occur. In their study of 

military masculinity and transitions to civilian life in Korea, Lee et al. (2017) found that 

some of the characteristics identified above, such as physical strength and autonomy 

(see section 6.2.3), were used to reinforce usefulness in the workforce, which may be 

helpful during recovery and the return to the workforce following their cardiac event in 

those of working-age. Perhaps in a reflection of the enduring agentic nature of the military 

habitus, the data gathered from interviews and observations in the current study 

indicated that each participant had used the capital they held when moving into civilian 

life and thus had the opportunity to try and adjust to this new field. Bourdieu (2000, p.161) 

suggested that more minor adjustments may be overcome through “adaptation”, and 

perhaps the selection of more ‘familiar’ occupations and/or colleagues and hobbies assist 

in this process, as identified by Mark, when he stated that the job roles he took were 

mainly with “ex-servicemen”. Additionally, as it had been some time since participants 

had left their military employment and in the knowledge that some had other jobs before 

joining up and all had adapted to civilian life, ex-forces participants had become 

accustomed to adjusting to transferring their capital into new fields, perhaps several times 

in life. Therefore, the introduction of the new fields and changing practices as a result of a 

cardiac event may not be experienced as daunting, perhaps even occurring below the 

level of consciousness (Wacquant, 2011), for someone with a military habitus. 

 
 
 

Traversing the social space in this way may have provided those with a military habitus 

with a ‘sense of the game’, providing an understanding of fields and the social world 

(Bourdieu, 1977). Although not unique to the military, dispositions which sit well within 

the fields of health care and CR, such as the ability to follow instructions and strength of 

character, and the potential for base capital resources, such as knowledge and 

experience derived from exposure to different PA opportunities whilst serving (see 
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Swartz, 1997), may enable those with a military habitus to adapt to the life changes 

caused by ill-health. Thus, enabling them to make decisions deemed ‘sensible’ following 

a cardiac event, and commensurate with ‘getting on with life’ as part of recovery: 

I’d had an event I wanted to get back to being better again. If I didn’t do 

anything like that I’d have just come home here and perhaps wallowed a bit, in 

what was wrong. Where that [attending CR] gave me the confidence to get on 

with life, and you’re meeting other people who’ve got the same problems and 

you can chat about it all…and the staff are absolutely brilliant (Mark/patient/ex- 

forces). 

 
 
 

The quotation used in the title to this sub-section is taken from an interview with the 

significant other of an ex-forces patient-participant, featured in sub-section 6.4.3, and 

captures that despite the perceived benefits of the dominant masculinity associated with 

military life, the significant other perceives these characteristics to be ‘useless’ if not 

adapted in the face of ill-health. If such adaptation is not made, the result might well be 

a “dead hero”. 

 
 
 

Moreover, whilst those with military backgrounds may possess body schema relevant to 

uptake and adherence in CR, the recovery journey following a cardiac event may provide 

some conflict with the typically masculine dominated habitus of those who have served 

in the forces (see Higate, 2003; Lande, 2007). Many militaries around the world 

perpetuate the notion of those who serve being “real men” (Enloe, 1988, p.91), and the 

social construction of military masculinity defines the culture and hegemonic masculinity 

norms within the forces (Bulmer & Eichler, 2017). Such norms and attributes can become 

embodied (Cooper et al., 2017; McSorley, 2013), becoming part of the habitus as second 

nature, such as obeisance to doxa. Higate (2001) identified how this includes a particular 

masculine gender ideology associated with military life, one where with not admitting any 

emotional needs is valued. Such gendered perspectives relating to symptoms were 
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explored further in section 6.2 and are relevant to recovery in re-thinking and reconciling 

biography post cardiac event. Aspects of renegotiated embodiment were notable in 

section 6.4.2 above, where the expectation of life affirmation following a cardiac event 

had not occurred and instead there remains a pervasive psychosocial aspect of recovery 

detached from physical recovery, which has been difficult to realign. 

 
 
 

Certain aspects of the military habitus that appear important to the transition to civilian 

life, may also have relevancy to recovery. The sense of belonging and camaraderie that 

military life provides, which has been highlighted by participants and mentioned at 

several points along the journey, can be lost upon leaving the military (Williams et al., 

2018b). Williams and colleagues noted that a modified military-self may develop, which 

supports the identity shift experienced when leaving the forces. Two of the ex-military 

participants in the current study had constructed their new identities by engaging in 

familiar activities via joining the Territorial Army and the Military Vehicles Trust, alongside 

associated hobbies such as radio communications. Along with the maintenance of forces 

friendships through the years, activities like these have been shown to be helpful in 

promoting continued camaraderie and peer support (Caddick et al., 2015). Discussing 

how he feels about army life and particularly his comrades, Mark stated: 

I had no idea what I’d be doing if I didn’t go [in the Army] erm but it really was 

the best thing he [his father] did for me. I’ve had a thoroughly enjoyable life in 

the army, and Pam [wife] will tell you now, I’m still army barmy in lots of ways, 

and I have lots of colleagues of mine who are the same age as I am, erm peers 

of mine that erm I still keep in touch with. 

 
 
 

Perinbanayagam (2000) described the desire to continue with associated hobbies as a 

component of ‘associative identification’, providing a continued feeling of insider status, 

where others who are ex-military can share stories and have a collective sense of 

understanding. Participant observations also revealed “materialistic identification” 
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(Perinbanayagam, 2000; see also Williams et al., 2018b, p.818). This was noted in the 

current study where participants were observed to be wearing forces branded t-shirts 

and displaying car stickers from forces charities or of regimental badges. These aspects 

are similar to the findings in a study conducted on Royal British Legion members by 

Williams et al. (2018b), giving ex-services personnel the opportunity for conversation and 

camaraderie in public settings. This enables the maintenance or accrual of social and 

cultural capital, which can be important to recovery, as identified in the previous sub- 

section. 

 
 
 

The desire for social contact featured in many conversations with ex-forces participants 

and in some cases related to every aspect of life prior to, during and after being in the 

military. Neil for example associated his loneliness with unhappiness, with his social life 

both during and prior to his military career something he explicitly talked about. With 

camaraderie highlighted above as an important part of life during and post military life. 

Following Neil’s cardiac event, his desire to be around others appears to have been one 

of the main driving forces behind his attendance at CR and his interest in continuing 

exercising with others thereafter as part of his recovery: 

I like being around people anyway it’s a good excuse to come out and see 

people, have a laugh, wind some people up, learn summink [something]. 
 

Not only may attending CR and continuing to exercise with others support social capital, 

but it may also support physical and cultural capital, the latter indicated in Neil feeling 

that he may learn from engaging in group exercise. He relates his desire to keep active 

as a way to “kill time” which he associates with mental strength and the sense that being 

fit makes him feel better, linking back to his time in the forces and the military habitus 

that he developed. 
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On a final note, it is important to mention that there are no contrasting women’s military 

experiences displayed here as there were no women in the study who had served in the 

forces or who had family experience of this. 

 
 
 

6.5 Summary of the results and discussion 
 
 

This chapter has taken a temporal journey through the cardiac patient journey. Beginning 

with symptoms leading to the cardiac event, there were two themes which provided 

interesting and important discussion points. Firstly, the material conditions and personal 

biography of patients seemed particularly relevant in one’s decision making upon 

experiencing such symptoms. Secondly, significant other relationships assisted patient- 

participant decision making. Additionally, knowledge about the patient’s past 

experiences and perspective on the present the significant others holds can aid patient- 

participant reflexivity. Following on, section 6.3 examined the influences on CR uptake 

and adherence. As relational concepts, habitus, capital and field converge in this section 

to highlight the initial impact of a cardiac event. The triad of concepts can assist in 

explaining what may guide one’s decision making, how the field of CR has been 

navigated, and the relevance of dispositions towards health seeking behaviours and PA. 

Finally, this section closed by discussing the influence of other people on patients’ uptake 

of and adherence to CR, and specifically identified the value of shared lived experience. 

Sharing such experience can assist with cogitation and ultimately support decision 

making, beneficial when the unfamiliarity of fields causes hysteresis (Bourdieu, 1990a). 

The final section discussed recovery, and highlighted the corporeal and psychosocial 

dimensions of this process. Headlining psychological distress as significant and 

persistent in the recovery journey, particularly in those of working age, highlighted the 

enabling and constraining factors associated with the habitus and the struggle to gain or 

regain social position. Whilst, other people, and the military habitus were also notable 

influences on uptake and adherence, both also played a significant role in the recovery 
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journey. The habitus of the patient and influence of others had both an enabling and 

constraining impact, in defining what constituted recovery and ‘normal’ following a 

cardiac event. 

 
 
 

From a theoretical perspective, reflexivity provides an opportunity for the structures of 

the habitus to be explored, through an appreciation of how one views the social world, 

where one might feel they ‘fit in’, and in considering identity in response to ill-health. The 

process of reflexivity may give rise to reconsideration of the ‘rules of the game’ within 

social spaces. In accumulating further capital through, for example improved knowledge 

about the management of one’s health condition, the ‘sense of the game’ may also be 

enhanced (see Bourdieu, 1977; Christoforou, 2018), resulting in adaptive practice. This 

opens the dialectic between the body and its relation to social meanings and the 

influence of the body mediated by one’s reflection (Shilling 2010). In this way, those 

deemed weakened by ill-health, or influenced by the gendered attitudes associated with 

acceptable practices, for example, may feel empowered to challenge stereotypes and 

challenge the doxa. This moves Bourdieu’s theory on from the criticisms of being overly 

reliant on social conditions and thus determinism (Thomson, 2005; Yang, 2014) it has 

faced. It does so by acknowledging that change can be effected by “practical efficacy” 

and the capacity for reflection, not just the social conditions and nomos within fields 

(Shilling, 2010, p.481), particularly in times of biographical disruption caused by a crisis 

such as a cardiac event. 

 
 
 

All findings discussed in this section are of course shaped by the Covid-19 pandemic, 

the impact of which on the methodology, health care and the social world as a whole has 

been touched upon throughout this thesis. One example that helps to illustrate this 

impact relates to Sandra, a patient-participant who decided to move in with her partner 

during the pandemic. This appeared to have largely been driven by the circumstances, 



252  

with her experiencing feelings of isolation and vulnerability about living alone in a rural 

area. Moving house enabled her to be closer to sources of support, notably a significant 

other, and to emergency health care, and this was a move encouraged by her wider 

network of significant others. More generally, those participants who valued social 

connections felt these had suffered due to imposed restrictions during the Covid-19 

pandemic, and fears about vulnerability due to their ill-health. This study identified a 

sense of lost or stalled capital, which could not be enacted in fields. There were difficulties 

in continuing the practice developed from CR, such as engaging in regular exercise. 

Additionally, furloughed employment, inability to pursue hobbies, travel restrictions, and 

loss of wider family interaction were all influential to the sense of stifled recovery, which 

may have wide reaching consequences for cardiac patients and their significant others 

in the future. Given the emerging research landscape around Covid this is an original 

finding. 

 
 
 

This chapter has highlighted some of the important findings from this study. Through the 

use of Bourdieusian theory, the various and complex socio-cultural influences on the 

cardiac patient journey have been explored both adding to existing literature and adding 

new insights. The final chapter in this thesis, the conclusion, will now bring together all 

that has been discussed and close this study. 
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Chapter Seven: Conclusion 

 
 
 

This thesis has engaged with ethnographic methods to study in-depth the social and 

cultural influences on exercise and health along the cardiac patient journey. The research 

objectives for the study were to: 

1. Undertake a critical review of the issues surrounding cardiac events and uptake 

and adherence in exercise-based CR, particularly in the UK 

2. Explore aspects of habitus, capital and field in adult cardiac patients and their 

significant others, and how these may influence practice along the patient journey 

3. Explore the intersectionality of age, gender and social class in relation to the 

cardiac patient journey 

The examination of the data and application of theory in this thesis have generated 

interesting themes pertinent to the aim and objectives stated above. This study has applied 

a Bourdieusian lens in the exploration of some of these aspects, which have not been 

examined in detail in the extant literature. This particularly pertains to the role of material 

conditions and personal biography, the importance of the resources one possesses, and 

how those aspects combine to guide one’s actions within a social space. The research 

design afforded in-depth analysis of embodied experiences, narrated by the participants, 

who have experienced the cardiac patient journey either as a patient or as a significant 

other of a patient. 

 
 
 

This final chapter brings together all the discussions that have taken place in the previous 

six chapters, drawing out and highlighting salient points relevant to the aim and objectives 

that guided the study. The chapter also examines how this study contributes to the existing 

knowledge base in the sociology of health and illness, its intersection with the sociology of 

sport and exercise, and the importance of integrating these novel perspectives with 
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traditional bio-medically driven discourses. The chapter concludes with a discussion of the 

limitations of the study, both methodologically and theoretically, together with potential 

avenues for future research. 

 
 
 

7.1 Summarising the key research findings 

As discussed in chapter two, the association between PA and health has led to the concept 

of exercise as medicine (see for example Pullen & Malcolm, 2018; Sallis, 2009). 

Medicalised exercise interventions aimed at assisting the management of health conditions 

have become commonplace in the UK, and the most prominent of these is Exercise Referral 

(Henderson et al., 2018). By extension, exercise-based CR forms part of a specialised NHS- 

led pathway designed to assist in the management of CHD, and the reduction of secondary 

events and hospital readmissions following a cardiac event. The notion of regarding 

exercise as a form of medicine has been criticised for the production and reproduction of 

the discourses of restitution, decline and dependency that so often surround ageing and ill- 

health, and for perpetuating a culture of responsibilisation. These discourses tend to 

conceptualise exercise as a choice, and lay the blame squarely with the individual should 

they fail to live an active lifestyle (Malcolm, 2014; Williams & Gibson, 2018). The concept of 

exercise as medicine often fails to consider the negative features of the approach, such as 

risk of injury and exacerbation of social inequalities, and downplays the potential 

significance of socio-cultural influences on health, illness and exercise participation. 

 
 
 

Despite the NHS-led approach to CR following a cardiac event, uptake of CR has 

persistently been in the region of 50 percent of eligible patients, and of those attending there 

are also concerns with adherence. Having initially set out to focus on uptake and adherence 

in CR, it became clear early in data collection that CR can be situated in the context of the 

wider cardiac patient journey, and should not be viewed in isolation from the patient’s life 

lived prior to the onset of symptoms; complex recovery experiences also combine to form 
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this journey.  

 
 
 

Commensurate with the deductive elements of the study highlighted in the methodology, in 

order to make sense of the data, a suitable theoretical framework was required, which would 

enable the objectives to be appropriately explored. The theoretical framework offered by 

French sociologist and philosopher, Pierre Bourdieu, provided a powerful lens through 

which to explore important socio-cultural influences on the cardiac patient journey, including 

the issues surrounding uptake and adherence in CR. The limitations in employing this 

perspective are discussed later in this chapter. 

 
 
 

Chapter six brought together the results and discussion in three sections, presented as a 

temporal patient journey that moved from recognition of, and the approach taken to, 

symptoms through to CR (non)participation and then on to recovery (post-CR). Use of the 

Bourdieusian theoretical framework enabled the exploration of the key concepts of habitus, 

capital, field and practice, as well as some of the other aspects of Bourdieu’s conceptual 

framework including doxa and illusio. 

 
 
 

Section 6.2 examined how patients and significant others approached the cardiac 

symptoms that were experienced. Autonomy and control as sub-concepts of the habitus 

constituted a prominent part of the discussion, where patients had departed from the 

prevailing doxa and taken control of when and how to seek help for their symptoms. 

Decisions about seeking help were based most frequently on social position, typically 

related to capital and positioning within certain fields, such as employment. Informed by 

material conditions and personal biography, both primary and secondary habitus were 

found to be influential in guiding action (see also, Grenfell, 2014). For instance, a family 

background that involved caring responsibilities tended either to lead a patient to delay 
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seeking help, or to propel their swift accessing of health care, with the complexity of these 

circumstances guiding which of these routes was taken and when. Relatedly, significant 

others were also shown to be an important influence in recognising the severity of symptoms 

and the effect on their loved one, almost as a reflexive and conscious counter to the pre- 

reflexive habitus-guided reactions of the patient. These discussions on significant others 

add novel findings to the existing literature (Koren et al., 2018; Mackie et al., 2018) on family 

engagement in the patient journey. As demonstrated in this study, the engagement of family 

can have benefits for both the patient and the significant other, such as encouragement to 

seek immediate help for symptoms. Family influence is not, however, always beneficial, and 

significant others may feel a lack of control of the situation and ‘mollycoddle’ the patient, 

potentially constraining the recovery journey. The influence of others was a significant 

theme featuring in each phase of the cardiac patient journey. 

 
 
 

As part of the habitus, masculinity was also found to be an important aspect of health care 

decision making amongst male patients and their significant others, with both embodied 

tendencies and masculine ideals relevant to the demonstration of strength and not showing 

of weakness (see also, Connell, 1995). This was a notable finding in the data in relation to 

military habitus and military masculinity, apparent in the embodied experiences of those 

with who had served in the Armed Forces. Again, this was an aspect salient to every stage 

of the patient journey. 

 
 
 

Finally, the exploration of the significance of place beyond the physical environment was 

important in acknowledging socio-cultural dimensions as significant influences on symbolic 

space/place. This was particularly salient to the current study owing to the rurality of the 

area where the research was conducted, and the relevance of symbolic and physical 

geography to the perceived accessibility of health care. The significance of space and place 

in relation to health care decision-making, and particularly the cardiac patient journey, has 



257  

to date been under-researched and also features in aspects of the discussions on CR and 

recovery. 

 
 
 

Section 6.3 explored patients’ and significant others’ experiences of CR in order to 

investigate in-depth some of the reasons why participants felt in a position to accept or 

decline the offer of CR. The biographical disruption (Bury, 1982) experienced as a result of 

a cardiac event was evident in shaking the habitus and bodily hexis. Indeed, even the 

deepest dispositions can be difficult to hold together in crisis situations, which may influence 

one’s ability to change (Bourdieu, 2000). In cases where a period of reflection, and in some 

cases reflexivity, had taken place following hysteresis, this was found to be helpful to the 

consideration of the compatibility of the habitus to the fields of health care and CR. This 

also indicated that when CR had been offered early post cardiac event, the response was 

likely to have been pre-reflective, particularly where the information provided about CR was 

minimal, unclear or not understood by participants. Importantly, reflexivity is not a universal 

notion. Its relation to privilege denotes that those with less power (the working class, for 

example) may be limited in both the perceived control of life and the options available in a 

given situation (Telling, 2016). The study indicated that for some patient-participants 

decisions guided by second nature (in Bourdieusian terms) involved little reflection. In 

instances that involved reflection on whether to attend CR by patient-participants, the 

possession of capital assisted in decision making, which concurs with a Bourdieusian CR 

study conducted by Angus et al. (2018); for example, social capital to support group 

interactions, and economic capital to support travel expenses. 

 
 
 

As Bourdieu reminds researchers, to understand a field one should appreciate that each 

has its own logic, and CR is no exception. Being able to map out the forms of capital which 

are at stake, understanding the habitus and doxa that are displayed by those in the field, 

and considering what practices develop as a result, will assist in gaining a grasp on the 
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pertinent features that have assisted in successful navigation of the field (see Veenstra & 

Burnett, 2014). In conducting an analysis of the different fields, it was possible to investigate 

features of the subjective aspects and objective structures within the social space 

(Bourdieu, 1998). This linked to findings that strongly suggested requisite amounts of capital 

could assist entry into the field (relevant to uptake of CR), and continued availability of 

capital (cultural capital via education, for example), could assist in the positioning within the 

field (relevant to adherence to CR). 

 
 
 

Exploration of the data demonstrated that there were different capital and social positioning 

concerns based on the age, gender, and social class of the patient-participant. For example, 

the concerns of those who were of working-age were largely driven by social status and 

economic capital, where the fear of disruption to employment or loss of earnings were 

reported as reasons for declining or not adhering to CR. Whereas those with distinct 

personal identities, often related to gender and social class, such as ‘head of the family’ or 

main carer, sought to maintain their social positioning within these fields. Often this involved 

engaging with CR so that they could regain control of their bodies, but also in some cases 

declining to attend so that their position was not perceived as jeopardised. 

 
 
 

Dispositions, which relate to the schema within the habitus, were also relevant to the 

discussion of uptake and adherence in CR, and link to embodied cultural capital, involving, 

for example the interests, tastes and knowledge one has. Connell and Mears (2018) argued 

that cultural capital is related to social status and mobility (therefore relevant to social class), 

thus, commensurate with Bourdieu’s perspective, the more valued the resource, the greater 

the distinction (Moore, 2014). Indeed, congruent with Bourdieu’s (1986) analysis, it was 

clear from participants’ accounts that deeply embodied cultural capital can act like a habitus. 

As part of this, dispositional inclinations that supported PA and help-seeking behaviour were 

found to be durable in study participants, even being re-enacted in the face of ill-health. The 
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same was also true in reverse, where those dispositionally disinclined to engage in PA or 

health practices were generally unlikely to significantly alter their practice away from age, 

class or gender expectations. Linked to the discussion on capital above, this was especially 

the case where social dignity was felt to be threatened by engagement with a new practice. 

 
 
 

In section 6.4, the insights pertinent to recovery were discussed. These involved the 

corporeal and psychological dimensions of recovery, which highlighted the feelings of body- 

mind separation that can occur as the result of ill-health (Evans & Crust, 2015). Such 

recovery was found to be particularly challenging in younger working-age participants, who 

expressed difficulty in grappling with what had happened to them against the discourses 

surrounding ageing, health and illness. Common health discourses assist in developing 

beliefs within society of what a body should look like and be able to achieve (Wray, 2010). 

Whilst the consideration of physical capital and embodied cultural capital assisted in 

attending to the bodily aspects of recovery, there was an emotional dimension to each 

aspect of the patient journey, related to the feelings reported by participants, and particularly 

in relation to other people. 

 
 
 

The discussion concerning the influences on recovery also featured the Covid-19 pandemic. 

Significantly, patient-participants described the socio-cultural impact of the pandemic on 

their recovery journeys. Newly acquired, or enhanced capital gained as a result of 

engagement with CR, became superfluous, without access to fields within which to deploy 

these resources. Alongside this, important elements relating to social position were also 

affected through restrictions which resulted in employment furloughing and severely limited 

social contact. The evocative descriptions of stalled and stifled recoveries provided 

particularly novel insights in a new and evolving area of research, concerned with the wide-

reaching socio-cultural impacts of the pandemic. 
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7.2 Limitations of the study 

This section acknowledges some of the theoretical and methodological delimitations and 

limitations of this research. 

 
 
 

7.2.1 Theoretical limitations 

Whilst Bourdieusian perspectives provided a useful theoretical lens through which to 

explore the data, there were limitations to its use. Some criticisms (see for example, Mottier, 

2000; Neveu, 2018; Thomson, 2005; Yang, 2014) of Bourdieu’s work were discussed in 

section 3.9 of chapter three. Structural determinism was one the major criticisms (Yang, 

2014) levelled at Bourdieu’s theoretical framework, suggesting that this did not adequately 

allow for change, relying heavily on structural aspects and leaving little room for individual 

social agency. However, Bourdieu (1998) rejected this critique and suggested that because 

social change was such an integral part of his theory, this aspect did not need to be made 

explicit (Hardy, 2014b). Resultingly, he made more unambiguous attempts to demonstrate 

how change was possible within his theory, in his later works (Bourdieu & Wacquant, 1992). 

Whilst the study findings do indicate the heavy influence of structural elements, aspects of 

the data have demonstrated - through the theme of material conditions and personal 

biography, the interplay between structure, agency and change. 

 
 
 

Relatedly, a further criticism of Bourdieu’s theory relates to his use of reflexivity, which he 

discussed largely in relation to research, but also in the context of times of crisis. Whilst a 

cardiac event may be considered a ‘crisis’, the significance of reflexivity in everyday life is 

downplayed (Mouzelis, 2007). Indeed, life is messy, and navigating the social world may be 

aided by reflexivity. In the same way that the determinism of Bourdieu’s theory was 

highlighted due to its reliance on structure, the focus on past experiences neglects the 

importance of the present situation when one reflects, which enables one to ‘weigh things 

up’ (Lahire, 2011). This is relevant, because decisions made about cardiac symptoms are 
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unlikely to be the same as decisions made about going shopping for example. Importantly, 

reflexivity will not be experienced in the same way from person to person, and material 

conditions and personal biography are highly relevant to the appreciation of how the agency 

within reflexivity is conditioned by class (Lahire, 2011). 

 
 
 

A gender-related critique could also be directed at the minimal attention Bourdieusian theory 

pays to gender (Mottier, 2000), which was a frequently discussed notion within the thesis. 

In recognition of this, several feminist theorists have worked with and/or developed 

Bourdieu’s theory (see McCall, 1992; Skeggs, 2004; Thorpe, 2009; Olive & Thorpe, 2011). 

Had this study opted to, elements of the developed theory could have been utilised to 

provide more nuanced layers of understanding in relation to gender and power relations. 

 
 
 

The final criticism of Bourdieu’s theory is the lack of attention to the body, and particularly 

the emotional dimension of social interaction (Neveu, 2018), which is relevant given the 

study findings regarding the recovery journey of patient-participants. It is difficult within 

Bourdieu’s theory to situate these emotional aspects definitively: perhaps the logical place 

would be as an adjunct to social capital, or perhaps cultural capital, which would place it 

alongside physical capital generatively. Bourdieu considered everything to be relational, 

stating that “the real is relational” (Bourdieu and Wacquant 1992, p.72), and the application 

of Bourdieu’s relational logic assists in understanding how the key concepts correlate with 

one another (see Veenstra & Burnett, 2014). This debate underscores the importance of 

social interaction and how social others may serve to highlight the alternative dimensions 

and considerations of capital, and the ways in which it can hold value. 
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7.2.2 Methodological limitations 

There are inevitably limitations with any research design. The first limitation herein relates 

to the decision to conduct the study in one particular geographical area of the UK, which 

could potentially limit comparability with other NHS Trusts, cardiology services and CR 

programmes across the UK and beyond. Furthermore, although the area in question is 

geographically large, it is also rural in nature and relatively sparsely populated, rendering 

problematic comparisons with more urbanised areas. The choice of this geographical study 

area was based on both the availability of suitable CR provision and the proximity to the 

researcher’s location, the latter assisted in minimising project costs and maximising time 

efficiency. In terms of generalisability, the small-scale nature of the study should also be 

noted: within the area studied, only two CR teams (out of four in the county) were engaged 

in recruitment, and only two programmes (one from each team) were visited as part of the 

participant observations. An opportunity to conduct the research with the other two teams 

and across the other eight community-based CR programmes might well have provided a 

more extensive understanding of socio-cultural influences. It would, however, have been 

difficult for the researcher to gain a reasonable level of immersion in so many different sites 

during the same time period of fieldwork. Additionally, generalisability was not a primary 

intention of this study, although it was envisaged that aspects of transferability, which in 

Smith’s (2018) conceptualisation relates to how the results obtained might transfer to other 

settings, would pertain. It could be argued that the lived experience of the cardiac patient’s 

journey, discussed in this study, may resonate with others, especially given the low uptake 

of CR services across England, Wales and Northern Ireland. Additionally, NACR data 

appear to indicate that the majority of CR programmes operate similar programming 

features (BHF, 2020), such as group-based, face to face exercise sessions. This would 

suggest some degree of similarity across regions within the UK. In the hope that health 

professionals and managers working in cardiology and CR may draw parallels with their 

own experiences or situation and transfer the findings of this study, which may be beneficial 

to CR commissioning and service delivery in the future, the researcher to aimed to present 

the information in a way that is both accessible and invitational (Tracy, 2010). However, 
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whilst thick description allows for the painting of a picture, it is up to the reader to make 

connections between findings and contexts as appropriate to them (Tracy & Hinrichs, 2017). 

 
 
 

In section 5.4 the researcher reflected on her position within the research setting, including 

challenges in relation to the role assumed and her positionality. The researcher’s 

employment background meant that she was well suited to the topic of inquiry, something 

well-considered prior to undertaking the research. As time in the field progressed, staff, 

patients and significant others became more trusting of her researcher role, and her 

previous work-based experience of CR assisted with such acceptance. Without her CR 

knowledge, it would have been difficult to develop the rapport with staff, patients and 

significant others that was achieved. The insider-outsider position assisted in the quality 

and type of data that were collected. Whilst the methods selected for this study were highly 

applicable, they were not without limitations or challenges. 

 
 
 

The main challenge involved the first UK lockdown due to the Covid-19 pandemic, which 

occurred halfway through the data collection period. This could be regarded as a limitation 

in that it restricted the possibility of recruiting any further participants, required a change of 

data collection mode halfway through, influenced the degree of ethnographic immersion 

that was possible, and the lockdown context was likely to influence the tone and content of 

some conversations with participants, whose lives were inevitably affected by these 

circumstances. Restrictions on recruitment meant that greater diversity in the sample was 

not possible, particularly in relation to numbers of women participants and of those declining 

to attend CR. However, all patient-participants who had opted to attend CR had completed 

their programmes by the time the first lockdown occurred. Thus, the researcher was able to 

observe these participants in the settings as planned, without interruption, and to conduct 

the majority of first interviews face-to-face. In both cases (those attending and those 

declining CR), for the researcher to have met and spent time with the participants, before 
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the necessity to switch to virtual methods, was of substantial benefit in enabling the 

development of researcher-participant rapport, and thus the generation of rich, in-depth 

data. 

 
 
 

Extended periods of immersion were challenging throughout the fieldwork due to CR 

programmes only running for a finite period per patient (typically nine weeks), and the 

accessing of private spaces to conduct observational work being both difficult and 

advantageous, as discussed above (see section 5.7.1.1). Additionally, the level of 

ethnographic immersion was severely impacted by the pandemic and lockdown restrictions. 

Whilst details of the time spent in the field have been provided in the methodology chapter, 

it is important to note that there is “no perfect amount of time in the field that will guarantee 

rigor” (Tracy & Hinrichs, 2017, p.5). Rather, it is more about the data gathered and what this 

presents in terms of that being studied. 

 
 
 

The final point regarding methodological limitations relates to resonance, and the ability to 

portray participant accounts. There were so many evocative stories recounted by 

participants, capturing the complexities and vulnerabilities associated with the cardiac 

patient journey. The challenge was how to construct a narrative that did justice to these 

accounts, which was then enhanced by the researcher’s thoughts and the theoretical 

perspective. It was not possible to include all of the data, largely omitting data from two 

themes and amalgamating a third theme into another. Constructing accounts like this is an 

ongoing learning process for the researcher. 

 
 
 

7.3 Recommendations and implications for practice 

In this section some of the recommendations and implications for practice are presented. 

Should any level of transferability be achieved, the researcher would hope that Cardiology 
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and CR professionals and managers may draw parallels with their own experiences or 

situation, as noted above. In doing so, professionals may consider how sociological insights may 

be beneficial      to their future practice.  

 
 
 

The pandemic has provided both a pause to consider and necessity to try new things, and 

could serve to kick-start change (Babu et al., 2020). Whilst changes to CR programming 

such as making available different exercise modes, moving to different locations, and 

changing the timing of sessions, may make programmes more appealing to some, such 

changes may have a limited impact on others, without consideration for the desire or ability 

to navigate the field. Similarly, provision of online synchronous or asynchronous 

programmes may also be appealing to some, but not all. The impact of the pandemic on 

communication methods may benefit willingness to access virtual sessions and 

appointments more so than perhaps previously (Son et al., 2021). Thus, there is an 

opportunity to consider how CR is planned and delivered, whilst appreciating that more of 

the same, even when tweaked, is unlikely to create the fundamental change required.  

 
 
 

Patient-centred care should involve each patient being considered by health professionals 

in the context of their own journey, habitus, and capital resources held, in addition to the field 

of CR and how this may be navigated. This includes how a patient might be supported to 

adapt their bodily hexis and restore (or gain new) capital following the biographical 

disruption caused by a cardiac event. For example, as discussed in section 6.3.1, whilst 

introducing the idea of CR early may be beneficial for some, and indeed, whilst commencing 

CR early forms part of set national waiting time targets, the data in this study demonstrates 

how individualised the discussion and decision concerning participation can be.  
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Some of the recommendations for practice could include:  

• Health professionals asking the patient biographical questions and having 

conversations concerning the context in which the cardiac event occurred, 

working with the patient to personalise treatment and/or care plans. Furthermore, 

recording these conversations in patient notes, and revisiting such discussions 

often, for example at hospital discharge, CR clinic appointments, and consultant 

appointments.  

• Health professionals explaining CR clearly and in a way the patient understands, 

utilising what they know about the patient (from the above). In addition, trying to 

introduce the offer of CR at an appropriate time, and being prepared to revisit the 

discussion further along the patient journey. 

• Health professionals being prepared (and perhaps partner with other 

professionals/organisations) to offer and give equal recognition to multi-modal PA 

options, for example virtual sessions, indoor and outdoor face to face groups, 

home-based options, and walking programmes either individually or in 

combination. 

• Managers and policy makers considering more broadly what constitutes effective 

CR, for example incidental and leisure time activity being part of a programme. 

• Health professionals, managers and policy makers acknowledging significant 

others as a valued and influential part of the cardiac patient journey. This could 

involve for example engagement in appointments, and the option to undertake 

CR alongside the patient. 

• Health professionals, managers and policy makers acknowledging the influence 

of wider other people in the whole patient journey, and creating opportunities for 

things like buddying and peer mentoring. 

This is not an exhaustive list, but it is felt to be realistic in terms of what may be achieved 
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and is based on the findings of this study. It is acknowledged that change in a large 

organisation like the NHS can be difficult, and there are many factors involved, thus some 

of the aspects mentioned here are further discussed in the section that follows, 

concerning avenues for further research.  

 
 
 

7.4 Avenues for further research 

Despite the results of this study satisfying Tracy’s (2010) notion of transferability, as a 

result of evocative storytelling that may resonate in different arenas, as discussed above 

there is potential to study wider, alternative or comparative geographical settings and with 

a larger more diverse sample size (in terms of age or gender, for example). Although not 

an objective of the current study, research also indicates that ethnicity is an important 

factor in the cardiac patient journey. The lived experiences of individuals of different 

ethnicities undoubtedly warrant further attention, especially as ethnicity is likely to be an 

important intersecting factor alongside age, gender and social class in terms of uptake and 

adherence to CR, and the cardiac patient journey as a whole. Additionally, there are also 

other social positions, sexual orientation for example, that may be valuable avenues for 

further research in the cardiac patient sphere. 

 
 
 

Contrastingly, it may be beneficial to explore a specific population group. One example 

with relevance to the findings of this study relates to working age adults. As highlighted 

in section 6.3.1, social position and the struggle associated with positioning following a 

cardiac event, can be influenced by different factors in those of working age. Aspects 

such as employment precarity and family responsibilities for example. Given that the 

average age of those currently attending CR suggests that younger adults and those 

more likely to still be in employment are less likely to attend, research with working age 

adults may be an important angle for the future.  
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Whilst Bourdieu himself explored sport only relatively briefly (Bourdieu, 1978; Bourdieu, 

1988), the wider application of Bourdieusian perspectives in the exploration of health 

care decision making, exercise participation and CR cannot be overlooked. Despite the 

concepts having been discussed together in this study, the abstraction of one specific 

Bourdieusian concept is notable in the extant literature, such as a focus on habitus (see 

for example, Bathmaker, 2015; Scott-Arthur et al., 2021). Whilst separating the concepts 

is difficult to do, as they relate to one another (Costa & Murphy, 2015; Grenfell, 2014), it 

may prove fruitful to do so, in order to examine a specific aspect of social life (Wacquant, 

2014; 2018). Additionally, research conducted with cardiology, CR staff and/or volunteers 

also offers an important possibility for future research. Undertaking research on these 

individuals and groups could assist in understanding more of the hierarchical and power 

relations involved in the cardiac patient journey, as well as garnering alternative 

perspectives from those involved in the planning and delivery of cardiac-related services. 

 
 
 

Most studies examining the effectiveness of CR have looked at biological and/or 

psychological outcomes, few studies explore the socio-cultural dimensions such as 

pleasure and experience, or utilise such elements as markers of effectiveness. 

Furthermore, what is deemed effective CR is usually not based on PA in its broadest 

sense, rather the exercise is pre-determined by health professionals and involves 

structured and repetitive movement (Caspersen et al., 1985), as discussed in section 

2.3.2. Studies exploring wider PA opportunities and their effectiveness (across biological, 

psychological and sociological domains) would assist in building the evidence-base for 

diversification of what constitutes effective exercise-based CR. 

 
 
 

Finally, there are outstanding questions regarding the future of CR and similar NHS 

rehabilitation services as the UK emerges from the pandemic. Whilst the Covid-19 

pandemic caused tremendous strain on NHS services, there has been a suggestion that 
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the pandemic could serve as a catalyst for change in CR (Babu et al., 2020). A recent 

mixed methods report using survey data, conducted by O’Doherty et al. (2021), found that 

the use of technology to engage patients with CR increased rapidly during the pandemic. 

Interestingly, O’Doherty and colleagues noted that during this time there were no 

differences in the average age or sex demographics of those accessing CR, despite 

overall numbers accessing services being lower. Indeed, hospital admission rates for 

acute coronary syndrome fell by 40 percent during this time in comparison to pre-

pandemic rates (Mafham et al. 2020), fewer places were available on CR programmes 

(O’Doherty et al., 2021), and uptake to group CR programmes fell by 36 percent (BHF, 

2020). These changes highlight a number of avenues for future research, the introduction 

of technology to CR programmes and the influences on hospital admission rates, for 

example. Additionally, and reflected in the recommendations and implications for practice 

section (7.3) above, the apparent willingness to adapt and redesign services as a result 

of the pandemic provides an ideal opportunity for consideration of wider perspectives 

beyond the medical model of illness, such as those highlighted in this study, and for 

meaningful change. 

 
 
 

7.5 Conclusion of the thesis 

Based on the evidence detailed above, the key aim of this study has been addressed: to 

gain an understanding of the socio-cultural influences on exercise and health along the 

cardiac patient journey, utilising the lived experience of patients and their significant 

others. Specifically, by viewing the cardiac patient journey as a socio-cultural ‘thing’ rather 

than just an individualised event, this study has made an original contribution to 

knowledge via the following: 

• Adding to the existing literature utilising Bourdieusian perspectives to 

illuminate some of the socio-cultural complexities associated with health care 

decision making, uptake and adherence in CR, and recovery following a 

cardiac event. Exploring in detail the ways in which the habitus, bodily hexis 
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and capital are  affected by ill-health. 

• Enhancing understanding of how material conditions and personal biography 

impact on the formation of practice. This involves habitus (in respect of who 

one is and where one fits in), capital accumulation (the resources held, which 

are beneficial to one’s health care decision making and post cardiac event 

recovery), and field (navigation of the social space). 

• Increasing the understanding of the influence of other people on the formation 

of health care views, health care decision making and recovery after a cardiac 

event.  

 

The original and theoretical insights presented in this study suggest that ill-health impacts the 

dispositional schema of an individual. Some of these dispositions remain steadfast through 

the durability of the habitus, and others may be adapted to a ‘new normal’. Moreover, only 

those with a habitus commensurate with the field or with the ability to adapt and change the 

habitus through time will even consider entering a field like CR, in its current format.  

 
 
 

The study leads to further questions around whether the medical model of illness - and by 

extension attached to CR - actually serves the needs of the cardiac patient, or if the patient 

should be supported to ‘self-rehabilitate’ in a manner commensurate with their material 

conditions and personal biography (including the habitus, and relevant to age, gender and 

social class), and based upon the capital at their disposal, and/or the capital that they might be 

supported to accumulate within their already established fields. 

 
 
 

The conclusion of this study is not intended to decry or minimise the positive aspects of health 

care and CR; indeed the many benefits that can and have been derived from access to health 

care and CR are well-documented. What this study adds to the literature is that the socio-

cultural influences on the cardiac patient journey are both important and complex, and the 

known benefits only have the potential to serve those who access the required fields, and 
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who have the required resources to navigate these fields in a manner that enhances their 

capital resources. It is noteworthy that there are currently as many eligible cardiac patients 

not accessing CR as there are accessing programmes, and that there are many more men 

accessing programmes than women. Both of these aspects have seen little shift over the last 

15 years, since the NACR began publishing annual reports. 

 
 
 

Reflecting on the last three years of researching the cardiac patient journey, the researcher 

has been on a biographical journey of her own, as a neophyte to sociology and ethnography, 

other than time as a student, and with academic experience involving only a toe dip into 

lecturing during many years of public sector working. However, during the last three years, 

much has been learnt about both these domains, albeit only scratching the surface of these, 

alongside Bourdieusian theory. Furthermore, a great deal has been learnt about interactions 

with others, the importance of developing good relationships with supervisors, academic 

colleagues, NHS professionals and research participants, and in believing in one’s own 

abilities. It is a journey that will continue, buoyed by the experiences so far. Should there ever 

be a chance to share some of this learning, conduct further research in this field or even apply 

some of the findings to a work setting if engaged in a relevant role, the researcher feels much 

better equipped to support both colleagues and participants in the planning and delivery of 

programmes that benefit cardiac patients. 

 
 
 

In closing, sociological insights into health and illness are not novel, but given the prevalence 

of CHD in the UK, the numbers eligible for CR and the inequalities in the uptake of CR 

programmes, this research contributes to the appreciation of why current policies focused on 

individual action and responsibilisation, and which utilise a medicalised view of exercise and 

health, have had limited impact. Whilst this research only scrapes the surface of the wider 

socio-cultural influences which are pertinent to cardiac patient journeys, it is hoped that health 

professionals and managers working in cardiology and CR may draw comparisons with their 

own experiences and consider the transferability of the findings of this study to their settings. 
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By raising interest in sociological research in the context of CHD and  CR and the potential 

benefits this may have on how services are designed and delivered in the future, it is hoped 

that the value of socio-cultural insights in health and illness continue to gain greater traction, 

both in terms of research and in practice, within the NHS, the UK government and social 

policy as a whole in the future. 
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Appendix A 
 

Health Research Authority and Research Ethics Committee documentation 
 
 

Please note study location information has been redacted to assist with anonymity of 

participants. 

 

 
Email: hra.approval@nhs.net 

 

HCRW.approvals@wales.nhs.uk 
 

Professor Jacquelyn Allen-Collinson 
School of Sport and Exercise Science 
Brayford Pool 
Lincoln 
LN6 7TS 

 
24 September 2019 

 
Dear Professor Allen-Collinson 

 
Study title: An exploration of the uptake of and adherence to a UK cardiac 

rehabilitation programme. 

IRAS project ID: 255718 

Protocol number: 190201 

REC reference: 19/YH/0183 

Sponsor University of Lincoln 
 
 

I am pleased to confirm that HRA and Health and Care Research Wales (HCRW) 
Approval has been given for the above referenced study, on the basis described in the 
application form, protocol, supporting documentation and any clarifications received. You 
should not expect to receive anything further relating to this application. 

mailto:hra.approval@nhs.net
mailto:HCRW.approvals@wales.nhs.uk
https://www.myresearchproject.org.uk/help/hlphraapproval.aspx
https://www.myresearchproject.org.uk/help/hlphraapproval.aspx
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Please now work with participating NHS organisations to confirm capacity and capability, in 
line with the instructions provided in the “Information to support study set up” section 
towards the end of this letter. 

 
 
 

How should I work with participating NHS/HSC organisations in Northern Ireland and 
Scotland? 

 
HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern 
Ireland and Scotland. 

 
 
 

If you indicated in your IRAS form that you do have participating organisations in either of 
these devolved administrations, the final document set and the study wide governance 
report (including this letter) have been sent to the coordinating centre of each participating 
nation. The relevant national coordinating function/s will contact you as appropriate. 

 
 
 

Please see IRAS Help for information on working with NHS/HSC organisations in Northern 
Ireland and Scotland. 

 
 

How should I work with participating non-NHS organisations? 
 

HRA and HCRW Approval does not apply to non-NHS organisations. You should work with 
your non-NHS organisations to obtain local agreement in accordance with their procedures. 

 
 
 

What are my notification responsibilities during the study? 
 

The standard conditions document “After Ethical Review – guidance for sponsors and 
investigators”, issued with your REC favourable opinion, gives detailed guidance on 
reporting expectations for studies, including: 

 
Registration of research 

Notifying amendments 

Notifying the end of the study 

The HRA website also provides guidance on these topics, and is updated in the light of 
changes in reporting expectations or procedures. 

https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
https://www.myresearchproject.org.uk/help/hlpsitespecific.aspx#non-NHS-SSI
https://www.myresearchproject.org.uk/help/hlpsitespecific.aspx#non-NHS-SSI
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/
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Who should I contact for further information? 
 

Please do not hesitate to contact me for assistance with this application. My contact details 
are below. 

 
 
 

Your IRAS project ID is 255718. Please quote this on all correspondence. 
 
 
 

Yours sincerely, 

Christie Ord 

Approvals Specialist 

 
 

Email: hra.approval@nhs.net 
 
 
 

Copy to: Mrs S Lewis, 
 
 
 

List of Documents 
 

The final document set assessed and approved by HRA and HCRW Approval is 
listed below. 

 
 

Document Version Date 
Evidence of Sponsor insurance or indemnity (non NHS 

Sponsors only) [Sponsor insurance certificate] 
  

HRA Schedule of Events [Schedule of events form] 1.0 21 February 2019 
IRAS Application Form [IRAS_Form_04042019]  04 April 2019 

IRAS Application Form XML file [IRAS_Form_04042019]  04 April 2019 
IRAS Checklist XML [Checklist_04042019]  04 April 2019 

Letter from sponsor [Sponsor letter]  14 February 2019 
Other [Participant debrief sheet] 3.0 23 January 2019 
Other [Statement of activities]   

Other [Provisional opinion response table]   

Other [Letter containing proposed response] 1.0 10 September 2019 
Other [Covering letter - response] 1.1 13 September 2019 

Participant consent form [Consent form (participant)] 4.0 28 June 2019 
Participant consent form [Consent form (group attendees)] 3.0 13 September 2019 
Participant information sheet (PIS) [Participant Information 

Sheet (participants)] 
5.1 27 June 2019 

mailto:hra.approval@nhs.net
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Participant information sheet (PIS) [Participant Information 
Sheet (significant others)] 

5.2 27 June 2019 

Participant information sheet (PIS) [Participant Information 
Sheet (group attendees)] 

5.4 13 September 2019 

Referee's report or other scientific critique report [Scientific 
critique evidence] 

1.0 28 November 2018 

Research protocol or project proposal [Research protocol] 7.0 13 September 2019 
Summary CV for Chief Investigator (CI) [CI CV] 1.0 31 January 2019 

Summary CV for student [Student CV] 1.0 31 January 2019 
Summary CV for supervisor (student research) [Supervisor CV] 1.0 31 January 2019 
Summary of any applicable exclusions to sponsor insurance 
(nonNHS sponsors only) [Clinical Trials insurance certificate 

which lists exclusions] 
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Information to support study set up 

 
 

The below provides all parties with information to support the arranging and confirming of capacity and capability with participating NHS 

organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this letter. 

 
Types of 
participating 
NHS 
organisation 

Expectations related to 
confirmation of 
capacity and capability 

Agreement to be used Funding 
arrangements 

Oversight 
expectations 

HR Good Practice Resource 
Pack expectations 

All sites will 
perform the 
same research 
activities 
therefore there 
is only one site 
type. 

Research activities 
should not commence 
at participating NHS 
organisations in 
England or Wales 
prior to their formal 
confirmation of 
capacity and 
capability to deliver 
the study. 

A statement of activities 
has been submitted and 
the sponsor is not 
requesting and does not 
expect any other site 
agreement to be used. 
HRA Approval is 
conditional upon this 
information being 
transferred to the 
Organisational 
Information Document, 
which should be provided 
to sites in the Local 
Information Pack. 

No study 
funding will be 
provided to 
sites as per the 
statement of 
activities 

A Principal 
Investigator 
should be 
appointed at 
study sites 
of this type 

As a non-commercial study 
undertaken by local staff, it 
is unlikely that letters of 
access or honorary research 
contracts will be applicable. 
Where arrangements are not 
already in place, researchers 
undertaking any of the 
research activities listed in 
A18 of the IRAS form would 
be expected to obtain a 
Letter of Access. This would 
be based on standard DBS 
checks and occupational 
health clearance. 

IRAS project ID 255718 
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Other information to aid study set-up and delivery 
 

This details any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in 
study set-up. 

The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio. 
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Yorkshire & The Humber  
Sheffield Research Ethics Committee 

 
 

NHSBT Newcastle Blood Donor Centre 
Holland Drive 

Newcastle upon Tyne 
NE2 4NQ 

Tel: 0207 104 8084 

 
 
 
 
 
 
 

24 September 2019 
 
 
 

Mrs Joanna Blackwell 
PhD Researcher 
School of Sport & Exercise Science 
University of Lincoln 
Brayford Pool 
Lincoln 
LN6 7TS 

 
 
 

Dear Mrs Blackwell 
 
 

Study title: An exploration of the uptake of and adherence to a UK 
cardiac rehabilitation programme. 

REC reference: 19/YH/0183 
Protocol number: 190201 
IRAS project ID: 255718 

Please note: This is the 
favourable opinion of the 
REC only and does not 
allow you to start your 
study at NHS sites in 
England until you receive 
HRA Approval 
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Thank you for your letter of 16 September 2019, responding to the Committee’s request 
for further information on the above research and submitting revised documentation. 

 
The further information has been considered on behalf of the Committee by the Chair. 

 
Confirmation of ethical opinion 

 
On behalf of the Committee, I am pleased to confirm a Favourable ethical opinion for 
the above research on the basis described in the application form, protocol and 
supporting documentation as revised, subject to the conditions specified below. 

 
 

Conditions of the favourable opinion 
 

The REC favourable opinion is subject to the following conditions being met prior to the 
start of the study. 

 
Confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or 
NHS management permission (in Scotland) should be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements. Each 
NHS organisation must confirm through the signing of agreements and/or other 
documents that it has given permission for the research to proceed (except where 
explicitly specified otherwise). 

 
Guidance on applying for HRA and HCRW Approval (England and Wales)/ NHS 
permission for research is available in the Integrated Research Application System. 

 
For non-NHS sites, site management permission should be obtained in accordance with 
the procedures of the relevant host organisation. 

 
Sponsors are not required to notify the Committee of management permissions from host 
organisations 

 

Registration of Clinical Trials 
 

It is a condition of the REC favourable opinion that all clinical trials are registered on a 
publicly accessible database. For this purpose, clinical trials are defined as the first four 
project categories in IRAS project filter question 2. For clinical trials of investigational 
medicinal products (CTIMPs), other than adult phase I trials, registration is a legal 
requirement. 
Registration should take place as early as possible and within six weeks of recruiting the 
first research participant at the latest. Failure to register is a breach of these approval 
conditions, unless a deferral has been agreed by or on behalf of the Research Ethics 
Committee ( see here for more information on requesting a deferral: 
https://www.hra.nhs.uk/planning-and-improving-research/research- planning/research 
registration-research-project-identifiers/ 

 
As set out in the UK Policy Framework, research sponsors are responsible for making 
information about research publicly available before it starts e.g. by registering the 
research project on a publicly accessible register. Further guidance on registration is 

https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/clinical-trials-investigational-medicinal-products-ctimps/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/clinical-trials-investigational-medicinal-products-ctimps/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/clinical-trials-investigational-medicinal-products-ctimps/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/clinical-trials-investigational-medicinal-products-ctimps/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
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available at: https://www.hra.nhs.uk/planning-and-improving-research/research- 
planning/transparency responsibilities/ 

 
You should notify the REC of the registration details. We will audit these as part of the 
annual progress reporting process. 

 
It is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable). 

 

After ethical review: Reporting requirements 
 

The attached document “After ethical review – guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including: 

 
• Notifying substantial amendments 

 
• Adding new sites and investigators 

 
• Notification of serious breaches of the protocol 

 
• Progress and safety reports 

 
• Notifying the end of the study, including early termination of the study 

 
• Final report. 

https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/


328  

The latest guidance on these topics can be found at 
https://www.hra.nhs.uk/approvalsamendments/managing-your-approval/. 

 
Ethical review of research sites 

 
NHS/HSC sites 

 
The favourable opinion applies to all NHS/HSC sites listed in the application subject to 
confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or 
management permission (in Scotland) being obtained from the NHS/HSC R&D office 
prior to the start of the study (see "Conditions of the favourable opinion" below). 

 

Non-NHS/HSC sites 
 

I am pleased to confirm that the favourable opinion applies to any non-NHS/HSC sites 
listed in the application, subject to site management permission being obtained prior to 
the start of the study at the site. 

 
Approved documents 

 
The final list of documents reviewed and approved by the Committee is as follows: 

 
Document Version Date 
Evidence of Sponsor insurance or indemnity (non-NHS Sponsors 
only) [Sponsor insurance certificate] 

  

Interview schedules or topic guides for participants [First interview 
schedule draft] 

2.0 06 June 2019 

IRAS Application Form [IRAS_Form_04042019]  04 April 2019 
Letter from sponsor [Sponsor letter]  14 February 2019 
Other [Participant debrief sheet] 3.0 23 January 2019 
Other [Provisional opinion response table]   

Other [Letter containing proposed response] 1.0 10 September 2019 
Other [Covering letter - response] 1.1 13 September 2019 

Participant consent form [Consent form (participant)] 4.0 28 June 2019 
Participant consent form [Consent form (group attendees)] 3.0 13 September 2019 
Participant information sheet (PIS) [Participant Information Sheet 
(participants)] 

5.1 27 June 2019 

Participant information sheet (PIS) [Participant Information Sheet 
(significant others)] 

5.2 27 June 2019 

Participant information sheet (PIS) [Participant Information Sheet 
(group attendees)] 

5.4 13 September 2019 

Referee's report or other scientific critique report [Scientific critique 
evidence] 

1.0 28 November 2018 

Research protocol or project proposal [Research protocol] 7.0 13 September 2019 
Summary CV for Chief Investigator (CI) [CI CV] 1.0 31 January 2019 
Summary CV for student [Student CV] 1.0 31 January 2019 
Summary CV for supervisor (student research) [Supervisor CV] 1.0 31 January 2019 

https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/
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Summary of any applicable exclusions to sponsor insurance (non- 
NHS sponsors only) [Clinical Trials insurance certificate which lists 
exclusions] 

  

 
 

Statement of compliance 
 
 

The Committee is constituted in accordance with the Governance Arrangements for 

Research Ethics Committees and complies fully with the Standard Operating Procedures 

for Research Ethics Committees in the UK. 

 

User Feedback 
 

The Health Research Authority is continually striving to provide a high quality service to 

all applicants and sponsors. You are invited to give your view of the service you have 

received and the application procedure. If you wish to make your views known please 

use the feedback form available on the HRA website: http://www.hra.nhs.uk/about- 

thehra/governance/quality-assurance/ 

http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
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HRA Learning 
 
 

We are pleased to welcome researchers and research staff to our HRA Learning Events 

and online learning opportunities– see details at: https://www.hra.nhs.uk/planning- 

andimproving-research/learning/ 

 
19/YH/0183 Please quote this number on all correspondence 

 
 

With the Committee’s best wishes for the success of this project. 
 
 

Yours sincerely 

pp 

 
 

Professor Basil Sharrack 

Chair 

 

Email:nrescommittee.yorkandhumber-sheffield@nhs.net 
 
 

Enclosures: ‘After ethical review – guidance for researchers’ 
 
 

Copy to: Mrs S Lewis – Research Dept, University of Lincoln 
 

Professor Jacquelyn Allen-Collinson - Professor in Sociology & 

Physical Culture School of Sport and Exercise Science, University of Lincoln 

https://www.hra.nhs.uk/planning-and-improving-research/learning/
https://www.hra.nhs.uk/planning-and-improving-research/learning/
https://www.hra.nhs.uk/planning-and-improving-research/learning/
https://www.hra.nhs.uk/planning-and-improving-research/learning/
https://www.hra.nhs.uk/planning-and-improving-research/learning/
https://www.hra.nhs.uk/planning-and-improving-research/learning/
mailto:nrescommittee.yorkandhumber-sheffield@nhs.net
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Appendix B 
 

Consent form (participants) and Consent form (group attendees) 
 
 
[Consent verbally retaken and noted on each signed form following changes due to Covid-19 

pandemic] 

 
 
 
Project ID: 255178 
Participant Identification Number for this study: 

 
CONSENT FORM (Participants) 
Version No 4.0 Date 28/06/2019 

 
Title of Project: An exploration of the uptake of and adherence to a UK cardiac 
rehabilitation programme. 
Name of Researcher: Joanna Blackwell 
Name of Participant: 

Please 
initial box 

 
 

1. I confirm that I have read the relevant information sheet dated 27/06/2019 (version 
5.1 or 5.2) for the above study. I have had the opportunity to consider the 
information, ask questions and have had these answered satisfactorily. 

 
 

2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason, without my medical care or legal rights being affected. I 
understand that should I withdraw then the information collected so far may not be 
erased and that this information may still be used in the project analysis, unless I 
request that it is erased and not used. 

 

3. I understand that relevant sections of data collected during the study, may be looked 
at by individuals from the University of Lincoln, from regulatory authorities, where it is 
relevant to my taking part in this research. I give permission for these individuals to 
have access to my records, I understand that my personal details will be kept 
confidential. 

 
 

4. I understand that the information collected about me will be used to support other 
research in the future, and may be shared anonymously with other researchers. 

 
 
 

2 Copies: 1 for participant; 1 for researcher site file 



2 Copies: 1 for participant; 1 for researcher site file 
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5. I understand that part of the study involves observing me and my interactions and 
conversations and that notes will be made by the researcher about these observations 

 
Yes No 

6. I understand that the interviews I undertake with the researcher will be recorded 
(audio only) so that the researcher can utilise this information as part of the study 

 
 

Yes No 
 
 
 

7. I would like to receive a summary of the results of the study Yes No 
 
 

8. I agree to take part in the above study Yes No 
 
 
 
 
 
 
 
 
 
 
 

Name of Participant Date Signature 
 
 
 

Name of Person taking consent Date Signature 



2 Copies: 1 for participant; 1 for researcher site file 
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Project ID: 255178 
Group location: 

 
 
 
 
 
CONSENT FORM (Group involvement) 

Version No 3.0 Date 13/09/2019 

 
Title of Project: An exploration of the uptake of and adherence to a UK cardiac 
rehabilitation programme. 
Name of Researcher: Joanna Blackwell 

 
 
 
 

9. I confirm that I have read the relevant information sheet dated 13/09/2019 (version 
5.4) for the above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 

 
 

10. I am aware that research is taking place at the cardiac rehabilitation sessions I 
attend 

 
 

11. I understand that the research involves observing the interactions of patients who 
have chosen to participate in the study and that I will not be part of the study 

 
 

12. I understand that this research may be mean I am observed but understand that this 
is incidental and my actions, speech or behaviour will not be recorded in any way 

 
 

13. I agree to being present during observations and understand that I am free to 
withdraw consent at any time without giving any reason, without my medical care or 
legal rights being affected 

 
 
 
 

Name of group attendee Date Signature 
 
 
 

Name of Person taking consent Date Signature 

Please 
initial box 
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Appendix C 
 

Participant Information Sheet (Patients), Participant Information Sheet (Significant others) 

and Participant Information Sheet (Group attendees) 

 
Please note, study location information has been redacted to assist with anonymity of participants. 

Additions made due to Covid-19 pandemic on 23/03/2020 shown by highlighting. 

 
 
 
 

Participant Information Sheet/Information about the research 

(Version 5.1 [Patients]: 27/06/2019) 

 
Title of Study: An exploration of the uptake of and adherence to a UK cardiac rehabilitation programme 

 
Name of Researcher(s): Joanna Blackwell 

 
We would like to invite you to take part in our research study. Joining the study is entirely up to you, before 
you decide we would like you to understand why the research is being done and what it would involve for 
you. The researcher will go through this information sheet with you, to help you decide whether or not you 
would like to take part and answer any questions you may have. We would suggest this should take about 
5 minutes. Please feel free to talk to others about the study if you wish. 

 
What is the purpose of the study? 
The aim of this qualitative research project is to explore various influences on uptake and adherence to the 
exercise element of a UK based cardiac rehabilitation programme. This is an important topic to study 
because previous research tells us that social influences may be important considerations in a person’s 
choice to take up the offer of cardiac rehabilitation (which we call uptake) and a person’s choice to continue 
attending cardiac rehabilitation sessions (which we call adherence). Only half of eligible patients actually 
attend exercise-based cardiac rehabilitation, so it is very important to understand why patients may not be 
able to attend, or prefer not to attend. 

 
To help gather information about these social influences the researcher will undertake observations and 
interviews. The information collected will be used to help understand why or why not a person may choose 
to attend exercise sessions and may be helpful in designing future programmes that are more suitable for a 
wider range of patients. 

 
The research is being conducted with a hospital NHS trust cardiology department and a community NHS 
trust cardiac rehabilitation service in the UK and will include those who attend and those who have chosen 
not to attend the sessions and their close family and friends (who we may describe as significant others). 
The research is being conducted as part of a PhD which the researcher is completing jointly with the 
University of Lincoln and the University of Copenhagen. 
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Why have I been invited? 
You are being invited to take part because cardiac rehabilitation has been recommended to you, although 
you may not have chosen to take part. We are inviting approximately 10-20 patient participants and a 
maximum of two close family or friends per patient participant. 
Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to take part you will be given this 
information sheet to keep and be asked to sign a consent form. If you decide to take part you are still free to 
withdraw at any time from the study and without giving a reason. This would not affect your legal rights. 
Unless you withdraw consent for its inclusion all information gathered will be included in the research. 

 
What will happen to me if I take part? 
Over the course of approximately 6-months we would like each participant to take part in two interviews 
(one-to-one with the researcher) and also permit themselves to be observed during either their normal daily 
activities or their attendance at cardiac rehabilitation sessions. As of 23/03/2020, due to the requirement for 
social distancing and self-isolation all observations and interviews will be conducted virtually, preferably via 
video call or alternatively over the telephone. 

 
If you are attending cardiac rehabilitation sessions please continue to attend as you normally would. 
You will see the researcher there most weeks, where she will stay for the duration of the session and may 
help with setting up and tidying away. Observations are to help in understanding your views on the cardiac 
event or diagnosis and cardiac rehabilitation and may involve your conversations with your significant others 
who are also taking part in the study and your conversations with the researcher that are not part of the 
interviews such as during the sessions. They are not intended to be onerous or intrusive, during the session 
you may interact with anyone else as you normally would but if they are not part of the study no information 
from them will be recorded. When the researcher is observing she may take notes and she will make more 
detailed notes after each observation is completed. A minimum of two observation opportunities would be 
ideal, more if these are convenient. Your interviews will be arranged by the researcher with you. These can 
take place at a venue convenient to you for example in the hall used for the sessions before or after a 
session. More details about the interviews is given below. All programmes have been suspended, however 
the researcher had concluded their attendance at these groups prior to this time. 

 
If you are not attending cardiac rehabilitation sessions there is no requirement for you to start attending. 
The researcher will arrange with you some suitable times and places to undertake observations and the two 
interviews and will aim to make these as convenient as possible. As mentioned previously these will be 
undertaken virtually rather than in person. The observations are to help in understanding your views on the 
cardiac event or diagnosis and cardiac rehabilitation and may involve your conversations with your significant 
others who are also taking part in the study and your conversations with the researcher that are not part of 
the interviews. They are not intended to be onerous or intrusive and will not involve your interactions with 
anyone else who is not part of the study. If it is convenient with you the researcher will aim to complete her 
observational work at the same time as the interviews, which may mean she will spend slightly longer with 
you. Alternatively, you may wish to meet at another time. You are not expected to do anything that you would 
not normally be doing. When the researcher is observing she may take notes and she will make more 
detailed notes when her time with you is over after each observation is completed. A minimum of two 
observation opportunities would be ideal, more if these are convenient. 

 
General interview information - Each interview could take up to an hour but can be as long or short as is 
convenient to you. The two interviews will take place on separate occasions. The researcher will be working 
over a 6-month period and the intention is that the first interview will take place in the first three months of 
your involvement with the study and the second interview anytime from month four onwards. These 
interviews therefore could be several months apart. The two interviews will involve different questions, but 
the format is semi-structured, meaning that the questions the researcher has will be used as a guide and if 
you wish to elaborate on certain things you can. The second interview may also pick up on some of the 
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things discussed at your first interview. The same interview guide will be used for each participant, but due 
to the semi-structured nature the actual contents may differ from person to person. When you are being 
interviewed, the researcher will ask you questions, make notes and will record the 
interview (audio only). The type of information the researcher is interested in may include your life prior to 
and after the diagnosis or event, your thoughts and feelings about your cardiac condition or event and what 
you think about cardiac rehabilitation. We realise that talking about some of these things may be sensitive 
and you are not obliged to talk about anything that you do not want to. You can decline to answer any 
questions that make you feel uncomfortable. The information you share will be anonymised and therefore it 
will not be possible for you to be personally identifiable in the research by anyone other than the principal 
researcher. 

 
 
Expenses and payments 
Participants will not be paid to participate in the study. 

 
 
What are the possible disadvantages and risks of taking part? 
There are not perceived to be any risks to taking part as the researcher intends to work around the 
participants. Understandably, talking about your health and illness may heighten emotions, and the 
researcher will be sensitive to this and try to reassure you. 

 
Should you be affected by any of the issues raised by taking part in the study the following organisations 
may be able to provide help and advice: 

 

Your Cardiac Rehabilitation Nurse – 

 

British Heart Foundation – Heart helpline 0300 330 3311 or email hearthelpline@bhf.org.uk 
 

Your own GP using the contact details you usually use. Should you require assistance finding contact details 
please let the researcher know. 

 
If you have any ethical concerns regarding the current research, your treatment as a participant or your 
involvement in the study please feel free to contact ethics@lincoln.ac.uk 

 

What are the possible benefits of taking part? 
Many people do find it helpful to talk about their health and illness and we hope this will be the same for you. 

 
Will my taking part in the study be kept confidential? 
We will follow ethical and legal practice and all information about you will be handled in confidence. The 
information you provide will be anonymised and therefore not personally attributed to you. We may use 
pseudonyms (pretend names) to assist in the discussion of the information. 

 
Although what you say during observations and in the interviews is confidential, should you disclose anything 
to us which we feel puts you or anyone else at any risk (including information regarding self-harm), we may 
feel it necessary to report this to the appropriate persons. 

 
When you agree to take part in a research study, the information about your health and care may be provided 
to researchers running other research studies in this organisation and in other organisations. These 
organisations may be universities, NHS organisations or companies involved in health and care research in 
this country or abroad. Your information will only be used by organisations and researchers to conduct 
research in accordance with the UK Policy Framework for Health and Social Care Research. 

mailto:hearthelpline@bhf.org.uk
mailto:ethics@lincoln.ac.uk
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This information will not identify you and will not be combined with other information in a way that could 
identify you. The information will only be used for the purpose of health and care research, and cannot be 
used to contact you or to affect your care. It will not be used to make decisions about future services available 
to you, such as insurance. 

 
Privacy notice 
The University of Lincoln is the sponsor for this study based in the United Kingdom. We will be using 
information from you and in order to undertake this study and will act as the data controller for this study. 
This means that we are responsible for looking after your information and using it properly. 

 
The University of Lincoln will keep identifiable information about you for no longer than 12 months after the 
study has finished. 

 
Your rights to access, change or move your information are limited, as we need to manage your information 
in specific ways in order for the research to be reliable and accurate. If you withdraw from the study, we will 
keep the information about you that we have already obtained. To safeguard your rights, we will use the 
minimum personally-identifiable information possible. You can find out more about how we use your 
information by contacting the researcher via email jblackwell@lincoln.ac.uk 

 

will                                                                                                                                                  
collect information from you and/or your medical records for this research study in accordance with our 
instructions. 

 

will use 
your name and contact details to contact you about the research study, and make sure that relevant 
information about the study is recorded for your care, and to oversee the quality of the study. Individuals 
from the University of Lincoln and regulatory organisations may look at your medical and research records 
to check the accuracy of the research study. 

will pass these details to the University of Lincoln along with the 
information collected from you and/or your medical records. The only people at the University of Lincoln who 
will have access to the information that identifies you will be those who contact you to follow up an initial 
expression of interest, to ask if you may be interested in being part of the study or to audit the data collection 
process. 

 
What will happen if I don’t want to carry on with the study? 
Your participation is voluntary and you are free to withdraw at any time, without giving any reason, and 
without your legal rights being affected. If you withdraw from the study, we will keep the information about 
you that we have already obtained unless you ask for it to be destroyed. To safeguard your rights, we will 
use the minimum personally-identifiable information possible. 

 
What will happen to the results of the research study? 
The results from this research will form part of the researchers PhD programme and may be used in the 
thesis produced. The research may also be presented at conferences and for publication in journals. The 
PhD thesis, once successfully completed, will be available to view via the University of Lincoln repository. If 
all goes to plan it is likely to be completed and available by the end of 2021. 

 
Who is organising and funding the research? 
This research is being organised by the University of Lincoln and is being funded jointly by the University of 
Lincoln and the University of Copenhagen as part of a dual PhD programme. 

mailto:jblackwell@lincoln.ac.uk
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Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, called a Research Ethics Committee, 
to protect your interests. This study has been reviewed and given favourable opinion by Sheffield Research 
Ethics Committee. 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will 
do their best to answer your questions. The researchers contact details are given at the end of this 
information sheet. If you remain unhappy and wish to complain formally, you can do this by contacting 
ethics@lincoln.ac.uk. 

 

If you feel that we have let you down in relation to your information rights then please contact the Information 
Compliance team by email on compliance@lincoln.ac.uk or by post at Information Compliance, Secretariat, 
University of Lincoln, Brayford Pool, Lincoln, LN6 7TS. 

 
You can also make complaints directly to the Information Commissioner’s Office (ICO). The ICO is the 
independent authority upholding information rights for the UK. Their website is ico.org.uk and their telephone 
helpline number is 0303 123 1113. 

 
Further information and contact details 
Joanna Blackwell (Researcher) 
School of Sport and Exercise Science 
University of Lincoln 
jblackwell@lincoln.ac.uk 

 

Prof Jacquelyn Allen-Collinson (Postgraduate Research Lead) 
School of Sport and Exercise Science 
University of Lincoln 
jallencollinson@lincoln.ac.uk 

 
Dr Hannah Henderson (Lincoln supervisor) 
School of Sport and Exercise Science 
University of Lincoln 
hhenderson@lincoln.ac.uk 

 

Dr Adam Evans (Copenhagen supervisor) 
Department of Nutrition, Exercise and Sport 
University of Copenhagen 
abe@nexs.ku.dk 

mailto:ethics@lincoln.ac.uk
mailto:compliance@lincoln.ac.uk
mailto:jblackwell@lincoln.ac.uk
mailto:jallencollinson@lincoln.ac.uk
mailto:hhenderson@lincoln.ac.uk
mailto:abe@nexs.ku.dk
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Participant Information Sheet/Information about the research 

(Version 5.2 [Significant others]: 27/06/2019) 

 

Title of Study: An exploration of the uptake of and adherence to a UK cardiac rehabilitation programme 
 
Name of Researcher(s): Joanna Blackwell 

 
We would like to invite you to take part in our research study. Joining the study is entirely up to you, before 
you decide we would like you to understand why the research is being done and what it would involve for 
you. The researcher will go through this information sheet with you, to help you decide whether or not you 
would like to take part and answer any questions you may have. We would suggest this should take about 
5 minutes. Please feel free to talk to others about the study if you wish. 

 
What is the purpose of the study? 
The aim of this qualitative research project is to explore various influences on uptake and adherence to the 
exercise element of a UK based cardiac rehabilitation programme. This is an important topic to study 
because previous research tells us that social influences may be important considerations in a person’s 
choice to take up the offer of cardiac rehabilitation (which we call uptake) and a person’s choice to continue 
attending cardiac rehabilitation sessions (which we call adherence). Only half of eligible patients actually 
attend exercise-based cardiac rehabilitation, so it is very important to understand why patients may not be 
able to attend, or prefer not to attend. 

 
To help gather information about these social influences the researcher will undertake observations and 
interviews. The information collected will be used to help understand why or why not a person may choose 
to attend exercise sessions and may be helpful in designing future programmes that are more suitable for a 
wider range of patients. 

 
The research is being conducted with a hospital NHS trust cardiology department and a community NHS 
trust cardiac rehabilitation service in the UK and will include those who attend and those who have chosen 
not to attend the sessions and their close family and friends (who we may describe as significant others). 
The research is being conducted as part of a PhD which the researcher is completing jointly with the 
University of Lincoln and the University of Copenhagen. 

 
Why have I been invited? 
You are being invited to take part because cardiac rehabilitation has been recommended to someone close 
to you. We are inviting approximately 10-20 patient participants and a maximum of two significant others per 
patient participant. Patient participants may or may not have chosen to take part in cardiac rehabilitation. 

 
Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to take part you will be given this 
information sheet to keep and be asked to sign a consent form. If you decide to take part you are still free 
to withdraw at any time from the study and without giving a reason. This would not affect your legal rights. 
Unless you withdraw consent for its inclusion all information gathered will be included in the research. 

 
What will happen to me if I take part? 
We would like each participant to take part in two interviews (one-to-one with the researcher) and also permit 
themselves to be observed during their normal daily activities. As of 23/03/2020, due to the requirement for 
social distancing and self-isolation all observations and interviews will be conducted virtually, preferably via 
video call or alternatively over the telephone. The observations are to help in understanding your views on 
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the cardiac event or diagnosis and cardiac rehabilitation and may involve your interactions with the person 
close to you (who is participating in the study) and your interactions with the researcher that are not part of 
the interviews. They are not intended to be onerous or intrusive and will not involve your interactions with 
anyone else who is not part of the study. If it is convenient with you the researcher will aim to complete her 
observational work at the same time as the interviews, which may mean she will spend slightly longer with 
you. Alternatively, you may wish to meet at another time, examples of these times could include when you 
attend aspects of the cardiac rehabilitation programme alongside your significant other if they have chosen 
to attend or when you walk the dog together. You are not expected to do anything that you would not normally 
be doing. When the researcher is observing she may take notes and she will make more detailed notes 
when her time with you is over after each observation is completed. A minimum of two observation 
opportunities would be ideal, more if these are convenient. 

 
Each interview could take up to an hour but can be as long or short as is convenient to you. The two 
interviews will take place on separate occasions. The researcher will be working over a 6-month period and 
the intention is that the first interview will take place in the first three months of your involvement with the 
study and the second interview anytime from month four onwards. These interviews therefore could be 
several months apart. Each interview will involve different questions, but the format is semi-structured, 
meaning that the questions the researcher has will be used as a guide and if you wish to elaborate on certain 
things you can. The second interview may also pick up on some of the things discussed at your first interview. 
The same interview guide will be used for each participant, but due to the semi-structured nature the actual 
contents may differ from person to person. When you are being interviewed, the researcher will ask you 
questions, make notes and will record the interview (audio only). The type of information the researcher is 
interested in may include your life prior to and after the diagnosis or event, your thoughts and feelings about 
your significant other’s cardiac condition or event, and what you think about cardiac rehabilitation. We realise 
that talking about some of these things may be sensitive and you are not obliged to talk about anything that 
you do not want to. You can decline to answer any questions that make you feel uncomfortable. 

 
The researcher will arrange with you some suitable times and places to undertake observations and the two 
interviews and will aim to make these as convenient as possible. As mentioned previously these will be 
undertaken virtually rather than in person. The information you share will be anonymised and therefore it will 
not be possible for you to be personally identifiable in the research by anyone other than the principal 
researcher herself. 

 
Expenses and payments 
Participants will not be paid to participate in the study. 

 
What are the possible disadvantages and risks of taking part? 
There are not perceived to be any risks to taking part as the researcher intends to work around the 
participants. Understandably, talking about the health and illness of someone you care about may heighten 
emotions, and the researcher will be sensitive to this and try to reassure you. 

 
Should you be affected by any of the issues raised by taking part in the study the following organisations 
may be able to provide help and advice: 

 

Your significant other’s Cardiac Rehabilitation Nurse – 

 

British Heart Foundation – Heart helpline 0300 330 3311 or email hearthelpline@bhf.org.uk 
 

Your own GP using the contact details you usually use. Should you require assistance finding contact details 
please let the researcher know. 

mailto:hearthelpline@bhf.org.uk
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If you have any ethical concerns regarding the current research, your treatment as a participant or your 
involvement in the study please feel free to contact ethics@lincoln.ac.uk 

 

What are the possible benefits of taking part? 
Many people do find it helpful to talk about their health and illness or that of someone close to them and we 
hope this will be the same for you. 

 
Will my taking part in the study be kept confidential? 
We will follow ethical and legal practice and all information about you will be handled in confidence. The 
information you provide will be anonymised and therefore not personally attributed to you. We may use 
pseudonyms (pretend names) to assist in the discussion of the information. 

 
Although what you say during observations and in the interviews is confidential, should you disclose anything 
to us which we feel puts you or anyone else at any risk (including information regarding self-harm), we may 
feel it necessary to report this to the appropriate persons. 

 
When you agree to take part in a research study, the information about your health and care may be provided 
to researchers running other research studies in this organisation and in other organisations. These 
organisations may be universities, NHS organisations or companies involved in health and care research in 
this country or abroad. Your information will only be used by organisations and researchers to conduct 
research in accordance with the UK Policy Framework for Health and Social Care Research. 

 
This information will not identify you and will not be combined with other information in a way that could 
identify you. The information will only be used for the purpose of health and care research, and cannot be 
used to contact you or to affect your care. It will not be used to make decisions about future services available 
to you, such as insurance. 

 
Privacy notice 
The University of Lincoln is the sponsor for this study based in the United Kingdom. We will be using 
information from you and in order to undertake this study and will act as the data controller for this study. 
This means that we are responsible for looking after your information and using it properly. 

 
The University of Lincoln will keep identifiable information about you for no longer than 12 months after the 
study has finished. 

 
Your rights to access, change or move your information are limited, as we need to manage your information 
in specific ways in order for the research to be reliable and accurate. If you withdraw from the study, we will 
keep the information about you that we have already obtained. To safeguard your rights, we will use the 
minimum personally-identifiable information possible. You can find out more about how we use your 
information by contacting the researcher via email jblackwell@lincoln.ac.uk 

 

The only people at the University of Lincoln who will have access to the information that identifies you will 
be people who to contact you to follow up an initial expression of interest or to ask if you may be interested 
in being part of the study or to audit the data collection process. 

 
What will happen if I don’t want to carry on with the study? 
Your participation is voluntary and you are free to withdraw at any time, without giving any reason, and 
without your legal rights being affected. If you withdraw from the study, we will keep the information about 
you that we have already obtained unless you ask for it to be destroyed. To safeguard your rights, we will 
use the minimum personally-identifiable information possible. 

mailto:ethics@lincoln.ac.uk
mailto:jblackwell@lincoln.ac.uk
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What will happen to the results of the research study? 
The results from this research will form part of the researchers PhD programme and may be used in the 
thesis produced. The research may also be presented at conferences and for publication in journals. The 
PhD thesis, once successfully completed, will be available to view via the University of Lincoln repository. If 
all goes to plan it is likely to be completed and available by the end of 2021. 

 
Who is organising and funding the research? 
This research is being organised by the University of Lincoln and is being funded jointly by the University of 
Lincoln and the University of Copenhagen as part of a dual PhD programme. 

 
Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, called a Research Ethics Committee, 
to protect your interests. This study has been reviewed and given favourable opinion by Sheffield Research 
Ethics Committee. 

 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will 
do their best to answer your questions. The researchers’ contact details are given at the end of this 
information sheet. If you remain unhappy and wish to complain formally, you can do this by contacting 
ethics@lincoln.ac.uk. 

 

If you feel that we have let you down in relation to your information rights then please contact the Information 
Compliance team by email on compliance@lincoln.ac.uk or by post at Information Compliance, Secretariat, 
University of Lincoln, Brayford Pool, Lincoln, LN6 7TS. 

 
You can also make complaints directly to the Information Commissioner’s Office (ICO). The ICO is the 
independent authority upholding information rights for the UK. Their website is ico.org.uk and their telephone 
helpline number is 0303 123 1113. 

 
Further information and contact details 
Joanna Blackwell (Researcher) 
School of Sport and Exercise Science 
jblackwell@lincoln.ac.uk 

 

Prof Jacquelyn Allen-Collinson (Postgraduate Research Lead) 
School of Sport and Exercise Science 
University of Lincoln 
jallencollinson@lincoln.ac.uk 

 
Dr Hannah Henderson (Lincoln supervisor) 
School of Sport and Exercise Science 
University of Lincoln 
hhenderson@lincoln.ac.uk 

 

Dr Adam Evans (Copenhagen supervisor) 
Department of Nutrition, Exercise and Sport 
University of Copenhagen 
abe@nexs.ku.dk 

mailto:ethics@lincoln.ac.uk
mailto:compliance@lincoln.ac.uk
mailto:jblackwell@lincoln.ac.uk
mailto:jallencollinson@lincoln.ac.uk
mailto:hhenderson@lincoln.ac.uk
mailto:abe@nexs.ku.dk
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Information Sheet/Information about the research 

(Version 5.4 [Group attendees]: 13/09/2019) 

 

Title of Study: An exploration of the uptake of and adherence to a UK cardiac rehabilitation programme 
 
Name of Researcher(s): Joanna Blackwell 

 
Research is being conducted with the cardiac rehabilitation programme that you attend. You are not being 
asked to take part in the research but it may mean that you regularly see the researcher at the programme 
and research activities may be happening around you. With that in mind, we would like you to understand 
why the research is being completed and how it may involve you. The researcher will go through this 
information sheet with you and answer any questions you may have. We would suggest this should take 
about 5 minutes. Please feel free to talk to others about the study if you wish. 

 
What is the purpose of the study? 
The aim of this qualitative research project is to explore various influences on uptake and adherence to the 
exercise element of a UK based cardiac rehabilitation programme. This is an important topic to study 
because previous research tells us that social influences may be important considerations in a person’s 
choice to take up the offer of cardiac rehabilitation (which we call uptake) and a person’s choice to continue 
attending cardiac rehabilitation sessions (which we call adherence). Only half of eligible patients actually 
attend exercise-based cardiac rehabilitation, so it is very important to understand why patients may not be 
able to attend, or prefer not to attend. 

 
To help gather information about these social influences the researcher will undertake observations and 
interviews. The information collected will be used to help understand why or why not a person may choose 
to attend exercise sessions and may be helpful in designing future programmes that are more suitable for a 
wider range of patients. 

 
The research is being conducted with a hospital NHS trust cardiology department and a community NHS 
trust cardiac rehabilitation service in the UK and will include those who attend and those who have chosen 
not to attend the sessions and their close family and friends (who we may describe as significant others). 
The research is being conducted as part of a PhD which the researcher is completing jointly with the 
University of Lincoln and the University of Copenhagen. 

 
What does it mean for me? 
Some of the observations which are part of the research will take place during cardiac rehabilitation sessions. 
Observations are to help in understanding views on cardiac events and cardiac rehabilitation. Study 
participants will attend the sessions as they normally would and during the sessions the researcher may 
observe their behaviour and interactions, some of these interactions could be with you. The researcher may 
take notes and she will make more detailed notes after each observation is completed. We are providing this 
information for you as you may be present when these observations are taking place, however you are not 
part of the study and only the actions, speech and behaviour of study participants will be recorded. 

 
Do I have to agree? 
No. If you do agree, you will be given this information sheet to keep and be asked to sign a consent form. 
You may withdraw your consent at any time and without giving a reason. This would not affect your legal 
rights or affect your treatment or care. If you do not agree, no observations will be undertaken when you are 
present at the programme. This will not affect your treatment or care in any way. 

I 
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Why haven’t I been invited to be part of the research? 
The research is being conducted over a 6 month period and hopes to recruit participants near the beginning 
of their core/phase III cardiac rehabilitation journey, so if you have been attending for a few weeks already 
this may be a reason why you have not been invited. 

 
The research intends to recruit between 10 and 20 participants, this is spread between those attending 
cardiac rehabilitation and those that are not and covers all the programmes across . Therefore, 
it may be that the researcher already has a suitable number of people engaged. 

 
However, if you are interested and think you may be eligible please speak to the researcher. 

 
What about confidentiality? 
We will follow ethical and legal practice and all information about you will be handled in confidence. Your 
involvement in any conversations or interactions with study participants during your programme attendance 
will not be recorded. All data collected from study participants will be anonymised and therefore not 
personally attributed and may also involve the use of pseudonyms (pretend names) to assist in the 
discussion of the information. 

 
Although what you say or do during the programme will not be recorded, should you disclose anything which 
we feel puts you or anyone else at any risk (including information regarding self-harm), we may feel it 
necessary to report this to the appropriate persons. 

 
Privacy notice 
The University of Lincoln is the sponsor for this study based in the United Kingdom. We will be using 
information from you and in order to undertake this study and will act as the data controller for this study. 
This means that we are responsible for looking after your information and using it properly. 

 
The University of Lincoln will keep identifiable information about you (a copy of your consent form) for no 
longer than 12 months after the study has finished. 

 
Your rights to access, change or move your information are limited, as we need to manage your information 
in specific ways in order for the research to be reliable and accurate. If you withdraw your consent, any 
observations undertaken prior will not be affected. You can find out more about how we use your information 
by contacting the researcher via email jblackwell@lincoln.ac.uk 

 

will                                                                                                                                                  
collect information from you and/or your medical records for this research study in accordance with our 
instructions. 

 

will use 
your name and contact details to contact you about the research study, and make sure that relevant 
information about the study is recorded for your care, and to oversee the quality of the study. Individuals 
from the University of Lincoln and regulatory organisations may look at your medical and research records 
to check the accuracy of the research study. 

will pass these details to the University of Lincoln along with the 
information collected from you and/or your medical records. The only people at the University of Lincoln who 
will have access to the information that identifies you will be those who contact you to follow up an initial 
expression of interest, to ask if you may be interested in being part of the study or to audit the data collection 
process. 

mailto:jblackwell@lincoln.ac.uk


345 

13/09/2019 IRAS ID 255718 Uptake and adherence in cardiac rehabilitation - Participant Information Sheet Version 5.4 

 

What will happen if I want to withdraw my consent? 
Your agreement to be present during observations is voluntary and you are free to withdraw your consent at 
any time, without giving any reason, and without your legal rights, treatment or care being affected. If you 
withdraw you consent, we will keep the information about study participants we have already obtained. 

 
What will happen to the results of the research study? 
The results from this research will form part of the researchers PhD programme and may be used in the 
thesis produced. The research may also be presented at conferences and for publication in journals. The 
PhD thesis, once successfully completed, will be available to view via the University of Lincoln repository. If 
all goes to plan it is likely to be completed and available by the end of 2021. 

 
Who is organising and funding the research? 
This research is being organised by the University of Lincoln and is being funded jointly by the University of 
Lincoln and the University of Copenhagen as part of a dual PhD programme. 

 
Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, called a Research Ethics Committee, 
to protect your interests. This study has been reviewed and given favourable opinion by Sheffield Research 
Ethics Committee. 

 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will 
do their best to answer your questions. The researchers contact details are given at the end of this 
information sheet. If you remain unhappy and wish to complain formally, you can do this by contacting 
ethics@lincoln.ac.uk 

 

If you feel that we have let you down in relation to your information rights then please contact the Information 
Compliance team by email on compliance@lincoln.ac.uk or by post at Information Compliance, Secretariat, 
University of Lincoln, Brayford Pool, Lincoln, LN6 7TS. 

 
You can also make complaints directly to the Information Commissioner’s Office (ICO). The ICO is the 
independent authority upholding information rights for the UK. Their website is ico.org.uk and their telephone 
helpline number is 0303 123 1113. 

 
Further information and contact details 
Joanna Blackwell (Researcher) 
School of Sport and Exercise Science 
University of Lincoln 
jblackwell@lincoln.ac.uk 

 

Prof Jacquelyn Allen-Collinson (Postgraduate Research Lead) 
School of Sport and Exercise Science 
University of Lincoln  
jallencollinson@lincoln.ac.uk 

 
Dr Hannah Henderson (Lincoln supervisor) 
School of Sport and Exercise Science 
University of Lincoln 
hhenderson@lincoln.ac.uk 

mailto:ethics@lincoln.ac.uk
mailto:compliance@lincoln.ac.uk
mailto:jblackwell@lincoln.ac.uk
mailto:jallencollinson@lincoln.ac.uk
mailto:hhenderson@lincoln.ac.uk
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Dr Adam Evans (Copenhagen supervisor) 
Department of Nutrition, Exercise and Sport 
University of Copenhagen 
abe@nexs.ku.dk 

mailto:abe@nexs.ku.dk
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Appendix D 

Participant profiles 

Pseudonym Age Sex Patient or 

Significant 

other 

Personal 

status 

Symptoms Cardiac event First cardiac event? CR Uptake CR 
 

Adherence 

Mark 74 M Patient Married Chest pain MI + PCI No Yes Yes 
Pam 74 F Significant 

other 
Married N/A N/A N/A N/A N/A 

Tom 43 M Patient Married Chest pain MI + PCI Yes Yes Yes 
Simon 73 M Patient Married Chest pain on exertion CABG Yes Yes Yes 
Neil 56 M Patient Single Chest and shoulder pain 

on exertion 
Fatigue 

PCI Yes Yes Yes 

Peter 53 M Significant 
other 

Married N/A N/A N/A N/A N/A 

Gordon* Unknown M Patient Married N/A CABG Unknown N/A N/A 
Jane* Unknown F Significant 

other 
Married N/A N/A N/A N/A N/A 

Robert 58 M Patient Married Shortness of breath 
Chest pain 

PCI No Yes Yes 

Sarah 58 F Significant 
other 

Married N/A N/A N/A N/A N/A 

Elizabeth 69 F Patient Separated Pain in jaw and chest MI + PCI No No N/A 
Debbie Unknown F Significant 

other 
Partner N/A N/A N/A N/A N/A 

Adam 40 M Patient Partner None Aneurysm Yes Yes Yes 
Valerie 39 F Significant 

other 
Partner N/A N/A N/A N/A N/A 

Paul 72 M Patient Married Nausea 
High temperature 

ICD No Yes Yes 

Petra 73 F Significant 
other 

Married N/A N/A N/A N/A N/A 

Sandra 58 F Patient Partner Fatigue 
Shortness of breath 

Nausea 
Heavy chest 

PCI Yes Yes No 

*Gordon passed away prior to his first interview taking place and Jane, his significant other, was withdrawn from the study. 
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Appendix E 

First interview outline 

Uptake and adherence in Cardiac Rehabilitation (CR) - First Interview schedule 

Participant ID: 

 
 
This interview is the first element of participation in the cardiac rehabilitation study that you 
have kindly consented to take part in. A second interview will be conducted with you in a few 
months’ time and the researcher will make separate arrangements with you for this. 

 
 
 
The approximate length of this interview will be 45-60 minutes, but you are free to leave earlier 
if you wish. The questions below are intended as general ‘open’ questions to prompt 
memories, etc. This is not a questionnaire-style interview so please feel free to depart from 
the questions and to elaborate upon topics. Also if there is anything you do not wish to answer 
or you feel uncomfortable with 

 
 
 
An audio recording of the interview will be made, which the researcher will then type up word 
for word. Please answer the questions as openly and honestly as you feel able. Details relating 
to confidentiality and other aspects of the study were provided in the participant information 
sheet and consent form which you will have seen/signed, but please ask if you have any 
questions about these or any other aspects. 

 

Background information 

1. How would you describe family life in your younger days? 
a. School and your education 
b. Career in mind? What kind of work opportunities were there? 
c. Describe your class background e.g. working class? Middle class? For example 

 
2. Can you tell me about some of the memories you have of when you were younger and 

the things you did, games you’d play or activities you were involved in? 
a. Tend to do things on your own or with others? join groups? Spend time with 

friends? 
 
3. Thinking back to adult life before the cardiac event/heart condition, what hobbies were 

you involved in, or were there any activities you took part in for example? 
a. Tend to do things on your (their) own or with others, join groups, socialise? 
b. If physically active before illness, what kinds of activities would you (they) do? do 

these on your own or with others (do things together)? 
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4. Since the illness are there activities, hobbies, past times that you are now involved in or 
activities that you take part in? 

a. Tend to do things on your own or with others, such as family/friends, join 
groups, socialise? 

b. In terms of physical activity, would (you think your family member/friend 
would) feel comfortable doing with others? 

c. Some things find more appealing? (partner/friend would find more 
appealing?) For physical activity, prefer mixed groups in terms of 
male/female, ages, abilities? Or prefer, say, single sex groups or sessions 
grouped by age or something else? 

 
5. How do you see your role in family/daily life? What do you feel your responsibilities are? 

• Changed since the event/diagnosis? And if it has, how has it changed and how do 
you feel about that? able to work? 

• View family life differently now? 
 
6. Do you consider your class background to have changed from when you were growing 

up? 
a. Explain a little why you think that may be? Education, employment, where you 

live for example? 
 
7. What do you consider important in life? 

• Physical activity been one of those things? 
• Things changed since the event/diagnosis? 

 
 
About the cardiac event/diagnosis and cardiac rehabilitation 

8. Can you describe the events leading up to your (your partner’s/friend’s) cardiac 
event/heart condition? 

a. How did it make you feel? Confide in others and were these close family and/or 
friends or others? 

b. (How long have you been close to the family member/friend?) 
 
9. What can you tell me about when you (they) sought help? 

a. Who did you (they) go to first? act straight away? 
b. How did you feel about the treatment and advice you (they) received from 

medical and health professionals? 
c. Were family members/friends able to be part of discussions and appointments? 

Did you want them to be? If yes/no, why? (Were you included in discussions and 
appointments? Did you want to be included? If yes/no, why?) 

 
10. Do you see yourself (your loved one) as being ill? 

a. How much do you think about your health? 
 
11. What can you tell me about how you see yourself (your loved one) following the cardiac 

event? Has it changed? 
a. What about how other people see you, has that changed? 

 
12. What can you tell me about the decision to participate or not participate in cardiac 

rehabilitation? 
• How heard about CR/who provided information about CR? 
• Any concerns, worries or doubts about taking part (your family member/friend 

taking part)? 
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• Change mind at any point? Talk to anyone about it? 
• Anything in particular that helped or hindered your decision making? 

 
13. For those participating in CR, could you tell me a little about how taking part has made 

you feel? 
 
14. Is there anything else you would like to add? 
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Appendix F 
 

Second interview outline example 
 
 
 
 
Uptake and adherence in Cardiac Rehabilitation (CR) 

Participant ID: 

 
Second Interview schedule (semi-structured) 

 
 
 
This interview forms the second and final interview as part of your participation in the uptake 
and adherence in cardiac rehabilitation study that you have consented to take part in. As 
happened in the first interview an audio recording of the interview will be made, which the 
researcher will then transcribe word for word. The approximate length of this interview is 30- 
60 minutes. Please answer the questions as openly and honestly as you feel able. Details 
relating to confidentiality and other aspects of the study were detailed in the participant 
information sheet and consent form which you will have seen/signed. But should you have any 
questions please ask. 

 
 
 

1. The army has clearly been a huge part of your life. What can you tell me about your 
army background in relation to who you are? 

 
a. How influential do you think that’s been to you wanting to stay fit and healthy? 

 
 
 

2. Are there other aspects of your life that you feel may have shaped who you are? 
 
 
 

3. I remember you telling me that the first chest pains you experienced were after you left 
the army, on reflection do you think there were any earlier signs? 

 
 
 

4. If your wife, or anyone else for that matter, tries to tell you to do or not to do things how 
do you feel about that? 
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5. In your first interview you talked about needing to change your lifestyle, what did you 
mean? 

 
a. Do you think other people or factors are important to help you do that? 

 
 
 

6. You mentioned wanting to finish the second phase of rehab before re-joining previous 
activities, could you explain a little bit more about that? 

 
 

7. Could you describe where you are now on your journey following your cardiac event? 
 

a. You said for example you wanted to be fitter and this seemed important to you. 
Are you there? 

 
 
 

8. Is it typical for you to attend or take part in activities regularly or do you find that 
difficult? 

 
 
 

9. Looking back, have you any thoughts or reflections about CR? 
 

a. Do you think of it as something useful and important to make time for? Why? 
 

b. What encouraged you to keep attending each week? 
 

c. What about the people you met there, have you any reflections about them? 
 

d. What about the staff and volunteers? How important were they to the process? 
 

e. Is there anything that would improve the experience? 
 

f. Why do you think people decide not to go? 
 

10. Is there anything else you would like to add? 
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Appendix G 
 

Example of a transcript (J=Researcher, R=Participant) 
 
 
Please note study location information has been redacted to assist with anonymity of 

participants. 

 
 
First interview – Robert 09/01/2020 

 
J: Ok, so my first question is how would you describe family life in your younger days? how 
would you describe your childhood?] 

 
R: Erm, er straight away that is quite a sensitive issue 

J: Is it? 

R: Erm growing up my father had a lot of health problems mainly with mental health, 
schizophrenia depression things like that, and so I never really had much of a close connection 
with me father. I was like me mothers’ child and so everything was based around me mother. 
Erm me father spent most of his time erm in and out of hospitals and asylums and things so, 
it was pretty difficult. 

 
J: Mmm. What do you remember about school and your education? 

 
R: Erm certain teachers I didn’t like, certain teachers I very much liked and you know I still 
think about them now, and what they did for me at the time, you know helped me through 
maths was a strong subject so they got me to a level, not a high level but to a higher level than I 
was probably going to get. Erm so yeh I still think about those teachers but there’s some that I 
used to hate, I mean in them days it was, they’d probably get away with calling you a nickname, 
whereas today they wouldn’t and so there was one teacher who I can think of that used to call 
me by a nickname which I didn’t like. 

 
J: Right. 

 
R: Nah apart from that I think school was ok 

 
J: Yeh, did you have an idea of what you wanted to do when you grew up? 

R: I thought I was gonna be a fisherman 

J: Ok. 
 
R: ‘cause I liked fishing and I’d no idea what a fisherman did and I certainly in hindsight would 
not have gone out on a trawler. But er that was my earliest thoughts about what I wanted to 
be. But apart from that I’d no idea what I wanted to do for a career. Either in early schooling 
or secondary schooling I had no real idea. 
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J: And did you have any siblings? 
 
R: I’ve got two sisters, er ones still with us. The other one died quite young erm that was only 
a couple of years ago 

 
J: Right, ok, and how would you describe your class background growing up? Would you have 
described yourself as working class? 

 
R: Not working class, but erm probably lower middle if I had to categorise it 

J: why would you say that, what was it about your childhood? 

R: Erm, I just didn’t feel like I was from a particularly poor background erm you know we were 
ok we weren’t comfortably well off certainly with me father not working most of the time, me 
mother had to do extra work, childminding or dress making just to bring home a few extra 
pounds in, but I spose when you’re that young you don’t really appreciate it. Its only looking 
back you realise what is was like for ya parents, erm 

 
J: but you felt like you had access to what you needed? 

R: We didn’t go hungry 

J: No. 
 
R: Basic meals. 

 
J: Mhmm. Ok and are there any particular memories you’ve got of when you were younger? 
Any games, hobbies, activities those kind of things that you remember quite fondly? 

 
R: Well I mentioned fishing, I used to go fishing quite regularly, used to get a train from where 
we lived, it was about 20 mile journey by train to a fishing spot 

 
J: yep 

 
R: used to do that at the ages of 8 or 9 years old, used to be a group 2 or 3 of us do that, go 
off on the train 

 
J: yep 

 
R: can’t imagine your kids doing it these days, 

 
J: that’s kind of the main thing you remember, so being with groups of friends and fishing? R: 
yeh, well we used to go out into the countryside as well doing egg collecting, which would be 
frowned upon these days but was something you did in them days 

 
J: yeh. Would you have a preference for being with other people or would you be quite happy 
to entertain yourself? 

 
R: erm, I wouldn’t say I would entertain myself, I would always prefer company but probably 
not large groups, erm I do bird watching now and sometimes there’ll be a rare bird turns up 
and a load of people go to see it, I won’t 
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J: right 
 
R: I’d rather have the bird to myself or just a few friends than going with a hundred other people 
and fighting for a glimpse kind of thing, I don’t like big crowds. 

 
J: Does it make you feel a particular way? 

 
R: erm… I don’t know whether it makes me claustrophobic perhaps that’s not the right word 
for it. There’s just too many different types of people in a large group. I’d rather be with people 
that I know who they are and how they’re going to react 

 
J: yeh, I can understand that, yep, ok. Thinking back to early adult life erm how was that for 
you, what kinds of activities, hobbies and things did you have then? 

 
R: Erm, what age are we talking about? 

J: early adulthood I guess, early twenties 

R: right erm well I was still enjoyed fishing at that point I did have time to do it, and I also did 
other activities I used to fun runs half marathons, erm windsurfing 

 
J: quite active then? 

 
R: at the time yeh in my twenties I was quite active 

J: was that for enjoyment or for health benefit? 

R: it was purely for pleasure… I liked being fairly competitive with the running side of things 
and most of the runs used to take place in I would be in the top 5% so quite pleased with that 

 
J: yeh, and again you would gravitate towards things you could do on your own or with smaller 
groups? 

 
R: erm the running, I could practice by myself although my wife used to join in some of the fun 
runs, she wasn’t always able to keep up with me so she did her own thing and I did my own 
thing. But you know we’d both be at the event and meet up at the end of the event, so it was 
something we could do together but because of our different abilities it was a job for me to 
stay at her pace or for her to keep to my pace. 

 
J: And since erm your heart event, your cardiac event are there activities and hobbies that you 
still do or are you doing different things now? 

 
R: The things I’ve been doing for about the past 10 or 15 years have been birdwatching and 
photography mainly bird photography so its outdoors lot of walking involved, chasing after a 
bird or just walking around a reserve looking for something to photograph. You quite easily do 
three or four miles if not more during a day out birding. 

 
J: And the running and the things that you used to do did they gradually stop? 

 
R: I did a job in my late twenties working for about 10 years working for a dairy and part of that 
was actually doing the milk rounds before I became a supervisor at the dairy and I used to run 
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round the rounds you literally you could go home when you got finished so if you run round 
you got finished earlier and I was able to fishing or windsurfing so the er that job kept me fit, 
after I left the dairy or before I left the dairy I became a supervisor which made me a bit more 
sedentary, more of an office hours job and I suppose really about that time I stopped exercising 
er and concentrated on career side of things. 

 
J: yeh, did you miss it? 

R: the running? 

J: yeh 
 
R: erm, I don’t know whether I did, I don’t think I missed it, I just sort of moved on and it was 
something I did at the time that I didn’t do anymore, erm so no I didn’t miss it. 

 
J: How do you feel about physical activity and exercise now is it something that you consider 
important in life? 

 
R: I hadn’t thought of it as important erm I would like to do more but I wouldn’t want to do it by 
myself now I wouldn’t want to do it in a large group and if it was a case of going out for a jog I 
wouldn’t be motivated to go out and do it by myself but where we live and the people that I 
know around me there is no one to go with, you need, if I go bird watching I can find friends 
that are interested and want to go out and do the same thing I’d struggle to find someone to 
do say going out for a jog and to have someone at the same time as you’re available is always 
gonna be difficult 

 
J: yes, of course, it’s gets trickier doesn’t it? 

R: Yeh. 

J: And do you mind when you’re in a small group like this for example do you prefer mixed 
groups, single sex groups? 

 
R: doesn’t bother me 

 
J: doesn’t cross your mind? 

R: no. 

J: How about your role in your family life, your daily life, have you got particular responsibilities 
at home for example? 

 
R: Well we’ve got two lads there in their sort of early twenties, er they are causing a little bit of 
issues 

 
J: right 

 
R: with various things, whether it’s just they’re not getting on with their own jobs 

J: do they live at home? 
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R: they’re both at home still 

J: yeh 

R: yeh. Er ones still in his last year at university and giving us a little bit of grief, I think he 
would have been better off if he’d not gone to university and gone out and got out to work, so 
he’s getting himself into a little bit of debt and smoking and other things 

 
J: mmm 

 
R: so it’s not, it adds a bit of stress to my life, but you got to let them make their own mistakes 
in some ways 

 
J: mmm. 

 
R: er yeh. 

 
J: Are there particular things that you always do around the house, is cooking, cleaning your 
thing? 

 
R: erm certain days of the week when the wife is working a full day, I will make the meals she 
does the meals when she’s on a day off. 

 
J: So, you share responsibility then? 

 
R: to a point but there again I would day she probably does more than I do. I mean I tend to 
be the person that will do the outside work, maintenance we’ve got quite a bit of land so there’s 
always maintenance of sheds and fences and stuff, so anything physical will be down to me, 
mowing the lawns and cutting the hedges and things 

 
J: has that changed since your cardiac event? 

 
R: not really no, my first cardiac event was about six years ago, er after the procedure for the 
stent I felt like a new man er so you know I never stopped doing anything that I was able to do 
before. I say the last six months before this second procedure I was slowing down again and 
although I still did everything, things were becoming harder and getting more out of breath, 
having to stop before I’d completed a task, having to get me breath back so I suppose this 
time it’s been more of wake-up call for me 

 
J: mmm, do you view family life differently because of that? Or has that not changed? 

 
R: erm I try to let the kids know that they’ll end up like me if they’re not careful. Try to put them 
on the right path, not make the same mistakes I did which is very difficult, they don’t listen 

 
J: and would you say that your class background has changed from when you were younger, 
do you feel? 

 
R: erm I think we’re I mean I don’t like to class people if I was then I would say I’m middle 
class but you know that’s we are comfortably, we’re both working, the house is paid for you 
know we’re ok, we’re not struggling if that is what middle class is erm 
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J: yeh, ok. Are there particular things you consider important in life? 
 
R: I think you need to have a good work life balance I do enjoy things, the activities that I do 
participate in the photography and the bird watching, erm… what was the question again? 

 
J: things that you consider important in life? 

 
R: right, well obviously family’s important and me wife she’s very important 

 
J: mmhm. Has that always been that way or do you think that you value things differently now? 

R: because of the procedure? 

J: mmm 
 
R: erm I think it makes you realise how other people will continue if anything happened to me, 
erm although there’s I say there’s very little I can do about it, hopefully by participating in these 
courses that will help, keep me going a bit longer 

 
J: sure, ok. So, we’ll talk a little bit more about the procedure and cardiac rehabilitation now if 
that’s ok? So, could you describe the events leading up to the cardiac event that you had, and 
you mentioned that you had something else six years ago was it? 

 
R: Yeh I had er think it was four stents six years ago similar symptoms I was getting then I had 
building up to this last procedure erm shortness of breath, angina pains, not really knowing 
whether the pain was angina erm but because it was similar to what I’d had before I thought 
I’d better get it checked out, I did put off going to see the doctor probably for longer than I 
should have done 

 
J: mmhm 

 
R: I had a holiday booked to Crete and it was with a few friends, that I didn’t want to let down 
erm, my wife was a little bit worried about me going in the state that I was in, she didn’t think I 
was gonna come back. But erm went on holiday came back I wasn’t very good on holiday, I 
had a virus while I was there as well but even just walking up a couple of flights of stairs to get 
to the room I was out of breath, I knew it wasn’t right, so when I came back from holiday I’d 
already had an annual check-up with the doctor booked, I think it was the following week or 
two weeks later so I waited for that opportunity which was already sort of booked in to raise 
my concerns with that doctor and I went to him basically with three issues, one was about the 
pains, one was erm… what was it about my medicine whether to carry on erm with it was a 
review of the medication basically and whether that’s what I was going to continue to take erm 
and I can’t remember what the third thing was I’d probably got a minor problem anyway the 
doctor prioritised the issues and put the pain and the heart problem at the top 

 
J: mm, right 

 
R: and arranged for me to go to the rapid chest clinic which was I went to the doctor on the 
Monday and I got a letter on the Friday saying that that erm the rapid chest pain clinic would 
arrange for me to go in, I got a call on the Monday following my initial visit to the doctor at 12 
o’clock saying could I come in at 2 o’clock that day, so I went in at 2 o’clock and basically they 
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kept me in after the ECG results, the ECG didn’t show up a great deal but because I’d had 
previous history and there was a little bit of family history everything together they thought it’d 
be better that they investigated it further rather than sending me home so I was put in as an 
in-patient erm, that was on the Monday and on the Wednesday I’d had the angio…plasty and I 
was told that one of the arteries was 100% percent blocked. 

 
J: right. 

 
R: So, there was some concern as to whether they could actually do anything with it cause it 
was blocked erm at one point they said they may have to stop the and erm refer me to some 
other procedure, I’m not quite sure whether that would have meant a graft or not quite sure 
what. But luckily they was able to insert a stent and er they were pleased with the results and… 
(pauses) 

 
J: how did you feel about all of that? 

 
R: because I’d had the procedure before I felt more comfortable going through it all but I was 
very emotional after coming out of the procedure 

 
J: mm 

 
R: in fact I think I was a little but emotional before I went in, I can’t remember whether it was 
before or after I went in I think it was before I went in, thinking it was a bit er you know, it was 
all building up inside me 

 
J: mm 

 
R: but yeh it was a bit emotional for me at the time. 

J: Did your wife go with you? 

R: erm, well she was with me for the, at the time when I went in on the Monday, when they’d 
called me in at the 2 o’clock so she was there when they’d decided to keep me in [yep] and er 
so she went home and I stayed, she came back the same evening with some toiletries and 
things. 

 
J: When you first got these symptoms, erm, did you feel you like you knew straight away what 
it was? 

 
R: I wasn’t 100% sure, erm I was getting em at similar times, and it was after, I mean I keep 
racing pigeons as well another one of my hobbies erm never managed to beat one yet but I 
used to go down in the morning before work to feed them and I was coming back up the garden I 
was being out of breath and getting tightness of chest and I wasn’t quite sure if it was just the 
pigeons and the dust or whatever associated with pigeons so I wasn’t 100% sure what it was 
it was only when I was getting similar symptoms away from the pigeons like when I was on 
holiday I hadn’t been in touch with the pigeons for a week but I was still getting the symptoms. 
So, it sort of reinforced there was something different to the pigeons causing the problem and 
it was very similar symptoms to what I was getting the time before 

 
J: did you tell anyone you were getting these symptoms or was it obvious to others? 
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R: erm, I think it was obvious to others, me wife certainly didn’t even want me to go on holiday 

J: right 

R: and me friends on holiday were commenting on the fact that I was probably sweating more 
than I should be doing even though it was a hotter climate I was sweating more than they were 
erm and I’d also mentioned it to them that I thought I was having problems, and that I was 
gonna deal with it when I got back 

 
J: yeh 

 
R: so other people were aware 

 
J: and after the first stents that you had, did you say four? 

 
R: I think it’s four at least four, they keep telling me at least four 

J: right, ok 

R: we’ll stick with four 
 
J: were you still on medication and things? 

 
R: what what happened was I went in a few months before my first procedure erm I went in to 
a wellbeing session at work and they checked my cholesterol, it was only a pin prick thing I 
don’t know how accurate it was but it came back as being 7.4 

 
J: right 

 
R: which I was told was quite high. That walk-in wellbeing session was meant to be a 10- 
minute session, well I was in there for 40 minutes. So, erm they raised concerns about certain 
aspects of the results, erm and it was based on those results that I thought I’d better go to the 
doctors and get proper readings 

 
J: yeh 

 
R: and find out you know if I should be taking any medicines for it, so I can’t remember how 
many months before that procedure, it may have even been up to a year before but at that 
point I had changed I decided to change certain aspects 

 
[centre staff come into the room to ask if they could take furniture out] 

 
R: I’d already decided to change certain aspects of my diet erm and I swapped from say full 
fat milk to a semi-skimmed milk, started taking a Benecol yogurt drink, margarine to like a 
Flora proctiv, erm started taking an omega three tablet every day and the doctors had already 
put me on statins, I think that was the only tablet I was on at the time statins erm and then 
after the first procedure I was put on aspirin and clopidogrel at the time 

 
J: yeh 
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R: so I’d already been taking the statins for probably up to a year before that first procedure 
so, and the fact that I’d changed some of my lifestyle erm hopefully it didn’t put it off cause I 
still had the thing but I’d already started to make changes 

 
J: do you think it you hadn’t had that doctors appointment booked you would have made one 
anyway to go? 

 
R: No 

 
J: you don’t? 

 
R: no. If I hadn’t had gone in or the wellbeing session at work I would have been none the 
wiser and I just wouldn’t have known. 

 
J: And when you got back from your holiday and you felt rotten would you have made an 
appointment to go and get things checked out if you hadn’t already? 

 
R: erm yes I think in that case I would have done, yeh 

 
J: and what did you think about the treatment and the advice that you got from professionals? 

 
R: erm they followed their procedures and 

 
[staff re-enter the room and make a lot of banging and noise so we pause for a few seconds] 

R: you can edit that bit out (laughs) 

J: sorry, not quite managed to get private space here (CR venue) yet, I am trying 

R: er right where were we 

J: yeh about going to see the doctor 
 
R: yeh I think everything they did was apt 

J: um, yep 

R: and the right thing to do for me. Erm I’d recommend anybody does the wellbeing sessions 
if they’re offered it, I think it’s disappointing that you don’t even know your own cholesterol 
level 

 
J: no. 

 
R: um if you’re not getting any symptoms you don’t know what’s going on inside your body 

 
J: And were you always comfortable confiding in your wife and talking to her about things? Or 
would you tend to keep things to yourself? 

 
R: oh I’ve always been able to talk to her 

J: yep 
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[further furniture being taken out of room] 
 
R: what are they doing moving house? There’s a few more chairs left 

 
J: they’ll be coming for our chairs in a minute! (laughs). Erm do you tend to confide in anyone 
else? 

 
R: errrrrmm, no in a word 

 
J: that a conscious decision or you just? 

 
R: I may, I may talk to work colleagues but not about too personal issues so 

J: cause you mentioned you work from home and then go out 

R: well I’m basically working by myself but occasionally I will work with a colleague and you 
know depends which colleague I work with as to how much I talk about home life you know 
some I feel I get on better with than others 

 
J: yeh. Do you see yourself as being ill? 

R: No. 

J: Do you ever describe yourself that way? 
 
R: No. I know this is a problem, I had a problem and in some ways I feel guilty that I don’t feel 
worse than I am [right, ok] which is a funny thing to say. 

 
J: How much do you think about your health? 

 
R: over the last few years I’ve always thought it my own mind that I’m gonna die young 

J: right, ok. 

R: Whether that’s because a lot of family members have died young, erm me dad at 65 me 
Mum at 69 me sister at 54, so er it’s a little bit of a raw joke at home, I keep telling the wife I’m 
not going to be here much longer 

 
J: what does she say to that? 

 
R: well I don’t think she’s too pleased that I’m saying it cause all she’ll say is well then is what 
am I supposed to do when you’re not hear kind of thing. So, I probably don’t give her as much 
thought as I should do when I’m saying those things but that’s how I felt. I even now I don’t 
think I’m going to be here much past 70 even if I get that far 

 
J: really 

 
R: but I don’t feel ill 

J: no 
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R: I don’t feel like I’m gonna drop dead tomorrow I just think things will take their course and I 
don’t think I’m going to live to a ripe old age. 

 
J: ok. 

 
R: I don’t want to, I don’t want to live to be 100 and in a nursing home 

J: you don’t? 

R: no. 
 
J: What can you tell me about how you see yourself after the stents that you’ve had, has how 
you see yourself changed at all? 

 
R: It’s given me another new lease of life again after the first procedure I felt like a new man, 
and I’ve had that feeling again because I was getting so tired and just to not have that and feel 
like I am able to do more you know it is a nice feeling, whether that’ll wear off over time, 
hopefully not. 

 
J: Do you think how other people see you has changed at all? 

 
R: er well I hope my lads see as a warning, that’s how I hope they feel but erm, I think it’s been 
a bit of a worry for the wife as well 

 
J: mm, does she treat you any differently? 

R: no 

J: no 
 
R: still get nagged at! (laughs). 

 
J: What can you tell me about your decision to participate or not in cardiac rehabilitation, 
because obviously initially you said no? 

 
R: Yeh, well, to start off with after the first procedure I couldn’t see the benefits of me attending 
the course I didn’t really know what the course would entail 

 
J: so, you were offered it? 

R: I was offered it 

J: how long ago was that? 
 
R: I think it was six years ago maybe seven, but erm I thought I’d be better cause I felt like a 
new man just going back to work and being active at work because some of what I do at works 
quite physical, erm I thought I’d be better off doing that than going to be a keep fit exercise 
course, I couldn’t see the benefits. Its erm and I suppose that I had the same thoughts when 
I was offered it again this time, you know I feel ok, let’s get back to work let’s just crack on with 
it, er so I decided that I wasn’t going to participate 
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J: did you make that decision straight away or did you talk it through with your wife? 
 
R: I didn’t talk it through with anybody it was my decision that I wasn’t gonna do it. Erm, then 
things changed a little bit, erm, someone at work a colleague suggested to my line manager 
that he thought the line manager should be looking at some kind of occupational health for me 
now whether would have done it without this other colleague not mentioning it I don’t know it’s 
a new line manager he’d fairly young probably didn’t really know what he should be doing to 
help me back to work, so he did arrange for an occupational health erm assessment for me, 
initially it was based to be an over the phone conversation and the outcome of that 
conversation was all they could offer me was basically what the NHS was offering me on this 
course anyway 

 
J: right, ok 

 
R: but it would be privately funded, and I thought there’s not much point doing that. Erm, and 
then I thought to myself I’ve got nothing to lose erm, I assumed at the time that the course 
would probably be held during works time erm and I’d hoped that work would allow me to take 
that time during works time to erm to do it 

 
J: yeh 

 
R: the fact that work had suggested I go on this occupational thing, if they were prepared to 
pay for me to go on this course then surely they’d prepared to pay for me to take the time off 
to attend 

 
J: yeh 

 
R: the NHS course which I’d already been offered and I just thought I’d got nothing to lose by 
doing and lets find out what the course is and what it can offer me, cause there wasn’t enough 
information if didn’t feel about what it would entail 

 
J: what did you get out of interest? 

R: I can’t remember 

J: did you get, did somebody ring you? 
 
R: when I first got the phone call offering me the course and I said at the time I didn’t think I 
would participate they did say well lets send me some information out anyway, that never 
arrived 

 
J: right 

 
R: and it was only after I’d rang em to tell em I’d changed me mind and reminded them that 
they hadn’t sent anything out that they actually sent some information out. So, erm don’t know 
whether that was just a mix up or they forgot but perhaps if they’d sent it out and it did give me 
the information to make a decision one way or the other I may have made that decision earlier 
but I’d already made the decision before I got the information in this case 
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J; yeh. So, when you said that you didn’t think that you would do it, you didn’t think you’d get 
any benefit from it, what was the kind of thinking behind that? Was it because you didn’t really 
know what it involved? 

 
R: I didn’t really know what it involved but I thought I’d be able to keep myself fit to the level I 
thought I was ok at, but I s’pose in hindsight perhaps that level should have been higher than 
what I was doing. 

 
J: Was that the only reason or was there some trepidation about what it might involve? 

 
R: erm, yes in a way, erm we mentioned earlier about doing things in groups and things, I felt, 
and I’ve also mentioned the fact about feeling guilty about not being ill I felt that there would 
be I would be mixing with people that were probably a lot worse off than me, I didn’t know for 
sure but I didn’t want to deprive them of a place cause I thought they’d get more out of it than 
I would, erm, and there’s a little bit about being embarrassed participating in as group with 
people you don’t know and so there is that bit of trepidation about those things. 

 
J: And when you came here for the first time what were your thoughts and feelings as you kind 
of walked in the building? 

 
R: yeh no I thought everyone was friendly and explaining what was going on, erm last week 
was the induction, I’m not quite sure whether I would call it an induction it wasn’t quite how I 
thought they were just going to be a little more health and safety on the equipment rather than 
this is how you use it, it’s difficult to explain what I mean but I don’t know whether would’ve 
called it an induction, this being my second week erm, I was happy with my surroundings, 
familiar with one or two faces, spoken to one or two people spoken to the nurses and yourself 
so you know 

 
J: bit more familiar now? 

 
R: yeh after that I’m more comfortable now, having done some the sessions where you are in 
a group I feel less embarrassed 

 
J: is it what you expected? 

 
R: a little bit, erm, I didn’t know how much of it would be on the equipment, I thought perhaps 
more of it would be done more in a class environment but the fact that when you’re on a piece 
of equipment you know you’re concentrating on it you’re not aware of what’s going on around, 
just get on with it, it’s not as embarrassing as you think it’s going to be. 

 
J: And is it, the exercise itself, is it ok for you? 

 
R: The level of exercise is ok, I feel I could push myself harder but I don’t wanna burn myself 
at the beginning of the session, not knowing what’s coming next I thought this first session 
might be four lots of exercise and that was it but it seems to be based more on a time period 
if you’ve done four exercises and you’ve got another two minutes left you’ll go and do another 
two exercises, I didn’t I wasn’t aware that would happen, but it wasn’t a problem. 

 
J: What about others around you in the group? 
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R: erm, yeh I think we’re a mixed group erm I don’t know what all their problems have been I 
don’t know whether I need to know but… 

 
J: That feeling that you had about thinking that ill people needed it, do you think that’s still 
there? 

 
R: erm (sigh)… 

 
J: having been here and seen who’s doing it 

 
R: erm from conversations I’ve overheard or heard there is people here that I feel have had a 
more intrusive procedure done than I have. Erm, and I would class them as being iller than 
me. 

 
J: How has it made you feel coming here? obviously it’s early days? but do you feel better? 

R: better for exercising or just better in general? 

J: in general, yeh everything 
 
R: erm yeh I think its early days I don’t think I’ve physically or mentally changed a great deal 
in the last couple of weeks but hopefully mental side will motivate me to do more, you know 
I’m doing a little bit more exercise at home on top of what I would normally have done which 
is very little so by doing something I’m hopefully helping erm if I hadn’t have come on this I 
probably wouldn’t have done that but I’m hoping to do more and build up the levels. 

 
J: Where do you see yourself after this, have you thought about that yet? 

 
R: hopefully I can maintain that level of fitness and keep active I do feel like I am fairly active 
at work but to do that little bit extra outside of work I think can’t hurt. 

 
J: And if there was somebody like you who was perhaps thinking that it wasn’t for them what 
would you say to them now? 

 
R: I’d say until you’ve done it you don’t know what it entails so go and have a look you know 
if you decide after a few weeks it’s not for you then fair enough but I’m committed to doing the 
nine weeks eight weeks or whatever it is, at this point I can’t see any reason why I shall stop 
coming 

 
J: was there anything else that you’d like to add? 

R: not at the minute 

J: no, ok. 
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Appendix H 

Summarised thematic table 

Themes Refined codes 

Approach to symptoms "It's a man thing" 

 Gendered perspectives on not being seen 
to be weakened by cardiac event 

 Not being seen to be weakened by cardiac 
event 

 Recognition of symptoms and seeking help 

Cardiac event Feelings about diagnosis 

 Impact of delays in diagnosis/treatment 

 Reflections on delays in 
diagnosis/treatment 

 Reflecting on the cardiac event 

 Impact on mental health of cardiac event 

 Medication awareness 

 Recovery after cardiac event 

 Getting on with life after a cardiac event 

 Returning to normal 

 Importance of pets 

Other people in our lives Comparisons to others 

 Influence of others - particularly those 
closest to us 

 Worrying about significant other 

 Impact on relationship with significant other 

 Control gain/loss in relation to significant 
other 

Material conditions and personal 
 
biography 

Military career influence 

 Personal characteristics influencing 
approach to life 
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 Influence of family history 

 Value of approach to physical activity 

 Social capital 

 Rurality influencing actions/decision making 

Value of attending CR Getting "back on that road again" (benefits 
of CR) 

 CR helping to put things into perspective 

 Value of staff and volunteers 

 Physical value of CR 

 Social value of CR 

Influences on uptake and adherence to 
 
CR 

Pre and early CR attendance thoughts 

 Factors affecting adherence 

 Feelings about not qualifying for CR 

 Rurality influencing CR attendance 

 Reasons for declining CR 

 Reflections on why people might decline 
CR 

 Suggested improvements for CR 

Relationships with health professionals Poor communication 

 Feeling ill-informed 

 Not being taken seriously by health 
professionals 

 Lack of faith in services/health 
professionals 

 Trust in health professionals 

Covid-19 pandemic impact COVID-19: feeling positive about the future 

 COVID-19: long-term implications and 
uncertainty 

 COVID-19: negative influence on physical 
activity/fitness 

 COVID-19: nothing has changed 

 COVID-19: positive impact on pace of life 
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 COVID-19: positive influence on physical 
activity/fitness 

 COVID-19: social connections suffering 

 COVID-19: stifling getting back to normal 
post cardiac event 

 COVID-19: unclear advice/guidance or 
where to go 

Those shaded indicate themes and/or codes omitted from the results and discussion. 
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Appendix I 

Coded transcript excerpt 

Excerpt taken from the first interview conducted with Neil, a patient-participant. 
 
 
Please note, study location information has been redacted to assist with the anonymity of the 

participant. 

 
 
 

Data Code 
 
Neil: I didn’t really understand what was going on I thought I had 

some shoulder problem, some tendon problem as well like, and 

they said damaged tendons can take anything up to a year to 

heal and I had that in me mind that I’d done that. 

 
Jo: Never imagined that it could be your heart, that cross your 

mind? 

 
Neil: Well no, coz the GP’s I did go to the GP, I went to the local 

one at X, I mean X Medical Practice who I’m with there’s X and 

also X, and I went to X I got an appointment at X, and he says 

[the doctor] oh we’d better give you an ECG and [they] said that’s 

fine, and I had a blood test and that was fine and they dropped 

me, and I had two visits to the hospital, two more visits to the 

doctors and they all just stood there dunno. It’s er, that’s… I dunno 

whether that’s my fault or partly my fault because everyone I 

speak to can’t understand why it wasn’t picked up on [angina], 

high cholesterol, family history, chest pains and arms pains like. 

It’s so bloody obvious it’s embarrassing, and er well I 

 
Recognition of 

symptoms and seeking 

help 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Feelings about diagnosis 

 
 
 

Reflections of delays in 

diagnosis/treatment 
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did actually say that I went to pick up a prescription down at the 

doctors at X Medical Practice, where two of the doctors just 

stood there and said I dunno. Whether it’s cause it was being 

shielded by the fact I was reasonably fit, and I could still do some 

exercise and I wouldn’t let it stop me, whereas most people 

would’ve stopped. I saw this one doctor, this lady after I went in 

to pick up a prescription after I’d been diagnosed 17 months later 

and I said er by the way when I was walking out, I said ‘what are 

the symptoms for angina?’, she said ‘some people get pain in 

their neck across the chest and down the arms’, I said ‘I thought 

so’ and just turned around and walked out. I mean I just find it 

really sad and frightening actually. When I was diagnosed, and 

I was having me angiogram I spoke to the consultant and said 

how you getting on? And he said I’m looking for the blocked 

arteries, and that was a total [shock], I didn’t know anything 

about it, they send you a letter through, which sounded alright to 

me but it was a technical letter I thought I was having the 

angiogram just to give me the all clear sort of thing and when he 

tells me when I’m lying there sort of thing 

 
Jo: Was that a shock? 

 

Neil: Yeh it was a shock and I was also angry. Well one I was 

still trying [to] move me life on and I supposed to have started 

well I’d been up to Ayr in Scotland, I was gonna go on a 12 

month wind turbine technicians course and er I sit there thinking 

oh right I might still be able to do this. So, I said the nurses like 

‘when am I likely to get sorted? I supposed to be away in 

 
 
 

Lack of faith in 

services/health 

professionals 

 
 
 
 
Poor communication 

Feeling ill-informed 

 
 
 
 
 
Impact of delays in 

diagnosis/treatment 
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August’, this is May, and she just went ‘oooh might be a bit tight 

that’, ‘course it was October, so I had to cancel the course. 
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Appendix J 
 

Field note diary excerpt 
 
 
This excerpt is taken from the second week of participant observations at one of the Cardiac 

Rehabilitation programmes. 

 
 

It was very cold today and although the session is held in an afternoon it was still very cold 

when the session commenced. The venue also felt cold, not helped by the external door 

leading straight to the exercise space and people coming in and out regularly. By the time the 

second (moderate) session had finished it was dark outside, dropping the temperature further. 

The usual physio as instructor was present, one of the usual nurses was replaced by a 

colleague who usually works in a different area of the county. The usual assistant was also 

present. There were also two student paramedics attending who are shadowing the team at 

the moment. There were three male volunteers in attendance throughout. They clearly know 

each other well as seem comfortable talking to people, acting as mentors and supporters to 

those attending and throwing banter between each other. The educational talk was delivered 

by one of the CR nurse’s and covered healthy eating. The moderate group was large today, 

16 people present, with only one woman. Last week due to numbers the group were able to 

choose their own circuit, as this was felt to work well it was continued this week. Music was 

played during the main component and cool down, with Christmas tunes aplenty. Most people 

didn’t seem to pay much attention to this as it isn’t loud, and they don’t exercise to a beat or 

anything like that. 

 
 
 

Adam and Paul sat next to each other at the front again, they did talk to each other but didn’t 

particularly talk to anyone else. Adam is suffering from an ear complaint which is causing him 

some discomfort. Paul is hard of hearing on one side. They are quite different in age, Adam 
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being only 40, and does not mix with others in the group of a similar age. Adam exercises for 

five minutes on each CV exercise and by the time he reached his last piece of equipment he 

was sweating and discussed with the nurse the level (Borg scale) he felt he had achieved and 

perhaps pulling back a little. Only certain patients are permitted to use the rowing machine, 

and he is one of them. Paul exercises for four minutes on each CV exercise, he has a more 

slightly slower stooped gait than others but makes his way around the circuit confidently. He 

was comfortable enough to make suggestions to me about the exercise commenting “are you 

staying to the end? None of this sloping off early” and he also suggested I “change legs” on 

the step which he thought was a good thing to do. 
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Appendix K 

Reflexive journal excerpt 

This excerpt is taken from the reflexive journal during the period of data analysis in August 

2020. 

 
 

I have been listening back to audio files, for accuracy and to assist in familiarising myself 

with the data. It has reminded me how difficult some interviews were. Some I expected 

would be because that was my experience the first time, others were unexpectedly more 

tricky. They were mostly tricky because of how stunted and limited the responses to the 

questions were, even if they were open questions. There is some where there is more of 

me needing to paraphrase and probe than I would have liked, and still not always to good 

effect. I can almost sense my own relief when the participant started to provide slightly more 

detailed answers. I also remember looking at the timing on the Dictaphone during those 

interviews thinking how on earth was this going to go beyond 10 or 15 minutes. In some 

cases they didn’t, however it’s not always the longer ones that provide the most interesting 

points or data. As I am now coding too, some interviews I am finding lots of data in and 

others are much limited. I wonder whether talking on the phone or video call rather than in 

person is part of the reason. On the other hand, I was really pleased with how open some 

people were. Perhaps more so than I expected or than I found them to be when we first met 

and from observations. Even when they themselves expressed that they didn’t like to talk 

about things and weren’t that social, that didn’t hold them back when talking to me. One 

participant even expressing that he couldn’t talk to his partner or anyone about mental health 

because it was so sensitive but that he didn’t mind talking to me. I wondered whether 

participating in the study may have some kind of therapeutic effect for people. I further 

hoped that the impact was positive rather than leaving them thinking more deeply about 

some things they perhaps hadn’t in the past. 
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