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ABSTRACT 

 

 Health narratives are an integral part of humanity, with each narrative shaped by the 

experiences of those around us. Despite the extensive work focused on the importance of health 

narratives, narratives surrounding those who have experienced a traumatic cardiac event are 

unique due to the aftercare requirements of many cardiac events. In this thesis, a cardiac event is 

defined as an event that has caused damage to the heart and required or currently requires 

medical attention.  

 Individuals who have experienced a cardiac event are often on a different path from those 

who may have experienced other health trauma. Life after a cardiac event is dependent on the 

individual, whereas day-to-day health looks different depending on the cardiac event, established 

lifestyle habits, and motivation and education to succeed. This study explores the narratives of 

individuals who have experienced a traumatic cardiac event through in-depth qualitative 

interviews.  

 Using narrative theory and the Meaning-Making Model, this study found that individuals 

share their health narratives in ways that demonstrate the difficulty of integrating heart healthy 

lifestyles post-event. Specifically, participants demonstrated how the Meaning-Making Model is 

a constantly evolving process due to the lifelong commitment to health after a cardiac event. 

Participants also found tension between information that was given and received regarding their 

cardiac event.  

 

 



   iii 

DEDICATION 

 

 This thesis is dedicated to my dad, Brooks Lazenby. As J.K. Rowling stated so 

eloquently, “To have been loved so deeply, even though the person who loved us is gone, will 

give us some protection forever.” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   iv 

ACKNOWLEDGEMENTS 

  

 This thesis would not have been possible without the help of the many people I am 

honored to have in my life. I would like to take this time to thank those who have dedicated so 

much of their time, efforts, talents, and love to me. I have said this over and over –but to finally 

put it in writing– I have the best team of supporters.  

 I have learned more than I ever could have imagined from this year, and this is due to my 

advisor, Dr. Heather Carmack. From reminding me that my work was going to make a difference 

to spending hours advising, reading, and guiding my work, I could not have asked for a better 

mentor. I hope to be the scholar and type of person that I see in you. Thank you for pouring into 

me this year. In addition, I must thank my amazing thesis committee for cheering me on and 

being so helpful along this journey. Dr. Leah LeFebvre, Dr. Josh Pederson, and Dr. Tennley Vik, 

I have been spoiled by such a talented group of individuals. Your input and time have been so 

valuable to me.  

 I would not be where I am without my mother, Suzanne Lazenby and the rest of my 

family. I was raised by a woman who began cheering for me before I even knew what she should 

be cheering for. She has yet to allow me to doubt my goals regardless of how unattainable they 

seem and is always in my corner. To my sister, Kaitlyn Nickels, and the rest of my family, I am 

undoubtedly the luckiest girl in the world. Thank you for believing in me without fail.  

 As a child I was often told that I would reflect who I spent time with. I can only hope that 

I reflect the kindness of my friends. While there are too many to name them all, I want to 

specifically thank my amazing graduate cohort for giving me so many laughs, my roommates for 



  v 

cheering me on, and the friends that I have made on campus who have made Tuscaloosa feel like 

home.   

 To the University of Alabama and the accompanying faculty, I cannot imagine spending 

my undergraduate and graduate career anywhere else. I have been surrounded by excellence in 

all areas. While legends are made at The University of Alabama, legends also teach and serve 

here as well. Roll Tide forever.  

 Finally, my acknowledgments would not be complete without my inspiration and source 

of my passion for heart health, Brooks Lazenby. This thesis would not be fueled by a desire to 

help others if not for his selflessness and love during his time with us on Earth.  

 There are so many more to thank, and for that I am eternally grateful. 



  vi 

CONTENTS 

ABSTRACT  ....................................................................................................................... ii 

DEDICATION  .................................................................................................................. iii 

ACKNOWLEDGEMENTS  .............................................................................................. iv 

CHAPTER 1  .......................................................................................................................1 

Heart Health and Communication  ..........................................................................2 

Research Gaps  .........................................................................................................5 

Overview  .................................................................................................................6  

CHAPTER 2  .......................................................................................................................7 

Heart Health  ............................................................................................................7 

Perceptions of Heart Disease  ......................................................................7 

Uncertainty and Heart Health  .....................................................................9  

Coping ................................................................................................................... 10 

Meaning-Making Model  .......................................................................................12 

Global Meaning ........................................................................................ 12 

Situational Meaning .................................................................................. 14 

Meanings Made  .........................................................................................16 

Coping and Meaning Making ................................................................... 17 

Criticism of the MMM  ..............................................................................19 

Narratives and Narrative Problematics  .................................................................20 

Narrative Subtypes  ....................................................................................21



   vii 

Narrative Problematics ..............................................................................22 

Communicated Narrative Sense-Making .............................................................. 25 

Summary and Research Questions ........................................................................27 

CHAPTER 3 ......................................................................................................................28 

Qualitative Inquiry .................................................................................................28 

Determining Qualitative Research Rigor ...............................................................29 

Procedures  .............................................................................................................31 

Recruitment  ...............................................................................................31 

Participants  ................................................................................................32 

Data Collection ......................................................................................... 32 

Data Analysis ............................................................................................ 33 

CHAPTER 4 ......................................................................................................................35 

Finding Meaning in and After the Event ...............................................................35  

Creating Meaning ......................................................................................36 

Luck of the Draw  ..........................................................................36 

My Own Fault  ...............................................................................38 

Mistaken Signs .............................................................................. 40 

The Process of Processing ........................................................................ 42 

Cardiology Problems .................................................................... 43 

It Only Gets Harder  .......................................................................45 

Apathy  ...........................................................................................47 

Meanings Made  .........................................................................................48 

I Could Do Better  ..........................................................................49



   viii 

It’s Not a Lifestyle ........................................................................ 50 

Paranoia .........................................................................................52 

Giving and Getting .................................................................................................54 

Getting Doable Impossible Advice ........................................................... 54 

I’m My Best Advice.................................................................................. 57 

I Hope I Make a Difference  ......................................................................58 

My Own Contribution  ...............................................................................60 

CHAPTER 5 ......................................................................................................................63 

Meaning Making Implications ...............................................................................63 

Narrative Implications ...........................................................................................67 

Limitations .............................................................................................................70 

Future Directions ...................................................................................................71 

Research Reflections  .............................................................................................72 

REFERENCES  .................................................................................................................75 

APPENDIX A: IRB Approval ...........................................................................................80 

APPENDIX B: Interview Protocol  ...................................................................................81 

APPENDIX C: Participant Descriptions  ..........................................................................84 

APPENDIX D: Flow of Main Themes ..............................................................................85 

 

 

 

 

 

 

 

 

 



1 

 

CHAPTER 1 

A traumatic cardiac event is a heart-related injury that has caused damage to the organ 

and requires medical attention (Ye, 2013). Traumatic cardiac events include, but are not limited, 

heart attacks, cardiac arrests, strokes, and heart disease. Traumatic cardiac event narratives are 

unique in that life after a cardiac event can often return to a relative “normal” with the addition 

of various lifestyle changes and attention to heart health as a whole, depending on the injury. 

Lifestyle changes focused on heart health include the integration of a healthier diet, an increase 

in mild or moderate exercise, and the elimination of substances such as tobacco and alcohol 

(AHA, 2010). This is considerably different than chronic illnesses such as cancer or Alzheimer’s 

disease that often require long-term care from physicians and caretakers along with strenuous 

rehabilitation and other new frontiers (O’Hair, Scannell, & Thompson, 2005). While individuals 

who have experienced a traumatic cardiac event might require initial physician interference with 

procedures such as a stent procedure, coronary angioplasty, bypass surgery, or defibrillation, 

physicians will often suggest medication such as aspirin along with suggestions for lifestyle 

changes for post-event care, which is then generally self-monitored by the patient after hospital 

discharge (AHA, 2017). This allows patients to live a very independent lifestyle post-event.  

Research on heart health and communication has previously focused primarily on topics 

that relate to heart health advocacy (Crook, Stephens, Pastorek, Mackert & Donovan, 2016). 

Studies have focused on topics such as health literacy, physician interaction, and the tailoring of 

information to different genders in an effort to portray the most effective message (Neter & 
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Brainin, 2019; Jarbøl et al., 2017; Merz et al., 2017; Rogers & Zhang, 2017; Crook et al., 2016; 

Musich et al., 2014). Information about human health is not scarce; in fact it is one of the most 

commonly talked about health issues (Crook et al., 2016). The framing of heart health 

information has drastically increased the public perception that health is an individualized 

responsibility rather than a human experience (Clarke & Binns, 2006). Despite the recent 

emphasis on health information and individualized responsibility, dissemination of heart health 

information is needed as heart disease is still the leading cause of death in men and women in the 

United States (Benjamin et al., 2019). Consequently, the creation and dissemination of 

information is not enough to ensure that heart health information is not only recognized but 

utilized. Missing from the literature is the exploration of how individuals who have experienced 

a traumatic cardiac event make sense or and use this information to help change their lifestyles.    

Health narratives are an integral part of the human experience (Somers, 1994). Patients 

narrate their health experiences in different ways with different people, each molded to the needs 

and desired outcomes of their relationships with others. While desired outcomes vary, the 

purpose of health narratives remain the same: to share the meaning of being and experience 

(Garro & Mattingly, 2000). Each health narrative holds value because they communicate 

individuals’ social, emotional, or physical understanding and feelings (Somers, 1994). Although 

all narratives share the same importance, not all narratives and their subsequent impact have 

been adequately studied. This thesis seeks to examine the narratives of patients who have 

experienced a traumatic cardiac event. 

Heart Health and Communication  

When living with a chronic condition, individuals must decide what information to 

disclose with those around them (Checton & Greene, 2012). Communication regarding heart 
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health is imperative to study due to the long-term impact that a cardiac event can have on an 

individual. Because overcoming a heart health trauma is a life-changing event, individuals are 

continuously challenged long-term to make decisions regarding the information and experiences 

shared rather than for a short time frame (Checton & Greene, 2012). Prior to any cardiac event, 

however, communication is at the heart of many health discussions and decisions. Individuals 

with no health insurance, are of low-income status, or have a lower level of completed education 

are significantly more at risk for experiencing a cardiac event (Rodgers & Zhang, 2017). As 

some individuals do not have access to a general practitioner or nearby physician, 

communication of health between family members and loved ones may be the only information 

an individual will receive regarding health. Merz et al. (2017) describe how women are 

significantly more likely to express heart health concerns if they know of a family member who 

has experienced heart health issues previously. Unfortunately, women who do not have 

experience with heart health issues in family members are significantly less likely to both 

express concerns and reach out to a physician about heart health (Merz et al., 2017). 

 Alternatively, for those who do have access to a physician, heart health advocacy has not 

been a priority recently, as only seven percent of physicians reported that they discuss heart 

health during every patient visit (Merz et al., 2017). The prevalence of heart-related illness, 

consequently, must encourage physicians to discuss heart health extensively in the office more 

than what is being discussed at the present time. According to Merz et al. (2017), the majority of 

physicians feel prepared to discuss cardiovascular health, but only emphasize heart health if it is 

specifically mentioned by a patient. Consequently, heart health discussions start outside of a 

physician’s office. Because of this, access to healthcare is only a small piece of the prevention 
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and maintenance of heart health trauma. The beginning of heart health, alternatively, begins with 

educated communication.  

Health trauma of any kind brings a need for care outside of physical needs. Traumatic 

health events invite uncertainty and, often, unwanted change to an individual’s life (Lockwood & 

Yoshimura, 2014). These changes bring with it a host of negative experiences such as anxiety, 

stress, and feelings of defeat (Steca et al., 2013). Heart health trauma survivors are unique, 

however, in that many of the health decisions post-event are lifestyle changes rather than 

changes that predominately require medication and hospital treatments. This does not, by any 

means, demote the emotional and mental needs of cardiac event survivors. Specifically, 

individuals who have experienced a traumatic cardiac event are three times more likely to 

experience depression than the average individual (Steca et al., 2013). However, individuals who 

have regular conversations about health are more likely to have better self-esteem and more 

success integrating healthy lifestyle changes (Crook et al., 2016).  

Perceptions of heart health and the subsequent social network that comes with them are 

imperative to study due to the nature of heart health and the outcomes of a cardiac event. Heart 

health is stigmatized, whereas those who have experienced a cardiac event are often labeled as 

overweight or unhealthy (Merz et al., 2017). The social stigmas associated with the action of 

heart health often undermine an individual’s health efforts or hinder individuals from sharing 

their experience of a cardiac event with others. When asked, an overwhelming number of 

individuals indicated that lifestyle change was preferable over medication during a cardiac event 

(Jarbøl et al., 2017). This is extremely significant in that, due to the nature of cardiac events, 

patients have the potential to maintain independence with various lifestyle changes. 

Unfortunately, lifestyle maintenance and self-efficacy often diminish quickly without the 
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encouragement of a social support network, making relationships with other people imperative 

for the success of a healthy lifestyle (Crook et al., 2016). 

Additionally, those who have a more positive perception of their cardiac event take less 

time to adapt to new lifestyle changes and are more likely to view their condition as controllable 

(Steca et al., 2013). Much of these positive perceptions are likely derived from the attitudes of 

caregivers and loved ones (Steca et al., 2013). Only one third of patients will maintain their 

healthy lifestyle after a cardiac event (Goldsmith et al., 2006). However, thoughtful 

encouragement and communication can likely increase the maintenance of healthy lifestyle 

choices and the attitudes surround those choices (Goldsmith et al., 2006). Having a supportive 

and, more importantly, effective social support network can become the difference between a 

maintained healthy lifestyle and a failed attempt.  

Research Gaps 

 While research has previously looked at the impact of heart health and avenues for better 

mass communication regarding information and awareness, there is a lack of information 

regarding the interpersonal needs of heart health patients, including the unique needs and 

obstacles heart health patients must overcome. Unlike many chronic illnesses, survivors of 

cardiac events often have the ability to live an independent lifestyle with proper maintenance, 

care, and support. Communication researchers have been relatively silent about cardiac event 

patients’ experiences, how they make sense of these events, and how they communicate about 

and through the social stigmas related to cardiac events. Currently, there is no known 

communication research surrounding the influence of these social stigmas on the narratives of 

individuals who have experienced a cardiac event. Despite the varied outcomes of a cardiac 

event, patients are still experiencing a major life event and, consequently, may go through the 
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process of meaning making in order to make sense of the cardiac event. While the traditional 

Meaning Making Model (MMM) does not address the use of a social support network in order to 

create meaning (Park & Folkman, 1997; Park, 2008; Park, Edmondson, Fenster, & Blank, 2008; 

Park 2010; Park 2011; Park 2013), research shows the benefit of having a supportive network 

during a health crisis (Goldsmith et al., 2006; Crook et al., 2016; Checton & Greene, 2012) . This 

thesis seeks to bridge the various gaps in heart health research to better understand the 

experiences and needs of heart health patients.  

Overview  

The purpose of this thesis is to examine the narrative experiences of traumatic cardiac 

event survivors, exploring how they made sense of their event and the challenges of adapting to 

their new lifestyles. In Chapter 2, I examine the related literature to heart health. I also present 

the theoretical frameworks for this thesis: narrative theory and the Meaning Making Model. The 

chapter ends with the study’s guiding research questions. Chapter 3 discusses the methods used 

to organize and conduct the study. I conducted in-depth individual interviews in an effort to 

understand how individuals narrate their meaning-making experiences about their cardiac event. 

Finally, the results from the study are described in Chapter 4, followed by a discussion and 

conclusion in Chapter 5.
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CHAPTER 2 

Heart Health 

Killing one in three Americans, heart disease is not only commonplace in many families, 

but still prevalent despite growing information regarding heart health awareness campaigns 

(AHA, 2010). Although heart disease is one of the most preventable diseases –as over 80 percent 

of all cases are completely preventable– heart disease is considered a chronic illness due to the 

inability to reverse the disease after diagnosis (AHA, 2010). A chronic disease is generally 

defined by an ailment that is prolonged and does not recover spontaneously and cannot be 

completely eradicated (Centers for Disease Control and Prevention, 2002). Heart disease and 

other heart health issues can be properly maintained through various lifestyle changes and 

education (AHA, 2010). However, these changes can often be difficult to implement (Checton & 

Greene, 2012). Additionally, chronic diseases, such as heart disease, can be a “fateful moment” 

in individuals’ relationships with others (Giddens, 1991), serving as a catalyst for evolving and 

changing relationships between patients, family, and friends (Checton & Greene, 2012). 

Perceptions of heart disease. While living with heart disease, a significant contributor to 

patient well-being stems from emotional instability through the stigmas and perceptions 

surrounding heart disease. Unlike many chronic diseases, heart disease often carries a stigma that 

a person with heart disease is at fault for being diagnosed. While heart disease can be 

preventable, the framing of health and the resulting consequences of poor health have created a 

sense that poor heart health is socially unacceptable (Clarke & Binns, 2006). Heart health
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practices are unique in that many lifestyle changes that will occur may interfere with cultural 

practices (Snowden, Marland, Murray & McCaig, 2012). Cooking certain meals, engaging in 

various activities, drinking, and smoking may be integral activities that aid in identity and, 

consequently, create dissonance when cultural norms are challenged (Goldsmith et al., 2006). 

Patients practicing heart health techniques may feel pressured to practice excessive self-control 

in the presence of these activities or, alternatively, feel tension as the activity is actively avoided 

and the cultural norm is seemingly challenged (Goldsmith et al., 2006). Additionally, patients 

may feel as though their role in the home is being challenged due to household activities that 

may need special attention or the inability to return to normal activities such as work. For 

instance, a significant other that generally takes care of yard work in the home may need to hire 

someone or have help after a heart health trauma.  

Perceptions of heart health start prior to a heart health trauma. The access to technology 

has spread heart health awareness in almost every mass media outlet imaginable (Clarke & 

Binns, 2006). Unfortunately, increased information does not always lead to more awareness 

between audiences. As information has spread, so has the idea that individuals should be 

responsible for their own health (Crook et al., 2016). Merz et al. (2017) found that almost half of 

women who participated in a study reported that they postponed seeing a doctor until losing 

weight. The study also found that 25 percent of women reported that discussing heart health was 

embarrassing and feared that people would believe they lived an unhealthy lifestyle (Merz et al., 

2017). Although increased awareness of heart health can be beneficial, it often leads to 

information overload and creates the idea that heart health is too difficult or embarrassing to 

address (Crook et al., 2016).  
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Uncertainty and heart health. Research on health communication through the lens of 

heart health is scarce despite the prevalence of heart health. However, present research 

predominantly focusing on other illnesses allows insight to the communication used by 

individuals who have faced a heart health trauma. Like many chronic diseases, uncertainty is the 

guiding light that dictates behavior and communication in individuals (Checton & Greene, 2012). 

Similar to other chronic illnesses, heart health traumas may also cause uncertainty. However, 

heart health patients might differ in their uncertainty due to the nature of life after a heart disease 

diagnosis. Individuals living with heart disease have a need for a transformed lifestyle. This 

lifestyle change is generally structured around a modified diet, the integration of exercise, the 

elimination of smoking, and the maintenance of stress levels and adequate sleep (AHA, 2015). 

Because a drastic lifestyle change can be stressful, heart health patients must overcome physical, 

mental, and cultural obstacles in order to reduce the uncertainty that a new lifestyle creates.  

Patients seeking a lifestyle change after a heart health trauma must have the knowledge of 

how to integrate changes and what changes are most beneficial. This knowledge is called health 

literacy. Health literacy is specifically defined as the ability for an individual to understand and 

use information to maintain proper health (Neter & Brainin, 2019). Individuals with a lower 

health literacy are less likely to attend follow-up appointments with physicians and are more 

likely to believe they are not at a high risk of illness or that their diagnosis is not severe (Musich 

et al., 2014). While technology has increased the ability to spread health knowledge, individuals 

with a low health literacy do not have the disease-specific knowledge or practical tools to 

promote health individually (Crook et al., 2016). Therefore, health literacy falls in the hands of 

physicians. Unfortunately, patients often do not understand the risk that heart disease poses and 

physicians are not creating a habit of discussing heart health in the office (Merz et al., 2017). 
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Although uncertainty may never be completely eradicated, recent research has shown that 

sharing information about heart health can predict heart healthy behavior (Crook et al., 2016). 

Consequently, having the knowledge to reduce uncertainty can significantly help individuals 

discuss lifestyle options that can be incorporated into daily living.  

Once an individual is educated on the necessary lifestyle changes, patients have the 

challenge of integrating practices into relationships with others. Patients may have to discuss 

household chores in order to accommodate for strenuous activity or rearrange a budget to 

provide easier access to healthier food. This often proves to be more difficult than expected, as 

only one third of coronary heart disease patients follow lifestyle change guidelines set by 

physicians (Goldsmith et al., 2006). Friends, family members, and spouses, consequently, play 

an integral role in the encouragement and maintenance of lifestyle changes needed for cardiac 

patients in order to reduce uncertainty and promote a healthy lifestyle.  

Coping 

 The process of coping is one that is still debated among researchers, despite attempts to 

solidify a single set of definitions and actions that embody the process (Skinner, Edge, Altman, 

& Sherwood, 2003). Coping is a difficult term to define due to the nature of the process. 

Specifically, coping is defined as all of the actions, including cognition and behaviors, that serve 

to alleviate a stressor (Skinner et al., 2003). Coping behaviors are initiated by the onset of stress 

and aid in the relief of the stressor (Park, 2011). In an effort to determine how people cope, 

researchers have identified several ways of coping (Skinner et al.,2003). These ways of coping 

span both large and small mechanisms that impact short-term and long-term mental and physical 

health of the individuals partaking in the mechanisms (Skinner et al., 2003). The immense 
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diversity between every individual that goes through a coping process makes the ways of coping 

extremely complex.  

 Broadly speaking, coping can be arranged into two main categories: problem-focused and 

emotion-focused (Schoenmakers, Tilburg, & Fokkema, 2015). Problem-focused coping 

highlights the environmental stressor at hand and creates an active effort to alleviate it 

(Schoenmakers et al., 2015). Problem-focused coping solutions can include things like removing 

oneself from a room to avoid a certain person, calling a doctor to receive answers, or evaluating 

the stressor critically. Emotion-focused coping, alternatively, seeks to alleviate the emotional 

responses from a stressor (Schoenmakers et al., 2015). Individuals engaging in emotion-focused 

coping may seek emotional support from a family member or friend, avoid the stressor, or 

practice activities such as mindfulness or yoga. While problem-focused and emotion-focused 

coping are very different, individuals likely go through a combination of both during the coping 

process (Park & Folkman, 1997).  

While coping is an integral part of stress management and relief, it is not always a 

conscious process (Park et al., 2012). Individuals may go through a process of active coping or 

avoidant coping (Park et al., 2012). In avoidant coping, individuals are likely to disengage after 

reaching a certain threshold for stress as a mechanism of protection (Yih et al., 2019). This may 

be in direct connection with anxiety; however, disengagement serves as a way to allow the brain 

to heal from the excess cognitive load (Yih et al., 2019). Other alternatives to active coping 

include substance abuse, denial, and venting (Park et al., 2012) Alternatively, active coping seeks 

to maintain engagement with the self and others by actions such as acquiring information, 

finding determination, and actively engaging with the stressor (Yih et al., 2019). Generally seen 

as a more positive mechanism of coping, examples of active coping include using humor to 
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understand, turning to religious practices, and positively reinterpreting the information (Park et 

al., 2012). 

Meaning-Making Model  

When individuals experience a stressful event, they must find ways to make sense of, 

cope, and heal from that stressful event. Creating meaning out of a stressful situation is a 

relational process that serves to reduce discordances within life (Carmack & LeFebvre, 2019; 

Park, 2008). Park (2008, 2010) created the Meaning-Making Model (MMM) to illustrate the 

process in which individuals create meaning out of a given situation in an attempt to alleviate or 

reduce the impact of a stressful event. Through the MMM, individuals assess their values and 

beliefs in order to either align them with a current stressor or change them to find stability once 

more (Park, 2008). This stability stems from two main types of meaning making: global meaning 

and situational meaning.  

Global meaning. Global meaning refers to an individual’s general belief system that 

include values and meanings such as “justice, control, predictability, [and] coherence” (Park, 

2010, p. 258). Global meanings utilize the expansive dimensions of a person’s belief systems in 

an effort to create goals (Park, 2010). These goals are used as an aid in the maintenance of 

relationships, spirituality, and a desired life (Park, 2010). This, in turn, helps individuals to 

discover who they are. Because global meaning is imperative to the discovery of oneself, the 

process of meaning making with the use of established global meanings helps individuals 

understand stressful situations and adapt accordingly (Park, 2011).  

Global beliefs are pivotal to a sense of quality of life and, consequently, the disruption of 

a global belief lends itself to a feeling of loss of control and understanding of the world (Park, 

2008). If and when a balance between the stressor and global beliefs take place, the individual 
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will regain predictability of life and once again find a sense of control (Park, 2008). In order to 

achieve balance, individuals may have to alter their global beliefs or situational beliefs 

depending on the extent of the discrepancy (Park, 2008). It is important to note that global beliefs 

often stem from past experiences and are generally engrained early in life, which makes altering 

global beliefs to maintain stability a difficult process (Park, 2010). Additionally, global beliefs 

tend to be optimistically biased by nature (Park & Folkman, 1997). Therefore, while they may be 

established early on, they may not be reflective of an individual’s past experiences (Park & 

Folkman, 1997). 

Because global meanings create a framework for consistency, research categorizes global 

meanings into three main categories: beliefs about the world, beliefs about one’s self, and beliefs 

about the relationship between one’s self and the world (Park & Folkman, 1997). Within the 

three categories, global meanings can be further divided into decisions and perceptions of order 

and thoughts of one’s purpose and life goals (Park & Folkman, 1997). These categories, once 

determined and negotiated between the individuals, determine the belief systems, perceptions, 

and general perceived controllability of one’s life.  

Beliefs about the world include an individual’s perception of fairness and justice (Park & 

Folkman, 1997).  Although perceptions may vary, the majority of people believe that the world is 

predictable, and fair (Park, Edmondson, Fenster, & Blank, 2008). Consequently, when an 

individual is faced with a situation where there is a lack of controllability and perceived fairness, 

individuals may find dissonance between their current situation and their global meaning of their 

belief about the world.  

Beliefs about the self, which also focus on control, specifically center around one’s self-

worth, morality and worthiness of love, companionship, and happiness (Park & Folkman, 1997). 
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In general, individuals feel as though their actions determine an outcome, thus producing a false 

sense of control over a situation (Park & Folkman, 1997) Additionally, this false sense of control 

can also be detrimental to one’s self-worth when actions do not have a predictable outcome (Park 

& Folkman, 1997).  

Beliefs about the relationship between one’s self in the world focus on the combination of 

one’s perceived self-worth in relation to their belief in the fairness of the world (Park & 

Folkman, 1997). Individuals with a heavy reliance on the belief in this correlation may have a 

harder time adjusting to stressors in the event that they view themselves as reliable and 

trustworthy in a fair and just world.  

Because global beliefs are often integrated into an individual’s life early and without 

deliberate thought, the inability to adjust to stressors can increase dissonance in one’s life and 

make it increasingly difficult to find balance as time goes on (Park, 2013). Additionally, Park 

(2013) explained that the meaning created and designated from a stressor can help identify how 

well an individual will cope later on.  

 Situational meaning. Situational meaning, according to Park and Folkman (1997), refers 

to the congruence and relationship that an individual’s global meaning and the individual 

situation have. Situational meaning specifically relies on how significant or distressing a given 

situation is to an individual (Park & Folkman, 1997). Comprised of three components –appraisal 

of meaning, search for meaning, and meaning as outcome– situational meaning determines how 

an individual aims to cope with their stressor (Park & Folkman, 1997).  

First, appraising of the situation is the designation of the event to a meaning (Park, 2008). 

The appraised meaning of a situation determines the severity of discord and therefore determines 

how much distress is derived from the situation (Park, 2008). From there, appraised meaning is 
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used to determine the discrepancy between an individual’s situational meaning and global 

meaning in an effort to find congruence (Park, 2008). This appraisal is done without conscious 

thought and is, instead, based on prior beliefs (Park & Folkman, 1997).  

 After appraisal, individuals begin a search for meaning (Park & Folkman, 1997). This 

search for meaning can take many forms, however the search for meaning typically ends once 

the individual finds reconciliation with their previously appraised meaning, or are able to change 

their global beliefs to accommodate (Park & Folkman, 1997). Two notable methods used to 

search for meaning can include problem-focused and emotion-focused coping (Park, 2011).  

Problem-focused coping aims to directly solve the problem and, consequently, avoid or alleviate 

the stressor by changing the variables of the problem (Park, 2011). An example of problem-

focused coping in everyday life might be going to a professor’s office hours or creating a study 

group in the event of confusion during the preparation for an upcoming test. Because the 

situation is controllable –the cause of stress is confusion and there are multiple realistic solutions 

to the problem– an individual is able to use problem-focused coping to search for meaning. 

Alternatively, emotion-focused coping aims to disengage from the stressor emotionally in an 

effort to temporarily remove a stressor (Park, 2011). Emotion-focused coping is especially 

prominent in situations that have little to know control such as a death of a loved one or a sudden 

illness (Park, 2013).  

 Other methods to search for meaning include an adaptive process that creates intrusive 

thoughts (Park & Folkman, 1997). Intrusive thoughts are part of the conscious mind, but are 

generally uncontrollable (Park, 2011). These intrusive thoughts are often disturbing and attempt 

to piece together an acceptable reality by determining what is real and what is not real (Park & 

Folkman, 1997). Although intrusive thoughts are not pleasant, they help create a new reality and 
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the ability to dissect new information (Park & Folkman). Individuals may also search for 

meaning through the use of social comparison processes. Through the use of comparison, 

individuals may downwardly compare themselves to someone who seemingly has a more 

extreme circumstance (Park, 2011). This process allows individuals to reappraise their current 

condition and stressor to create a more positive outlook on their own individual situation.  

 Meanings made. Finally, meaning as outcome is considered achieved when there is 

congruence or change between the appraised meaning of the situation and the global meaning 

(Park & Folkman, 1997). It is important to note that achieving meaning as outcome does not 

require the stressor to be absent (Park & Folkman, 1997). Rather, it requires that the meaning of 

the individual situation is able to feed into an individual’s global meaning (Park & Folkman, 

1997). In the event that meanings are made, individuals are more likely to have better adjustment 

to their new lifestyle and beliefs (Park, 2011). However, meaning is not always made, which is a 

vital flaw in the MMM.  

 In order to utilize these processes in an effort to reach congruence between global 

meaning and situational meaning, individuals may go through assimilation, accommodation, or 

both practices. In order to assimilate, individuals may change their appraised situation to coexist 

with their existing global beliefs (Park, 2010). Alternatively, accommodation may occur when 

individuals change their global beliefs to restructure their beliefs and feelings towards an 

appraised situation (Park, 2010).  

 While the outcomes of the MMM and specific meanings made vary widely, the MMM is 

only as beneficial as the impact of the change that has occurred (Park, 2011). More drastic 

outcomes to the meaning making process may include the belief that one has found a purpose or 

reason for the event that has occurred. Individuals may also believe that their stressor has helped 
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them create a new identity (Park, 2011). Although these outcomes would reflect large and, 

seemingly, beneficial changes after a stressor has occurred, it is more likely that individuals 

construct less comprehensive meanings (Park, 2011). Outcomes such as posttraumatic growth, 

acceptance, and a changed sense of meaning are among more common outcomes (Park, 2011). 

Again, while these outcomes are seemingly positive, not all meanings made create positive 

outcomes. Park (2010) describes instances where bereaved family members make sense of a 

death but do not find meaning for the death. Individuals may also come to an understanding of 

why an event occurred without finding a significance for the stressor (Park, 2010).  

Coping and meaning making. Coping is triggered by elements that create stress; coping 

mechanisms often require alterations to global meanings (Park, 2011). When an individual 

engages in meaning making, they attempt to resolve conflicts between current and past global 

meaning, which can serve as a guide to a way of coping (Park, 2011). Using coping as a 

mechanism during the MMM can include problem-focused and emotion-focused coping. 

However, coping strategies in the MMM can also include actions such as making social 

comparisons (i.e. creating a hierarchy of victimhood), seeing the stressor as a challenge to 

overcome, or using spiritual beliefs to understand the stressor (Park, 2011).  

 Other forms of coping come from conceptual thoughts that create a framework for 

analyzing an event cognitively (Park & Folkman, 1997). Conceptual thoughts may include 

inquiring why an event occurred, finding the positive in a situation, organizing and interpreting 

consequential life changes, or asking “Why me?” (Park & Folkman, 1997). The path to 

understanding individual coping, then, is found by understanding both the conceptual thoughts of 

an individual during a stressor and the actions that take place after mental organization has 

occurred (Park & Folkman, 1997).  
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  While certain coping techniques during meaning making can have a positive impact on 

an individual, not all coping mechanisms will be beneficial to the individual (Park et al., 2012). 

Early in the coping process, many individuals will go through an attribution process (Park & 

Folkman, 1997). This process seeks to determine who or what is responsible for the stressor 

(Park & Folkman, 1997). Unfortunately, failing to determine who or what is responsible for the 

stressor can lead to a more difficult coping process (Park et al., 2012). For instance, spirituality 

can play a large role in the life of many individuals as long as the individual values and beliefs of 

the religion align with the situation an individual is in (Wortmann & Park, 2009). Individuals 

who believe that God is a punishing God may have a more difficult experience coping and may 

risk losing their religion if that becomes the determined source of the stressor (Wortmann & 

Park, 2009). Additionally, issues with coping can stem from a belief that the religion or spiritual 

efforts have failed to provide comfort (Wortmann & Park, 2009).  

 Coping, like meaning making, is a process that reoccurs over time (Park, 2010). 

Consequently, the outcomes of specific coping mechanisms can have a wide range of 

implications for an individual. Park (2011) described how the process of coping, especially 

through the MMM can help or hinder an individual depending on the outcome. Specifically, Park 

(2011) said that individuals who cope by searching for meaning are just as well off as those who 

do not consciously attempt to cope in comparison to those who attempt to using coping 

mechanisms to find meaning and fail. While individuals who successfully create meaning out of 

their coping strategies are more likely to have better mental and physical health, the complexity 

of coping methods prohibit researchers from determining how to ensure that individuals who go 

through coping processes successfully develop a positive outlook on the meanings made (Park, 

2010).   
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 Criticism of the MMM. In general, one major flaw within MMM is the belief that 

meaning making only happens once. Park and Folkman (1997) explored the use of reappraisal in 

the MMM and attempted to fill the gap that research has not yet filled. Additionally, research has 

found that searching for meaning can be associated negatively to adjustment in the event that 

meaning is not found (Park & Folkman, 1997). For instance, intrusive thoughts may lead 

individuals to process new information and may hinder or assist in meaning-making. Individuals 

may also go through a process of rumination in the event that repeated attempts to create 

meaning fail (Park et al., 2008). Consequently, not all attempts at meaning-making are successful 

and not everyone benefits from the process. Additionally, studies have shown that individuals 

who have made repeated attempts to create meanings are no better off than individuals who 

never attempt to search for meaning (Park, 2011). Unfortunately, some attempts at meaning-

making can have adverse symptoms and create more dissonance within an individual and their 

global meaning (Park, 2011).  

 This attempt at meaning making can often leave individuals with a lack of clarity and 

feeling of control within their own lives (Park & Folkman, 1997). Individuals may, 

consequently, find that negative life changes are the only option due to a lack of ability to 

accommodate or assimilate (Park & Folkman, 1997). This repetitive feeling of failure, paired 

with repeated attempts to create meaning, often create learned helplessness (Park & Folkman, 

1997). Within learned helplessness, individuals feel as though they cannot attain their goals and 

simultaneously do not move on from those goals (Martin & Tesser, 1989; cited in Park & 

Folkman, 1997).  

 Finally, the MMM does not incorporate the social relationships that all individuals 

maintain, create, and change throughout life. Humans create ideas and understand their world 
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through the observation and interaction with other people (Manning & Kunkel, 2014). 

Consequently, the meaning making process does not happen alone. An individual’s social 

support network plays a large role in the coping that occurs from individual to individual, and to 

ignore the relationships that each individual has also ignores the influence that human interaction 

has on each individual. Although the creation of meaning is seen as an individual process, the 

interactions each individual has plays a large role in the outcomes of the meaning making 

process (Manning & Kunkel, 2014).  

 While the MMM has served an important role in the healthcare industry and through 

understanding coping and mental health, there are several avenues that need to be further 

examined before the MMM is a comprehensive understanding of coping, creating meaning, and 

overcoming stressors.   

Narratives and Narrative Problematics 

 

The use of narrative is a formative communicative experience; narratives serve as an 

integral way to communicate experiences and identity (Garro & Mattingly, 2000). Although a 

narrative can function as a way to communicate with those around us, narratives also close the 

gap between cognition and actions (Garro & Mattingly, 2000). While simple aspects of identity 

can often be formed socially, narratives serve to enhance the identity of the self (Somers, 1994). 

Although narratives can be beneficial in self-identity construction, not all narratives have 

positive outcomes (Somers, 1994). Individuals may struggle to find an audience or struggle to 

find a balance between audiences, causing dissonance between the self and the construction of 

the narrative (Somers, 1994). Personal narratives challenge current ideas, culture, and, 

consequently, prove to be unique and powerful methods for change. Because the self is identified 

in various contexts and experiences, narratives are constantly evolving to help an individual seek 
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consistency (Harter, Japp, & Beck, 2005). Additionally, narratives can be heavily influenced by 

culture and society (Garro & Mattingly, 2000). While this may help individuals challenge 

cultural stereotypes, this can also hinder individuals from sharing their personal narrative (Garro 

& Mattingly, 2000).  

Two important elements of narrative theory are narrativity and emplotment. Although the 

idea of narratives is broad, narrativity focuses on the content and purpose of a narrative. 

Narrativity highlights the two main constructs of any good narrative: a sense of action and 

purpose (Garro & Mattingly, 2000). Themes across individual narratives allow narrative scholars 

to identify dimensions of narrativity through emplotment. Mattingly (1994) described 

emplotment as the formation of story as a whole piece with many parts. Each part of the whole is 

subject to change and recreation, although every piece makes a unique whole through its 

narrative structure (Mattingly, 1994). Because of this, the dimensions of various narratives shape 

each narrative into a unique subtype. These subtypes explain how narratives can be presented 

and the purposes for why individuals tell their stories (Somers, 1994).  

Narrative subtypes. Individuals use narratives for various events and stressors. 

Individuals may use their personal narrative in their interactions with physicians, family 

members, or strangers (Harter et al., 2005). There are a number of different narrative types 

individuals may use to narrate their experiences. In The Wounded Storyteller, Frank (2013) 

highlights the balance and integration of the body, the mind, and the self through times of 

uncertainty. For Frank, stories serve as a way to make sense of this uncertainty. Here, Frank 

(2013) identified three distinct types of health narratives: chaos, quest, and restitution.  

Chaos narratives expose the darker side of health narratives and are stemmed by the 

uncertainty and difficulties that the storyteller experiences (Frank, 2013). Chaos narratives are 
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often difficult to listen to and, when fully grasped by the storyteller, can expose an internal 

struggle for identity and meaning (Frank, 2013). Although chaos narratives vary widely, the 

journey of a woman overcoming an eating disorder or body dysmorphia and discussing her 

journey with a significant other is a direct example of a chaos narrative.  

Quest narratives, alternatively, invite listeners to join an individual on the journey of 

illness and coping (Frank, 2013). A quest narrative tells a story of coping and accommodation to 

a new lifestyle, where an illness is the trail and the body is a soldier actively working through the 

illness. A quest narrative might be seen after an individual facing a spinal cord injury works to 

make their home more accessible to them.  

Finally, restitution narratives seek to understand the illness as a temporary experience 

that has been rectified or relieved (Frank, 2013). In general, restitution narratives are more 

socially accepted and are easier to handle, possibly due to the renewal of stability within the 

story. This type of narrative is commonly seen with individuals who are going through remission 

for illnesses such as cancer.  

Narrative problematics. The narratives individuals tell are continuously evolving and 

changing; health narratives also face similar shifts in their telling and retelling, in part because of 

struggles and concerns regarding health (Harter et al., 2005). Harter, Japp and Beck (2005) 

highlight four key problematics within health narratives that aid in a theoretical understanding of 

narratives. These problematics highlight the ways experience tensions are created during the 

telling and retelling of health narratives. The problematics also provide a vocabulary for how to 

understand the underlying meanings of narratives. The four key problematics are (1) knowing 

and being, (2) continuity and disruption, (3) creativity and constraint, and (4) partial and 

indeterminate. First, narratives provide an opportunity to create meaning out of an experience by 
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facilitating conversation to form explanations (Harter et al., 2005). Therefore, narratives often 

find middle ground between knowing and being. Not only do storytellers know and form their 

story, but they are their story as well (Harter et al.,2005). As individuals form and share their 

stories, they may ask themselves what the implications are and how the particular narrative 

presents who they are to the world. Because of this, the line between knowing and being can 

only be co-constructed due to the interpersonal and relational nature of narratives (Harter et al., 

2005). In the book Celebrity Health Narratives and the Public Health, authors Beck, Chapman, 

and Simmons (2015) described how a narrative is never “my” narrative but is rather “our” 

narrative due to the power that narratives have on both the speaker and the audience. This, in 

turn, allows for dissonance to be formed between both knowing a narrative and the implications 

and being within the narrative.  

Another key problematic within health narratives comes from continuity and disruption. 

Continuity and consistency are things that all humans crave, yet rarely have the luxury of holding 

on to. There is specifically a lack of continuity within health narratives, as individuals may 

fluctuate in health or are required to uproot their life in an effort to maintain their health. 

Disruption of a lifestyle may come from changing geographic locations for a new physician or 

giving up activities that were previously enjoyed. Because of this, the problematic of continuity 

and disruption highlights the opposition of one’s comfort of having predictability and the 

struggle of uncertainty in making progress (Harter et al.,2005). Continuity and disruption may 

also be seen in social contexts such as sharing or withholding information that may cause 

dissonance between the audience and the storyteller, specifically within chaos narratives (Harter 

et al., 2005). Although this problematic is disconcerting, individuals rarely reach a point where 

they feel consistency within life– inside or outside of health narratives (Harter et al.,2005).  
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Although narratives are artistically constructed by the storyteller, the problematic of 

creativity and constraint are present when determining how to frame and provide vision for a 

narrative based off of social and cultural contexts (Harter et al., 2005). In essence, a narrative is 

creatively constructed in order to portray the individuality of the storyteller while simultaneously 

crafting a narrative that is culturally and socially accepted. However, although storytellers aim to 

be seen as individuals, they can never be seen as such due to the inevitable cultural influence that 

is integrated into each individual’s life (Harter et al.,2005). This can be especially difficult to 

navigate when telling stories of health, as individuality may come from a unique health 

experience and the story may be difficult to due to social expectations. However, health 

narratives are imperative due to their ability to change cultural and social norms and create 

awareness (Harter et al.,2005).  

Finally, the problematic of the partial and the indeterminate explores the shifting nature 

of every story, regardless of the position the storyteller is in within their own narrative (Harter et 

al., 2005). A story may say the same thing but have a different meaning the next time. 

Additionally, stories are organized and interpreted differently by the audience through a variety 

of spiritual, cultural, and political lenses (Harter et al.,2005). While the audience plays a large 

role in the interpretation of a narrative, the meaning-making process causes the storyteller to alter 

their story depending on the emotional and cognitive state that they may be in (Harter et al., 

2005). Notably, an individual can be telling a story that they are currently living. This forms an 

issue where an individual is telling a fragmented story that is continuous and may change even 

while the story is being told.  

The problematics of narratives shed light on the flexibility and fragility of any given 

narrative. While this does not discount any previous narratives, it does create an awareness of the 
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ever-changing emotional processes that occur during an instance of communication through 

narrative. Additionally, a changing narrative addresses the changing mind. It is only reasonable 

that a narrative can and should change forms to accommodate to a changing mind and 

experience. These problematics mirror the human mind and help individuals relate to others 

while simultaneously exploring their own ideas and beliefs about a given situation. 

Communicated Narrative Sense-Making 

 Communicated narrative sense-making (CNSM) bridges the gap between the MMM and 

health narratives. While the MMM and health narratives both serve important roles to survivors 

of cardiac events, CNSM broadly focuses on how individuals use stories to organize and 

understand experiences (Kellas & Horstman, 2014). The creation of CNSM was derived as its 

own branch of communicated sense-making (CSM), which seeks to understand how storytelling 

affects an individual through their identity, self-presentation, and behaviors (Bruner, 1990). 

CNSM, by itself, seeks to understand how stories influence and demonstrate well-being 

individually and through interpersonal relationships through patterns and implications resulting 

from storytelling (Kellas & Horstman, 2014). In order to analyze how stories interact with our 

lives, CNSM breaks storytelling into three main types: retrospective, interactional, and 

translational (Kellas & Horstman, 2014).  

 Retrospective storytelling is the way individuals craft a story about the past in order to 

make sense of experiences such as different life events, social order, and identity (Kellas & 

Horstman, 2014). When individuals engage in retrospective storytelling, they weave together 

multiple stories in order to create a larger whole that embodies the storyteller (Kellas & 

Horstman, 2014). These stories have a multi-dimensional outcome, whereas the storyteller is 

able to construct meaning out of their own experiences or story that has been passed down, while 
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the receiver may gain imperative skills knowledge regarding social norms, family history, or 

general life lessons (Kellas & Horstman, 2014).  

 Interactional storytelling incorporates the process of storytelling as a join effort rather 

than a one-sided story (Kellas & Horstman, 2014). While individuals who are interacting may 

have a particular meaning constructed prior to telling the story, as an interaction progresses, this 

meaning and construction may change. As stories and interactions change, so does the ability to 

understand and perspective-take (Kellas & Horstman, 2014). Therefore, in interactional 

storytelling, the creation and understanding of any given story is constantly evolving. 

Interactional storytelling is especially important to understand due to its direct impact on 

relationships. When engaging in an interpersonal conversation, coherence and perspective-taking 

is especially important in times of conflict or in order to build stronger relationships (Kellas & 

Horstman, 2014).  

 Finally, translational storytelling directly involves the way storytelling can aide in the 

maintenance and discussion of difficult topics (Kellas & Horstman, 2014). This includes the use 

of creative or nontraditional methods of storytelling such as writing or audio recording. 

Translational storytelling is unique in that it does not necessarily require direct interpersonal 

communication to seek different ways to help others in times of distress through stories. Rather, 

it sees storytelling as an art that can be used to heal (Charon, 2006)  

 In this research, CNSM is imperative to the understanding of how narratives work to craft 

meaning out of our participants. Because each participant’s experience is unique, it is important 

to understand every aspect of CNSM in order to relate to every narrative regardless of the way 

each participant shares their narrative. Additionally, CNSM demonstrates how both health 
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narratives and meaning making can come together to create one evolving experience. The use of 

CNSM helps guide the complexity of experiences that cardiac event survivors experience.  

Summary and Research Questions 

 Previous research on heart health issues presents a complicated picture of patient 

experiences; they must change their entire lifestyles in order to maintain and improve their 

health, but they face a number of challenges to this change, including the social stigmas 

associated with heart health trauma (Clarke & Binns, 2006; Merz et al., 2017). Although 

communication researchers have begun the process of understanding these patient experiences, 

we are still missing much about how patients make sense of these events, how they make these 

changes, and who they turn to help them in their new journeys. The purpose of this thesis is to 

examine individuals’ stories about their cardiac events to understand their meaning-making 

processes and interpersonal communication about their lives after the cardiac event. This thesis is 

guided by the following research questions:  

RQ1: How do individuals who experience a cardiac event narratively make sense of the 

cardiac event? 

RQ2: How do individuals narrate the integration and maintenance of lifestyle changes 

after a cardiac event?
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CHAPTER 3 

 

Qualitative Inquiry 

 Qualitative inquiry seeks to understand the world through direct interaction with the 

subject (Denzin & Lincoln, 2000). Specifically, qualitative research uses a direct scene and 

attempts to understand the material by naturalistic examination (Denzin & Lincoln, 2000). Using 

a naturalistic approach, qualitative research allows the researcher to ask questions about the 

world and allows the researcher to gain answers through direct observation and interaction 

(Tracy, 2013). Because qualitative research encourages researchers to gather information within 

a subject’s natural state, qualitative inquiry takes small observations and individual assessments 

to create a broad understanding of a topic (Tracy, 2013). This breadth of information, 

consequently, allows qualitative inquiry to be used in a wide range of subjects (Denzin & 

Lincoln, 2000).  

 Methods of qualitative research vary from autoethnographies, interviews, field research 

and various other avenues (Tracy, 2013). However, all qualitative research shares the same goal: 

understanding the individual experiences that make up individuals, their understanding of the 

world, and the implications that these experiences have on the world (Denzin & Lincoln, 2000). 

Because qualitative inquiry is individualistic in nature, qualitative scholars understand that every 

experience and question create a uniquely tailored experience and answer. Therefore, there is no 

specific reality or concrete explanation that can be created through qualitative research (Denzin 

& Lincoln, 2000). Qualitative inquiry acknowledges, accepts, and encourages the individual 
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experience whether that experience is cultural, organizational, or personal (Tracy, 2013). Rather 

than generalizing for a group of participants or using numerical values to find patterns, 

qualitative research attempts to instead only focus on interpreting the information given by 

participants (Creswell, 2014). Because of this, qualitative inquiry is often in a state of constant 

change (Tracy, 2013).  

 While studying cardiac events could allow for various types of research methods in order 

to achieve a better understanding of the cardiac event community, qualitative inquiry is the most 

beneficial for this thesis. Heart health trauma is a very common experience among individuals in 

the United States (AHA, 2010). However, every individual who has experienced a traumatic 

cardiac event has a very unique story to tell. Because cardiac events are so common, victims 

often are of different cultures, socioeconomic status, and education levels. Qualitative research, 

consequently, allows these individual traits to be highlighted rather than generalized. 

Additionally, qualitative inquiry is ideal for sensitive topics due to the naturalistic approach. 

Through the use of qualitative research, participants have the ability to share their experience in 

an unbiased and exploratory manner. Participants were not be confined to a certain set of 

answers and could omit or include information as needed individually. Similarly, the sensitive 

content of many cardiac event stories makes qualitative inquiry the most efficient, effective, and 

considerate option to understand each participant’s experience.   

Determining Qualitative Research Rigor 

 The rigor of research addresses the caution and effort implemented by the researcher to 

ensure that the research is carried out professionally and correctly (Tracy, 2013). Tracy (2010) 

describes eight criteria of qualitative rigor: a worthy topic, rich rigor, credibility, sincerity, 
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resonance, significant contribution, ethical, and a meaningful coherence. Each criterion 

highlights an important aspect to the reliability and appropriateness of research.  

 First, a worthy topic addresses the relevance and significance of the research (Tracy, 

2010). While timeliness of a research project is often useful, a worthy topic can also be stemmed 

from personal experience or significance (Tracy, 2010). This thesis not only addresses a timely 

human experience due to the current prevalence of heart health trauma, but also addresses long-

term implications of all medical traumas such as the healing process, social support, and the 

creation of meaning. Additionally, while heart health is a common goal for many Americans, this 

thesis addresses the lack of knowledge surrounding the cardiac patient experience after the 

cardiac event.  

 Rich rigor addresses the quantity and quality of the information being gathered (Tracy, 

2010). This includes the care when collecting and analyzing data as well as the amount of 

information gathered prior to, during, and after the completion of the research (Tracy, 2010). 

This thesis will ensure rich rigor through the protection and privacy of each participant. 

Additionally, while there are research gaps to be addressed through this study, heart health 

literature and literature surrounding the human experience have provided a stable framework for 

the thesis being conducted. Similarly, credibility highlights the detail, knowledge, and 

trustworthiness of a study. Credibility includes the collected data and research, but it also takes 

into account the overall implications and reliability of the research through a study’s ability to be 

culturally appropriate, consistent, and plausible (Tracy, 2010).  

 Sincerity of research is seen through the transparency of a project (Tracy, 2010). 

Transparency can be evaluated by the honesty of the researcher when addressing challenges or 

bias within the study. This study, while it does address a sensitive topic to some participants, was 
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primarily led by the participants through their answers to the interview protocol. Therefore, bias 

was minimal as well as the potential for the researcher’s own past experiences to become present 

in the study.  

 Resonance of a study addresses the ability of the study to reach others with the findings 

(Tracy, 2010). Although resonance can be seen in a wide variety of ways, it is important that 

research has the ability to make an impact on those who encounter it (Tracy, 2010). This thesis 

provides engaging material that is understandable to the general public. Additionally, readers 

should be able to take away information regardless of their affiliation with the exact participant 

criteria seen in this study.  

 The degree to which a study has significantly contributed to the pool of knowledge is 

arguably the most important reason why research is conducted. Research held should be 

significant, practical, and innovative (Tracy, 2010).  

 Finally, research should be ethical and meaningfully coherent. Ethics such as obtaining 

IRB approval, as this thesis has, and using procedural ethics to avoid plagiarism or fabrication 

are integral to a well-developed study. Additionally, a meaningfully coherent study is also ethical 

in that it seeks to understand and address the intended and pure purpose of the study (Tracy, 

2010).  

Procedures  

 Recruitment.  Recruitment for this thesis began after IRB approval in September 2019 

(see Appendix A: IRB Approval, p. 84). Criterion sampling was used (Lindolf & Taylor, 2011); 

participants were recruited under the criterion that the individual had experienced a traumatic 

cardiac event. Recruitment occurred both through a participant call on Facebook and snowball 

sampling. Although the study was limited to individuals who have experienced a traumatic 
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cardiac event, the study acknowledged the breadth of what constitutes as a cardiac event. 

Additionally, in order to participate, participants must have seen a healthcare provider for their 

cardiac event during the event or after the event for post-event care. Participants ages 18 and 

older were all able to participate. A total of 16 individuals participated in this thesis. Participant 

interviews began in October and continued until saturation occurred.  

 Participants. Participants’ ages ranged from 18 to 78 (M =55). The average age of these 

participants (55 years old) is comparable to the national average age of cardiac event victims, 

with 30 percent of victims being between the ages of 35 to 54 (AHA, 2017). This study had 

equal numbers of males (n = 8) and females (n = 8) from mostly suburban areas, with 11 

participants being from the suburbs. Additionally, these participants were well educated, with all 

participants at least high school educated and 10 participants having at least an associate degree 

or higher.   

 Data collection. In order to understand each participant’s personal experience with 

traumatic cardiac events, this thesis utilized qualitative in-depth individual interviewing. A 

qualitative interview allows researchers to have a multi-faceted understanding of each participant 

beyond the researcher’s perspective (Tracy, 2013). The use of interviews as a source of 

information also encourages participants to elaborate and introduce topics that may not have 

been previously considered by the researcher (Tracy, 2013). An additional benefit of qualitative 

interviews is the quality of information gathered through a study that utilizes interviews in 

comparison to alternative methods such as a survey or focus group (Johnson, 2002). Participants 

in this study discussed sensitive life experiences and, consequently, qualitative interviews were 

the most beneficial avenue. The use of qualitative interviews allowed participants to speak more 
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openly of their experience and also allowed the researcher to tailor the interview to the 

personality and responsiveness of the participant (Keyton, 2006).  

 The participant interviews were semi-structured in nature to allow the researcher to 

capitalize on various findings during the interviews. A semi-structured interview can also aide in 

making the interview feel more natural to the participant (Tracy, 2013). This ensures that each 

interview is focused on the goal of creating a picture of each individual participant’s experience 

(Denzin & Lincoln, 2000). The interview protocol addressed important aspects of the research in 

various ways and covered a variety of cardiac event topics (see APPENDIX B: Interview 

Protocol, p. 85). First, participants began by describing their cardiac event. The protocol was 

then divided between questions that address the participant’s experience with the cardiac event 

and questions that reflect the lifestyle, beliefs, and attitudes after their cardiac event. Within the 

two main sections of the interview protocol, participants were asked about their experience with 

a social support network as well as questions about creating meaning through the experience. 

After the completion of the interview protocol, participants were asked to answer demographic 

questions. 

 The qualitative interviews took place in a private location both in person and over the 

phone depending on the availability of the participant. Participant interviews ranged in length; 

however, the average interview lasted 30 minutes with the longest being 52 minutes and 34 

seconds and the shortest lasting 14 minutes. The interviews were audio recorded and transcribed. 

Transcribed interviews resulted in 174 pages of single-spaced interview data (please contact the 

researcher, Braidyn Lazenby, for access to transcriptions).   

 Data analysis. In order to analyze data, this study used a thematic analysis approach. 

According to Braun and Clarke (2012), thematic analysis allows the researcher to gain insight 
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into meanings through patterns. Thematic analysis was ideal for this study due to the individual 

nature of each narrative. Through thematic analysis, participant narratives were able to be seen 

holistically before being organized and developed into themes. Prior to the organization of 

narratives and themes, I read through the interview transcripts multiple times in order to become 

familiar with the individual interviews. Next, I engaged in open coding, identifying key phrases 

and ideas that were common across participant comments. This process continued until 

theoretical saturation occurred (Tracy, 2013) and no new codes or groupings emerged from the 

data. After the key phrases and ideas were listed, I integrated the data, grouping the phrases 

based on similarities into themes. From the phrases and groups, two main themes emerged from 

the data. I dimensionalized the meaning of these larger themes, pulling exemplary quotations to 

illustrate each theme and subtheme (Owen, 1984). I discussed the findings with my advisor as a 

form of data verification (Tracy, 2013). Quotations were cleaned only enough to make the 

quotations easier to read. Excessive um’s, pauses, or repeated phrases were some items that were 

removed in order to streamline the quotes. Profanity, incorrect grammar, or incorrect word 

choice are presented as participants said them to maintain the integrity of participants’ 

experiences (Tracy, 2013). After the quotes were cleaned and organized, pseudonyms were given 

to each participant in order to remain anonymous in the study.



35 

 

CHAPTER 4 

 Participants in this study experienced various cardiac events, with each causing its own 

unique challenges and understandings. Participants created understanding of their cardiac event 

through two main major themes: finding meaning in and after the event and the challenge of 

negotiating giving verses getting. First, the MMM followed participants as they navigated 

through their experience, using their beliefs about their surroundings and their selves to make 

sense of and overcome their cardiac event. Participants also showed a sense of push and pull in 

the challenge to determine how their cardiac event provided participants the opportunity to 

receive information or give back information. Many participants participated in both channels, 

showing how important these participants’ narratives were in the healing process. 

Finding Meaning in and After the Event 

 Despite the variety in experience, these participants often faced similar issues when 

creating meaning out of their cardiac event. Specifically, participants followed the MMM 

through the process of recognizing global meanings, then assessing the situation through 

appraisal, and finally creating meaning as outcome in their “new normal” after the cardiac event. 

Participants in this study, whether they experienced a heart attack or found out they had a heart 

defect, have all had their lives drastically impacted by their cardiac event in multiple ways. This 

trauma can be seen consistently through the meaning-making process of participants and 

demonstrates how important the MMM is when overcoming a cardiac event.  
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 Creating meaning. Participants in this study have all faced a life-threatening situation in 

some way or another. Although some participants have experienced their cardiac event more 

recently than others, all participants were able to vividly recall the experience. When assessing 

the meaning of the event, these participants often found their meaning to be related to three very 

distinct messages, usually surrounding the idea of the misinterpretation of signs, the belief that 

their event was the luck of the draw, or the direct result of the participant’s lifestyle prior to the 

event. These three outcomes of meanings also reflect the ability or inability to control the 

situation, thus directly associating each theme of meaning creation with each participant’s view 

on the world, oneself, and the relationship between the world and oneself.  

 Luck of the draw. First, participants often felt a complete lack of control with the 

situation, believing that their cardiac event was simply decided by the universe by chance, or 

already programmed into their genes. Believing that their cardiac event was uncontrollable 

allowed these participants to seek comfort in the idea that there was no preventable measure that 

could have been taken to avoid their cardiac event. One participant, Hunter, was born with a 

transposition of the great vessels, causing him to have experienced multiple open-heart surgeries 

in order to survive. Hunter stated: 

 It just, it happens. Like there’s a good chance I could have been born normal. There's a 

 good chance or, you know, a really, really small chance that I have the heart condition I 

 have. But like it's viewed as the same as if you end up like owning a company and are 

 super duper rich and you got it out of luck. Like there's a small chance you could be born 

 into a lifestyle like that. Just like there's a chance you could be born into poverty and 

 stuff. But just I've viewed as like, it just happened.  

 

Hunter demonstrated how his belief about the world shaped his belief about why he was born 

with a life-threatening heart defect. Because one’s belief about the world is often shaped by 

determinations of what is fair and just (Park & Folkman, 1997), Hunter showed that his own 

heart defect is just as fair and just as someone else who may be wealthy or famous. 



37 

 

 Unlike Hunter, most of the participants were not born with a cardiac event that could be 

identified at a young age and were subject to their cardiac event later in life. Even in these cases, 

participants acknowledged the idea that many heart problems are exacerbated by a family 

history–of which these participants often had very distinct and notable family histories of cardiac 

events. In these cases, participants recognized not only the increased likelihood of experiencing a 

cardiac event, but understood that this gave them the opportunity to be prepared and to attempt to 

prevent the event from happening or prevent the event from being too severe. Phil, a survivor of 

a heart attack and two bypass surgeries, discussed how his family history has influenced his 

thoughts on his own cardiac event. Both Phil’s grandfather and father have experienced severe 

cardiac events. Phil stated: 

 A lot of the issues are, are sitting there, you know? In terms of, if you go down, you 

 know, down the checklist of things and the past history and all. I mean it's, you can't, you 

 can't at this point today, we can't change that– the future. Maybe you can, but certainly  

 can’t at this point. You've got to be prepared. I mean, it is just as, uh, as you look at, 

 some people are susceptible to cancer, you know? It's, it's kinda, you know, it's buried 

 within our legacy, our genes.  

 

Phil’s narrative explores how his own actions, in addition to the experiences of those before him, 

determined how he sees heart health and prepared for his own cardiac event. Phil described his 

belief about the world through his belief that one cannot change the future. However, he also 

incorporated his belief about himself through his description of how it was his own responsibility 

to be prepared.  

 At times, some participants would even acknowledge a lack of success when looking at 

their lifestyle prior to their cardiac event, but would ultimately determine that the event itself was 

just luck of the draw and that heart trauma was common enough to be placed upon anyone at any 

time. When participants decided to create meaning out of chance, they release their attempt to 
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control the situation by deeming it bad luck or just chance. Aaron and I discuss this thought 

process here: 

 Aaron: Uh, well I, I really couldn't believe that I had a heart attack because I had always 

 been, you know, active. Uh, probably didn't eat as well as I should because I like some 

 stuff that's really not real good for you. 

 Interviewer: Ah, don't we all? 

 Aaron: I just love country ham (laughter) and I still, uh, still eat it every once in a while. I 

 love, I love ice cream. That's a downfall with my family. 

 Interviewer: Oh, that's my downfall too. So, what are your feelings about the cardiac 

 event now? 

 Aaron: Uh, well I guess I've realized it, uh, it doesn't matter how you eat, what you look 

 like, how you exercise at the…I know there are things that you can do to help, but 

 anybody can have a heart attack.  

 

Aaron, in this excerpt, showed how he is still determining whether or not his own health 

decisions played a role in his cardiac event. Although he believes that his own actions can only 

help so much, he acknowledged that his understanding of himself and the world are still being 

evaluated.  

 Participants who believed that their cardiac event occurred predominately because of 

chance or by genes acknowledge that their understanding of the world circulates around the idea 

that it is more predominate than their own individual actions. Although some participants may 

have mentioned their own actions as an additional factor, these participants created meaning of 

their event through the understanding that, individually, no precautionary measures could 

prevent the event from occurring.  

 My own fault. Alternatively, participants also created meaning through the realization or 

belief that they did have control over the situation and may have been directly responsible for the 

event. Participants showed knowledge on what is and what is not heart healthy behavior and 

often felt responsible for their own cardiac event. Matthew, a survivor of a heart attack, 

discussed the difficulties he had with balancing a healthy diet and work. He said: 
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 It was for maintenance of my own body. Uh, eating habits had been terrible. All of those 

 years before the heart attack, since I was working, I either had a cheeseburger every day 

 for lunch or something like it, you know. I had a few salads there, but, uh, I just didn’t, I 

 just didn’t eat right. Um, and typically it was because my job gave me an hour to eat, but 

 by the time you drove to a restaurant, you know, you, you had a half an hour roughly and 

 you had to get back so you wound up not having much time at all for lunch. And so I had 

 to have fast food. Uh, or at least that was my thinking at the time.  

 

Although Matthew slightly points to his occupation as a reason for his unhealthy habits, Matthew 

took full responsibility for his own cardiac event– especially in the last sentence of this excerpt. 

Sure, Matthew felt as though his options for lunch were limited due to time constraints, but when 

Matthew created meaning of his cardiac event, Matthew understood that he had control over his 

decisions in hindsight.  

 The difficulty of balancing a healthy lifestyle with a full-time job proved to be difficult 

for these participants, with Matthew being one of several examples. Although participants felt as 

though their health was controllable, participants often felt trapped by their job or extracurricular 

activities, leaving a healthy lifestyle to be placed on a backburner. Similarly, Richard also 

discussed his struggles with living a healthy lifestyle and balancing his job and his volunteer 

position with a marching band in his town. He stated: 

 I did not take care of myself before I had the heart attack. Uh, I was grossly ill. I wasn't 

 grossly overweight, but I was pretty, well, I was about 30 pounds over what I should be. I 

 didn't, uh, I didn't exercise. I just got out and did what I had to do with, with the band 

 and, and worked. Uh, I had a, at one time I had two jobs.  

 

Richard never discussed whether or not his occupation, or the time when he worked two jobs, 

physically kept him from working out. However, Richard’s use of “should” demonstrated the 

idea that his health was determined by his own decisions rather than genes or the fairness or the 

world.  

 Although the lack of a healthy lifestyle was important to many participants as the reason 

for their cardiac event, participants at times would point back to their genes and still put the 



40 

 

control in their own hands. In this instance, participants still put the blame on their own 

behaviors despite acknowledging the increased risk of having a cardiac event based off of family 

history. Maddie, for example, is a young stroke survivor. Maddie describes how preventative 

measures such as blood pressure medication may have helped prevent her stroke from occurring. 

She explained: 

 Well, uh, probably, you know, I think I might've even said in my note to you that we had 

 enough heart issue in, in my family that I should have just gotten on blood pressure 

 medication, you know, in my early professional years. You know, just kind of like as a 

 vitamin just because the, you know, the, the chances of me having high blood pressure, 

 were, were, so, so much in the favor of it happening.  

 

Maddie created meaning through her cardiac event in a unique way. Although Maddie did not 

have any family history of strokes, she pointed to her family history of other cardiac events as a 

way of creating meaning through her own perceived heart health neglect. Even as a young stroke 

survivor at the age of 46, Maddie believed it was her own lack of attention to detail that caused 

her stroke.  

 Mistaken signs. When participants placed the blame on their own actions, they evaluated 

their belief about the self and how much control they had over a given situation. From there, 

beliefs about the self and the fairness or justness of an event are negotiated. At times, participants 

would negotiate both their belief about the world in addition to their belief about the self. In 

these instances, participants pointed to a false alarm of other symptoms that led to the cardiac 

event. Maisel described how a feeling of indigestion escalated before her heart attack: 

 Uh, the first actual heart attack I had was about 10 years ago and um, my chest just  

 started hurting really bad and I thought to start with that it was just ingestion because I'd 

 never had any trouble before and then it didn't get any better. It didn't get any better. 

 

Maisel, who later had another cardiac event, showed that although she felt uneducated about 

what cardiac event symptoms were, she knew it was time to go to the hospital when the feeling 
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would not go away. For Maisel, her awareness of her symptoms and how they were different 

from any other symptom she had ever experienced showed how her own beliefs and ideas about 

her health come into play. However, by the symptoms not leaving, Maisel was able to get to the 

hospital in time.  

 In addition to often feeling as though the symptoms were just indigestion or heart burn, 

participants were often surprised that the event happened when the participant was not 

necessarily stressed or overexerting. Participants were often aware of the symptoms they should 

be looking for during a cardiac event, however, these participants found that their own symptoms 

often were different than what is generally described. Harry described how a normal day helping 

neighbors turned into a heart attack while taking a break on the couch: 

 I'm shocked because I was, it wasn't like I was running or, uh, overexerting. I mean I was 

 helping my neighbor. It was nothing big. And I was actually sitting on the couch to rest 

 before I went and helped my other neighbor do something. So it was really, um… and me 

 being so young and being relaxed on the couch, uh, it was, it was a surprise. I, I say, you 

 know, I just thought it was heartburn and, um, so I guess for probably the first five 

 minutes I was having, uh, the actual heart attack itself. Uh, like I just said already, you 

 know, I felt like it was heartburn and, and when it got bad, you know it got bad quick. 

 

Here, Harry worked through how his own knowledge of heart health was challenged by his own 

experience, creating dissonance between what he believed to be true and what was actually true.   

 While participants were knowledgeable about what a healthy lifestyle entails and the 

common ways of how to indicate the symptoms of a cardiac event, these participants often found 

that their healthcare providers aided in confusion of symptoms, thus exacerbating the negotiation 

of beliefs about the self and the world. Hillary, who had to have an emergency stent placed, 

discussed having symptoms for three months prior to her emergency stent. She described how 

her physician’s suggestion of taking an antacid on her walks prevented her from seeking 

additional care for the symptoms she had been feeling. She stated: 
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 Hillary: It was pressure in my chest that, you know, was easily, um, blown off as, um,  

 indigestion, heartburn, acid reflux, something like that. 

 Interviewer: Yeah. Did you have any indication that it was a cardiac event? 

 Hillary: Um, no, nothing specifically until it happened. Um, I did ask one doctor about it 

 and, uh, just, it was my gynecologist just on a regular, um, yearly visit. And he asked a 

 little about family history and suggested I get some, you know, an antacid on my walks or 

 something when it happened to take that. If I felt like it was better, then that was probably 

 all it was. If I felt like that did not give me any relief, that I should seek a doctor who 

 could do a stress test. Um, and I did that (antacids) and I don't know that it really helped, 

 but I told myself it did.  

 

Hillary described how her belief about her own knowledge was challenged by the interference of 

her doctor. While Hillary knew that her symptoms were abnormal, her belief about herself 

changed after discussing her experience with her doctor. Unfortunately, Hillary was correct, but 

would not find out until later after choosing to follow her physician’s advice rather than seek a 

second opinion. Because of this, Hillary had to negotiate her beliefs about the world and herself 

in order to create meaning from her own cardiac event.  

 The creation of meaning within participants demonstrates how unique every cardiac 

event is. Throughout each description of the creation of meaning through these narratives, 

participants showed that the perceived ability or inability to control the cardiac event caused 

various meanings to arise from each narrative. Particularly, the variation of the amount of control 

seen in each participant reflected how participants may have viewed their belief about the self, 

the world, and the relationship between the two.  

 The process of processing. After a cardiac event occurred, patients often began a long 

road of recovery that requires a mixture of physicians, lifestyle alterations, new medications, and 

sometimes open-heart surgery. Participants in this study expressed how difficult all of these 

changes were and found that motivation to live a heart-healthy lifestyle was easy at first but 

became difficult –if not seemingly impossible– as time went on. Participants even showed signs 

of complete apathy when considering their lack of heart healthy behaviors after their event. 
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Although many of these decisions come from personal decisions and beliefs about the event, 

participants were also heavily influenced by their interactions with their physicians. 

Cardiologists were particularly influential in these participants’ attitudes toward their heart 

health and played a huge role in how participants coped with their cardiac event.  

 Cardiology problems. Of all the changes that many cardiac event survivors must adhere 

to, seeing a cardiologist after a cardiac event and following up with a permanent cardiologist 

after the event is one of the first actions towards heart health that a patient must take. These 

participants found the task of interacting with cardiologist to be problematic and often felt as 

though their cardiologist was not taking the proper steps to ensure the prevention of another heart 

attack. Participants mentioned that cardiologists would often see additional blockages while 

performing open-heart surgery but would not perform any additional action during surgery to fix 

anything other than what the patient came into surgery for. Matthew said: 

 Well after they did the operation, they said they found another artery was 50% 

 blocked. And I said, “Well good. I hope you took care of that while you were inside.” 

 And they said, “Oh no. Um, we don't do arteries that are 50% blocked. They have to be, 

 have to be 70% or more.” I said, “So you are telling me, in effect, that I'm going to have 

 to take that chance on another fatal heart attack before you will go in and fix the 

 problem?” And he said, “Yeah, that is correct.” So I did get emotion out of that. I  got 

 angry. 

 

Earlier, Matthew was introduced as one participant who believed his cardiac event was because 

of his own neglect. Now, Matthew is frustrated that his cardiologist will not help him succeed in 

further preventative care. As a patient who has just experienced a life-threatening event, 

Matthew showed how a bad experience with a cardiologist can influence the preventative steps 

taken after the cardiac event.  

 Other issues with cardiologists came after the initial contact. Daily maintenance of heart 

health became a chore for participants, and participants found that they never really felt secure in 
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the medications and suggestions that cardiologists were providing. Medication changes seemed 

to be the biggest issue, where patients would often face different opinions from different 

physicians. Richard discussed how his primary physician and cardiologist changed or added 

medication to his list frequently, with each physician disagreeing with the other without ever 

discussing it.  

 But he looked at, uh, um, it used to be a Crestor. That's whatever the generic, Crestor. He 

 looked at that and said, well, you're, it's, it's causing your liver to get a little bit upset. 

 And this is, this is all about a month after I'd gone to my regular doctor. And he says, I 

 want to cut that down to 20 milligrams from 40. And ah, the funny thing is my regular 

 doctor had just told me that 40 milligrams is the highest dose you can get. But it's  also 

 the one that works the best and causes the least trouble. 

 

While many participants claimed to have good relationships with other healthcare providers 

outside of their cardiologist, Richard showed how different physicians can cause issues without 

realizing it. Here, Richard had to negotiate which healthcare provider to listen to, creating a 

challenge for how he processed life as a former cardiac event victim. Later, Richard mentioned 

that he decided to adhere to his cardiologist’s advice.  

 Outside of direct disagreement with treatment plans and medications, participants felt as 

though their cardiologist was simply not friendly and did not communicate effectively with their 

patients in order to create an environment that helped patients live a healthy lifestyle. Some 

participants have not been able to keep the same cardiologist due to location changes or 

insurance and have felt the pressure of different opinions. One participant, Camille, experienced 

heart failure. Because of moving due to a spouse’s career, Camille has been forced to see 

different cardiologists, all of which cannot seem to agree on what caused her heart to go into 

heart failure and what the best practice is to avoid her symptoms. She stated: 

 I mean, I had one cardiologist take me off my medication and the other one said, well, 

 you should have never been taken off medication. You're going to be on this for the rest 

 of your life. And it's like, it's such a, I don’t know, a frustrating experience to be in, you 
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 know, cause they're just not forthcoming. They're not forthcoming with, um, what's 

 wrong with you. They're not forthcoming with, um, what your medications are for and 

 why you're on  them or how important it is. 

 

Camille, despite being in a unique predicament, was not alone. Even for participants who have 

been able to keep the same cardiologist, participants found that their cardiologists just were not 

accommodating. As mentioned previously, these participants knew the general concepts of heart 

health and how to promote it in their own lives. However, participants felt as though their 

cardiologist talked down to them and treated them as though they were inferior. James stated:  

 Um, my first cardiologist basically stopped listening to what I had to say and I wasn't 

 satisfied with their response. You know, the, uh, doctors tend to treat you that you have 

 no education or no background and, and it happens to me that's quite the opposite. I have 

 an education.  

 

Most prolific, however, was the feeling from participants that their cardiologist counted their 

patients as just another number, as highlighted by Hunter when he stated, “he probably forgot my 

name before I left the building.” 

 It only gets harder. Outside of interactions with physicians, participants found that 

instilling a healthy lifestyle became more difficult as time went on. The idea that heart health is 

never over highlights how the meaning-making process is also a continuous journey. When 

discussing whether or not participants were successful integrating a healthy lifestyle after their 

cardiac event, participants primarily discussed exercise as their main hurdle. While diet also 

seemed to be heavily present, a lack of exercise was problematic not because of willpower, but 

often because of unrelated variables such as work schedules, age, or undesirable conditions. 

Matthew discussed: 

I still don't get enough exercise. We used to for a few years. We’d, uh, I would walk. I 

started out walking a couple of blocks and then uh, increased to a half a mile, then a mile, 

two miles, finally got up to three miles walking each day. And over the years that has 

dwindled to nothing. I don’t walk anymore, at least on a routine basis. So that's not good, 

but the heat and everything else up here. It's just not conducive to really enjoy the walk.  
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Here, Matthew highlighted how even simple things such as weather keep him from getting the 

exercise he knows he should be getting. In addition, he touched on how his decision to exercise 

or to not exercise was not a decision that was made in a day. Rather, it was a daily negotiation 

that changed from day to day and has become worse as he has gotten older. 

 Getting older caused many problems for participants. Many participants mentioned that 

they were extremely active after their cardiac event and often even before their cardiac event. 

However, other health problems began to chip away at some of these participant’s ability to 

exercise consistently or at all. Old age, from these participants, slowly chipped away at one’s 

ability to exercise to the point where participants often felt like walking was not even an option 

because of other health issues that come with old age. Aaron described this difficulty with his 

legs: 

Yeah, the thing that is probably the least doable to me is to keep up with the exercise. 

And uh, I did for a long time, probably a couple of years at least, uh, exercise religiously. 

Uh, then I've started having other health issues with my legs. Walking and jogging has 

about reached the point where I can't do it now because of my legs. So that was, yeah, it's 

hard. Exercise was… it, it's hard.  

 

Aaron points to a problem that many participants had. Health became something that participants 

felt as though they had no control over due to age or other health issues. Because of this, 

participants have to continuously renegotiate the meaning of their cardiac event in comparison to 

their current abilities, whatever those may be at any given time.  

 Other participants found that while age, work, and other factors did cause detours, the 

most difficult thing to work through came from getting back into an old routine. Living a heart 

healthy lifestyle is a large transition if the lifestyle was not already enacted prior to the cardiac 

event. These participants also found that heart health was time consuming and inconvenient in 

comparison to their old lifestyle. Molly, a survivor of triple bypass, talked about how her 



47 

 

enthusiasm about heart health waned as time went on and her previous lifestyle came back into 

play. She stated, “I know that I don't as I did right after the surgery cause you really, you're 

thinking I'm going to do better and then it gets to be old stuff. You go back to old habits.”  

 Apathy. A progressive decrease in a heart healthy lifestyle often eventually led these 

participants to lose their enthusiasm so much so that heart health became completely irrelevant in 

the lives of these participants. The difficulty of the integration of heart healthy habits often 

became overwhelming and, consequently, disheartening to a point where the only way to cope 

was to avoid. Participants admitted to actively disobeying suggestions from physicians despite 

knowing that there were possible consequences. Matthew loves peanut butter and found that his 

love for a certain kind of peanut butter trumped the potential problems that his beloved brand 

could cause. He stated: 

 Uh, they, they sort of turned it over to the rehab team of which there were nurses. And 

 the nurses, uh, advised me on what I could eat or what I should eat. You know, if I told 

 them I liked peanut butter then they said, well, stop eating the regular peanut butter and 

 get this cardiac peanut butter, which I tried for awhile and I didn't really care for it. And 

 so I went back to the regular peanut butter, so I didn't really listen too well. 

 

Like Matthew, participants would occasionally completely give up their heart health in order to 

indulge in some of their old habits. Matthew goes on to say that he would check the label just to 

check and see how different the two types really were, but later determined they were not 

different enough in his eyes to actually matter.   

 Other participants found that living a heart healthy lifestyle interfered with their ability to 

do some of the things they loved. Participants with extenuating circumstances found that many 

of the requirements of heart health for their particular cardiac event required major changes to 

how they lived their life. Participants with families often had lifting restrictions and were advised 

not to pick up their children or do certain activities. Christine, a survivor of a ruptured aneurysm 
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on her aorta discussed how she has decided that spending time doing activities with her family at 

things such as theme parks is more important that her fear of further heart trauma. She said: 

 And then I see that, you know, something good to eat or you know, then I'm like, eh, 

 whatever. Or you know, on the, on rides at like, um, Six Flags or something like that. 

 They say, you can't ride. And I'm like, eh, I'm okay. 

 

To Christine, the decision of whether or not to engage in a dangerous decision came down to 

how it would impact her relationship with her family at the time. While Christine acknowledged 

the rules set out for her and her heart, Christine justifies her decision by believing that the harm 

could not possibly be that bad. Christine’s belief about her own cardiac event changes depending 

on what is happening in her life at the moment, leaving her completely apathetic to her heart 

health at times and completely aware at others.    

 Participants found that living out a heart healthy lifestyle proved to be more difficult than 

many assumed directly after their cardiac event. In addition to lifestyle changes, interactions with 

new doctors, medications, and struggling with restrictions often caused more uncertainty in the 

lives of these participants. This led to some participants resenting the care they received and 

eventually to apathy of their own care.   

 Meanings made. A cardiac event created an interesting predicament for the duration of 

every patient’s life. Surgeries can be performed, medications can be prescribed, and lifestyles 

can change, but there is a high likelihood that patients will have another cardiac event in their 

lifetime. These participants were highly aware of this and found that their understanding of the 

cardiac event was a constant weight in their lives. Particularly, participants struggled to come to 

a comfortable understanding of what their cardiac event meant for the rest of their life. 

Participants worked through how their cardiac event impacted their understanding of life and 

acknowledged that their lives were not perfect. A true heart healthy lifestyle continuously 
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seemed unattainable to participants, leaving participants weighing the potential outcomes of any 

lifestyle that contradicted the one they understood to be heart healthy. Participants came to this 

understanding through three main descriptions: the awareness that their lifestyle could be better, 

the frustration that a heart healthy lifestyle is not an actual lifestyle, and the constant paranoia 

that another cardiac event may be around the corner.  

 I could do better. Participants knew that their heart health standards were not up to their 

physicians’ standards. There were often moments when participants would actively say that they 

hoped to get back into shape or wanted to do better. This shows that meanings are not always 

made event years after a cardiac event. Or alternatively, meanings are consistently changing. 

Overall, however, participants had hope that the small things they did alter from time to time 

might increase their likelihood of avoiding another cardiac event. Phil stated: 

What steps do I need to do to get going? I have some restrictions. Yeah. I might. Uh, do I 

need to do better and, and certain things of, uh, for some lifestyle? Yeah, probably. And I 

try to do some better. Not necessarily always the best, but I at least try to keep it in mind 

and try to, you know, be mindful of it. So therefore, hopefully I'm contributing some to a 

better outcome. 

 

Here, Phil showed that his cardiac event, in his eyes, does not determine major things in his life. 

Rather, Phil acknowledges that he could be better and could make additional changes in his life, 

but on an average day he does what he can and hopes that it is enough.  

 As mentioned earlier, many of the participants are aging or are further from their first 

cardiac event date. In these instances, participants knew that it is the little things that really add 

up. While heart health is a lifelong commitment, participants noted that the lifestyle is harder to 

maintain as the date of the cardiac event grows further away. Many felt as though their standard 

for heart health was significantly more achievable than their physician’s and felt guilt at the 

disagreement. When asked about his healthy lifestyle, Aaron highlighted this by saying: 
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 Depends on what the definition or whose definition. Uh, a heart-healthy lifestyle is, 

 according to my definition of a healthy lifestyle, I think I've been pretty successful. 

 According to the, uh, nurses or technicians or therapists in this last session, Uh, no, I'm 

 not leading a healthy lifestyle.  

 

Aaron showed how his understanding of a healthy lifestyle works for him and has allowed him to 

overcome his cardiac event. However, at the same time, Aaron found a sense of guilt that his 

understanding of heart health is different from those who have advised him in the past. 

Therefore, although Aaron has come to an understanding of his cardiac event, he still finds 

uncertainty and at times renegotiates what that understanding actually is.  

 Later, Molly discussed how sometimes her understanding of health is negotiated within 

her own beliefs of health and how it plays a role in her daily life after her cardiac event. Molly 

explained how it starts with simple things such as age or pain to use as an excuse not to exercise 

and then escalates to other minute details such as overeating or indulging in a treat too much. She 

said: 

 Well, like I say, Oh the last few years as I've aged, uh, you have aches and pains anyway 

 and you think that's a good excuse not to exercise. And you walk through the kitchen and 

 there's, uh, cookies there and, and one won't hurt. But number four or five, might! 

 

To Molly, the meaning of her cardiac event comes down to self-motivation and control. Molly is 

aware of what a heart healthy life looks life, but decides on her own what constitutes a lifestyle 

that is attainable as a method of coping.  

 It’s not a lifestyle. Because heart health is such a lifelong commitment, this led many 

participants to feel as though they could not maintain an enjoyable life while adhering to all of 

the heart health suggestions they knew were suggested. Participants often pointed to their social 

life as a reason for struggling and decided that enjoying their life and engaging with friends and 

family would take priority over heart health. Richard talked about how he feels obligated to try 
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every dish at any social event due to southern etiquette. He specifically discussed his role as a 

Sunday school teacher. He said: 

 I do bad here and again. I teach Sunday school forever. Uh, been singing in the choir 

 forever. Seems like all the stuff that I'm involved in with groups and every group's got to 

 have party. Yeah, I've got to. And me being a leader, I have to. If we have 15 people and 

 they all bring stuff, then I got to have 15, 15 servings. Maybe just a teaspoon full, but I've 

 got to have them.  

 

Richard brings to life an interesting cultural dilemma here, as he discussed how his culture 

defined what being healthy means after a cardiac event. As a leader in a southern church, 

Richard is afraid to offend anyone if he does not indulge in the food that other people bring to 

events. In order to combat this cultural norm, Richard instead mentioned that he tries to take 

smaller portions as a way of navigating through his own heart health without causing conflict.  

 Outside of traditional heart healthy practices, individuals who have various heart defects 

have additional problems that are influenced by their heart. For instance, Hunter described how a 

healthy lifestyle for him includes eating significantly more than the average person due to his 

metabolism being considerably faster than the average person. In his interview, he discussed how 

eating more than the average person caused issues at restaurants or at social events. For him, 

eating more for his health is not a suitable lifestyle when he feels forced to eat. He said: 

 So with our condition I have, uh, basically they told me my metabolism would be  like 

 higher or faster than a regular person's metabolism. So I'm like real skinny and I can't 

 gain weight, just cause my metabolism’s so fast, I'd have to eat like three times the 

 amount as a normal person. So I actually do have to eat a lot more to feel like satisfied 

 and I dunno, I don't like eating that much, so it's kind of challenging to force myself to 

 eat.  

 

Hunter challenges the traditional beliefs about what being healthy means. In most cases, 

overeating would not be conducive to a heart healthy lifestyle. But for individuals such as 

Hunter, the need to eat significantly more than the average person leaves him feeling 
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uncomfortable. Therefore, his understanding of what his heart defect means to him is dependent 

on either his ability or his willingness to adhere to the particular things his body needs.  

 Paranoia. Despite all of the struggles and grappling with what does and what does not 

constitute as a healthy lifestyle, participants constantly struggle with the fear that another cardiac 

event is just around the corner. This paranoia transcended all cardiac events whether the cardiac 

event was early or later in life. Participants said they carry nitroglycerine, had pacemakers 

installed just in case, or simply panic at the slightest feeling of unease. Hillary is one of those 

participants, who recently had a new stent put in to replace her old one and knew just from what 

she felt prior to the new stent that another cardiac event would be inevitable if the original was 

not replaced. She discussed how she is constantly aware now. She said: 

 Now I'm very aware of when something doesn't feel right. Um, I have the, the 

 original they put in was redone 18 months after and in those 18 months or, or getting 

 close to that 18 month mark where my current cardiologist, um, advised that we it needed 

 to be re-stented, um, I was very aware of how things felt and I could, I could tell him how 

 much it felt like, what I remembered the original feeling like, um, and so yeah, I'm very 

 aware of, of even small aches and pains and where they are in my body.  

 

Hillary luckily had her cardiologist on the lookout for any complications after her cardiac event 

and was able to have her stent replaced. However, now Hillary has organized her cardiac event 

into a specific feeling that she vividly recalls and monitors frequently.  

 Other participants vividly remember the things their cardiologist said and ruminate on 

these ideas out of fear. Although many cardiac event survivors can live long and healthy lives 

after a cardiac event with the right care, there is no guarantee, and participants were highly aware 

of this. Molly is a perfect example. Molly shared how her physician told her that she would be 

able to extend her life by her bypass surgery as a positive thing. Now, Molly worries that her 

time is ticking, as the timeline that her physician casually shared at the time of her cardiac event 

has now passed. She said: 
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 Um, but you know, you can sometimes feel a little paranoid when you have a little pain 

 or something. You think, well, what's going on? And, um, but basically I have felt good 

 over the years, but I guess the paranoia comes in when you think about. I'll never forget 

 him saying we can add five to 10 years. Well, I've passed that 10-year mark, but I've got 

 friends that have had theirs done for more years than that. So hopefully I'm still fixed.  

 

In this excerpt, Molly showed that regardless of any health behaviors that may change, small 

things such as conversations with a physician can impact how an individual categorizes their 

cardiac event forever.  

 Heart health practices impact more than just the self, and the participants felt the need to 

be there for family members and friends. Participants wanted to experienced life and be able to 

do the things that families and friends should be able to do. One moving story came from Aaron, 

who told of his daughter’s wish to be walked down the aisle. Now, despite successfully walking 

her down the aisle, it is still something he comes back to. He said: 

 Aaron: Well, my daughter was not married at the time of the event and I remember her 

 telling me, you have to watch yourself because I want you to be able to walk me down 

 the aisle when I get married. And that’s something I've thought about, uh, pretty often. 

 She's been married for 10 years now,  

 Interviewer: So you got to do it!  

 Aaron: Yeah, but, but I still think about it.  

 

In this excerpt, Aaron showed just how influential a cardiac event can be. Participants know 

what is at stake, and the loss of time with family, friends, and loved ones is something that 

haunts many participants more than just the fear of having another cardiac event.  

 Meaning-making is not a one-size-fits-all process, rather, these participants demonstrated 

each step of the meaning-making process through their unique stories. While these participants 

may have had similar outcomes from these interviews, it is important to note that this process 

will continue on– and likely in different paths– for each participant.  Because every participant 

experienced the meaning-making process in one form or another, this theme and sub theme 

became apparent through the stories and experiences expressed by each participant. First, 
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participants went though an initial stage of meaning-making by trying to determine what the 

cause of the cardiac event was. Next, participants experienced life after a cardiac event and the 

challenges associated with a new lifestyle. Finally, although it does not represent the end of the 

meaning-making process, participants reflect on their current lifestyle as an ongoing battle.  

Giving and Getting 

 Participants experienced a wide range of cardiac events. Participants were subject to 

various procedures, different rehabilitation efforts, or even a lack of resources and answers after 

their event. However, another overarching theme that was consistently present within these 

participants was the negotiation of what was given and received through the cardiac event 

process. This push and pull demonstrated how impactful a cardiac event can be in an individual’s 

life and the daily ruminating that many participants encountered because of it. Primarily, 

participants found that there was conflict in three main areas of their life post-cardiac event. 

First, participants felt as though they were given great advice from their physician for their 

cardiac event, yet were consistently unable to live up to those expectations. Second, participants 

often believed that the best advice they had ever received came from their own experiences, yet 

rarely discussed those things with other people. Third, when participants did decide to share 

about their experience, participants believed that their conversations often fell flat and were 

ignored. Despite these struggles, participants had a very clear message for those who would 

listen: don’t wait for something to happen before seeking help.  

 Getting doable, impossible advice. After a heart health event occurs, participants are 

usually approached by whoever cared for them during their cardiac event to discuss plans for 

health going forward. This health advice usually comes from a cardiologist or through nurses 

directing a rehabilitation program that the patient is prescribed. When asked about each 
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participant’s confidence going into the rehabilitation process post-cardiac event, patients 

overwhelming believed that their healthcare provider’s suggestions were doable. However, 

patients often uncovered later that they were unable to complete or maintain that healthy lifestyle 

long term. For example, Matthew stated “oh yeah, definitely” when asked how doable his post 

even care seemed at the time of the event. Later, when asked how successful he had been at that 

same post-event care. He stated: 

 Two different doctors. One wanted me to lose down to 165 pounds and one said 185. So I 

 said well, I would never try to even get to 165. I wouldn’t be able to walk probably. Uh, 

 all of my weight seems to be right at that present in my gut of which I am working on. 

 

Here, Matthew demonstrated just how extreme some of the healthcare suggestions may seem 

once a patient is out of the direct eye of a physician. Although Matthew understood that losing 

weight would be beneficial, he is conflicted by the information that has been presented to him 

because of how drastic losing that much weight would be. Instead, Matthew decides to take the 

advice he was given and tackle a smaller goal first: getting rid of where his weight seems to 

linger.  

 Participants also became frustrated by advice that felt outdated or easily contradicted. 

New studies on dietary suggestions were particularly influential, and patients often felt as if they 

were juggling new information so much that the information became too much to handle. While 

it does seem beneficial that participants are keeping up with new research regarding heart health, 

it is problematic that the advice received does not create a sense of clarity. Rather, participants 

grow frustrated. Phil explained how he interprets new studies:  

 Some of it's fairly, well, some of it is okay. I can try, but I'm not sure I can really 

 change, change my, uh, what all I eat and turn it to the nth degree. And then we keep 

 seeing other studies that keep coming out to contradict the original study that says 

 something else might be better. You know, it's, it's all a mixture and I think it's all valid, 

 but I also think that individual, each individual is going to react a little bit different to 

 some of these different approaches.  
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Phil was particularly bothered by the suggestion that being vegan was better for heart health than 

just cutting out certain fats or solely red meat. Because of this, Phil determined that the new 

studies may be beneficial for other people more than him.  

 Participants also simply felt like the advice given by their healthcare provider only 

seemed achievable at first, but became more difficult as the patient realized what all the 

restrictions entailed. For instance, participants with children often pointed to lift restrictions as 

the most difficult restriction post-cardiac event. When asked about her healthcare restrictions and 

how doable they were, Lily stated, “It did. But I mean, the lifting is a little difficult when you 

have a two-year-old.” Lily is an example of how participants often saw their role as a parent as 

an unexpected road bump to their healthcare journey. Specifically, when describing the 

healthcare suggestions made by their healthcare provider, patients rarely described how things 

such as lifting heavy objects would impact their day-to-day life until participants began 

discussing challenges.  

 Participants in this study had a clear grasp of what was expected by their healthcare 

provider for post-event care. However, this posed a challenge. While some participants had 

access to rehabilitation programs after their event, other participants were simply given 

guidelines and sent on their way. Regardless of access to a rehabilitation program though, 

participants struggled with both the large things, such as losing a significant amount of weight, 

and the small things, such as lifting a child into a car. Because of this, participants negotiated the 

information they were given and reevaluated what those guidelines would look like day-to-day. 

Then, the extent to which a participant abides by the information is completely dependent on the 

individual. Unfortunately, this causes an issue for healthcare providers. What good is healthcare 
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information if the patients believe the information is doable until it is actually time to live out the 

lifestyle? 

 I’m my best advice. Often, participants had great advice to offer. However, rather than 

receiving this advice from friends, family members, and healthcare providers, participants often 

discovered this advice on their own through their lived experience. Despite being asked 

explicitly about advice that was given to them, participants struggled to find anything prolific 

enough to mention and instead relied on their own advice. For instance, Ronald recently joined a 

local gym and made it a goal to walk on the treadmill every day. He stated:  

 Ronald: I've learned no, that you can't sit around and just say oh, poor me. I've got, you 

 know, to get up, do what you can do and be done with it. If that, if that were not the way I 

 looked at it, I'd never walked two miles a day. I would sit on the couch and mope. 

 Interviewer: Where did that advice come from?  

 Ronald: Actually, it wasn't any advice per se. It was just that I felt like now I'd feel 

 better if I did something physical. And that's where the walking two miles a day came in.   

 

Ronald determined that going to the gym every day to walk was in his best interest on his own 

through his own convictions about what health means. While a physician may have suggested 

this as a good idea to Ronald before, Ronald did not act on this advice until it became his own 

idea. Now, Ronald values that life change enough to suggest that it could be considered the best 

advice that he had ever been “given” about heart health.  

 One defining characteristic within participants who found advice through their own 

experience was the lack of communication that participants had with other people. Specifically, 

participants generally only got their main healthcare advice from a physician rather than a friend 

or family member. Even after the cardiac event, participants found that their best advice came 

from hindsight and being cognizant of what their body is feeling. To participants, there is no 

better wakeup call than the cardiac event itself. Hillary stated: 
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 I think it would just come from the experience, just come from, from myself knowing 

 that, um, I could have avoided some of this. I might still have a stent, but it might've  

 been done, you know, um, not as an emergency thing, but as an ongoing care thing with 

 a doctor that I built a relationship with here near where I'm living. Um, but yeah, I think 

 it just comes from myself and just hindsight, um, wishing I had done differently.   

 

Hillary understood how important preventative heart health was not through advice from other 

people, but from the geographic distance from her cardiologist. Hillary travels three hours to visit 

her cardiologist. Although she joked later about making her visits a small vacation, her own 

understanding of the sacrifice her heart health requires allowed her to determine that preventative 

care is the best advice. Again, this advice was not given. Rather, it was intuitively determined.  

 While these participants did receive help from family members or friends with chores 

that were difficult post-event or simple acts such as encouragement, participants did not seek 

those individuals for health-related advice. Or, if there was advice, it was not deemed important 

enough to be considered relevant to the life of the participant. Alternatively, as discussed 

previously, advice from physicians seemed to become difficult, leading advice from a physician 

to become not as prolific either. Therefore, participants turned to their own experience to create 

advice. It is uncertain as to whether or not participants did not receive any advice or were just 

apathetic towards the advice given to them. Although participants claimed to not receive much 

advice from the outside, participants were aware that not all advice is actually used.  

 I hope I make a difference. The extent to which a participant claimed to talk to others 

about heart health ranged drastically. While participants like Maddie made vitamin gift bags for 

all of her friends after her stroke, other participants like Maisel stated that they “wouldn't dare 

bring up something like that (heart health) anyway” due to health norms in her rural community. 

Despite participants varying in the extent to which heart health is discussed with others, 

participants believed that their own advice and goodwill often fell flat and was ignored. 
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Participants hoped their words of advice would make a difference, but understood that heart 

health was not as important to other people. When asked if he believed his discussions with other 

people about heart health made a difference, Harry stated: 

 Nah I doubt it. Yeah. Everybody, you know, sees a fat person who says hey I'm, I'm, you 

 know, going to quit going to McDonald's. But they really don't. They take something 

 personal. Uh, we're human beings. Uh, yeah. It usually takes up everything from us 

 before we actually make any sort of positive change.  

 

Here, Harry acknowledges that it took a drastic event to turn his own life around. Therefore, 

Harry rationalized that the same would likely go for anyone he talked to about heart health. 

Other participants, such as Haley, have taken active steps to attempt to talk to others about heart 

health. Haley decided to write a speech for a class about her own heart defect and, despite 

suspecting that her peers did not care, had hope that her speech would at least touch one person. 

She said:  

 Probably I say probably not, but I, I'm really not sure. I hope so. I definitely hope like my 

 speech that I did helped people think about it more just because I didn't expect to have to 

 think about it. So I hope so, but I'm not sure.  

 

In this excerpt, Haley is unique in that she was diagnosed with her heart defect at the age of 18. 

Because of her age, Haley is especially conscious that other individuals her age are probably not 

considering heart health as a priority right now. However, Haley still decided to share her story 

regardless, knowing that it may not make an impact.  

 Because of the role genetics can often play in cardiac events, participants also found 

themselves trying to share heart health information with family members. Christine discussed 

how both of her siblings tested positive for the gene that created her heart defect. However, 

despite her efforts, she feels as though her conversations were ignored due to the decisions of her 

siblings after. She explained: 
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 I don't feel like I've influenced my brother at all or my sister because she shouldn't have 

 gotten pregnant. Um, but she did anyways, which I mean, I get, you want another child, 

 I get it, but she should've taken care of her heart first. Um, my brother, he, he just, he's 

 a wild little 24-year-old, so nothing you can, nothing you can do about that.  

 

Christine described how her sister’s aorta later ruptured at both the top and the bottom of the 

valve during the birth of that child. Luckily, Christine told the doctors about their gene in order 

for the physicians to perform emergency open-heart surgery to save the life of her sister. Because 

of this incident, however, Christine does not believe her discussions of heart health really matter 

when it comes to the decisions of others.  

 Participants want to contribute to the lives and health of others. Although participants 

understand that their efforts may not always be rewarded with a listening ear, these participants 

show a desire to help those around them and prevent future cardiac events if at all possible. 

Advice from those who have experienced a cardiac event is not incredibly different from advice 

that a physician may give. However, these participants provided advice that may sound more 

achievable and accessible to the average person, making survivors of a cardiac event a reliable 

and treasured source of first-hand advice.  

 My own contribution. Participants found that the advice they themselves found most 

imperative often differed from the advice that they would give to someone they know would 

listen. This advice was simple. Rather than discuss gym time, eating habits, and emotional 

advice, participants felt as though the one piece of advice that mattered more than anything else 

was simply to act now rather than later. Maisel, for example, stated it plainly by stating “you’ve 

got to go to the doctor now. You need to. You don’t need to wait around to see if it’s 

indigestion.” 

 Other participants would go into further detail by encouraging individuals to seek a 

second opinion if someone was not happy with their healthcare. Because so many participants 
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felt as though their cardiologist hindered their healthcare, participants were quick to point out 

that symptoms varied amount different people and could be easily mistaken for other issues. 

Camille described this by saying “If you’re feeling symptoms and you know something’s not 

right, you need to go see someone. And if that someone won’t do something about it, you go see 

someone else.”  Participants also used their own experience of abnormal symptoms as 

encouragement to others to get checked out. Participants such as Hillary, who felt symptoms for 

as long as three months, also stressed the importance of seeking help soon. She said she would 

“tell them how long I had these feelings before the event happened. Cause I think people need to 

know if they’re in a situation like that or they know someone.”  

 Regardless of what specifics participants included in their advice to other people, these 

participants were adamant that heart health cannot wait. However, this realization did not come 

without complications. While heart health guidelines seemed extremely cut and dry to 

participants, participants too often found that the information they were given was not adequately 

translated to what real life looked like outside of a hospital. Unfortunately, this led participants to 

feel as though no certain advice was tangible enough to seem relevant. These participants have 

gone through a life-changing experience that many will, hopefully, never understand. However, 

heart health advice can be doable, and needs to be doable, in order to actually alter the future of 

many lives. These participants wanted to impact the lives of others and want to give back advice 

that they may have not received at the time. Because of the importance to every participant to 

spread the word of good advice, the tension between getting and giving became evident as an 

individual theme to this study.  

 From this theme, four main insights were prevalent. First, participants felt as though their 

advice was doable until they actually had to enact it. Second, participants felt the best way to 
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understand what a cardiac event was like was to be the one to go through it. Third, participants 

hoped that although they did not believe what they said made a difference, they always hoped it 

would help someone one day. These three major insights created one additional insight: the 

message to get help immediately if something does not feel right.
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CHAPTER 5 

 Participants in this study demonstrate how powerful a cardiac event can be in a person’s 

life. In this chapter, I discuss the theoretical implications of the meaning making experiences of 

cardiac event patients, the implications of narrating cardiac events, and the limitations and future 

directions of communication about heart health research. I conclude the chapter with a researcher 

reflection, considering my personal positionalities on the findings and implications of the thesis.  

Meaning Making Implications 

Although these participants have experienced a variety of cardiac events, participants did 

show similarities when looking at the way the MMM was represented in each participant’s life, 

directly connecting the first major theme to RQ1. The MMM generally begins with the 

assessment of global meanings (Park, 2010). These participants found that their global meanings 

were consistently drawn to what was predictable. Specifically, these participants came to an 

understanding that, although their cardiac event was traumatic, the event was fair and just based 

off of the idea that the participant knew having a cardiac event was something that could have 

been predicted. While some participants who experienced things such as heart defects seemed to 

believe the event happened by chance, the majority of participants who suffered from events 

such as a heart attack or stroke found that their cardiac event was predictable due to family 

genetics or the maintenance of their own health.  
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 Although participants felt as though their event was predictable, participants were not 

particularly optimistic about their outcome. Park (2010) states that many global meanings are 

often created with an optimistic bias. However, these participants challenge that notion. While 

participants may have been able to assume that they may have a cardiac event at some point in 

their life, these participants found that this predictability was not a steppingstone to prevention. 

Rather, knowing in advance created a fatalistic mindset both before and after the cardiac event. 

Often, participants would point to both their genetics and their own health maintenance as the 

reason for their cardiac event, furthering the notion that prior knowledge or the ability to 

anticipate an event did not promote better health behavior and, consequently, an optimistic 

perspective. Participants instead felt as though the event was bound to occur whether they 

attempted to prevent it or not.  

 Because of how pessimistic these participants were about their cardiac event, it is 

interesting to note how this negative mindset affects each participant’s beliefs about the world, 

the self, and the relationship between the two. First, participants often pointed to their belief 

about the world when sharing things such as family history or the idea that their event was 

strictly based off of chance. Despite heart disease being highly preventable (AHA, 2010), 

participants often felt as though nothing could actually be done to prevent fate. While not all 

cardiac events are preventable, in the case of cardiac events that known to be somewhat 

preventable, this can be problematic for the prevention of cardiac traumas in the first place. In 

order for heart healthy lifestyles to prevent trauma, such as heart disease, from occurring, people 

should be motivated and feel as though their preventative measures actually make a difference. 

However, it is unknown whether or not these global beliefs about the world were created before 

the cardiac event or after as a way of coping.  
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 Similarly, belief about the self was present as some participants acknowledged that they 

did not take care of their own health prior to their cardiac event. As noted previously, these 

participants know what is and what is not considered a heart healthy diet. However, even after 

the cardiac event occurred, these participants still have extreme difficulty maintaining or even 

starting a healthy lifestyle after their event. Beliefs about the self focus on the idea of control 

and, consequently, self-worth (Park & Folkman, 1997). Because of this, these participants do not 

lack the knowledge to promote a healthy lifestyle. Rather, their lack of a healthy lifestyle may 

stem from a lack of self-esteem and a negative view of the self. In these instances, a heart healthy 

lifestyle is not deemed a sustainable and livable lifestyle by these participants. There is no way to 

ensure that individuals with the knowledge to succeed will actually succeed, especially if the 

goal in mind seems too impossible. This is what is occurring for victims of heart trauma.  

 Finally, belief about the relationship between the world and the self was often seen when 

participants pointed back to the idea of false alarms. Participants, despite knowing the typical 

warning signs of a cardiac event, often were caught off guard when signs were misinterpreted for 

other health issues such as indigestion. While beliefs about the world and the self cause distress 

when negotiating global beliefs in their own way, evaluating the relationship between the two 

can cause individuals to have a more difficult time adjusting to the stressor in the event that the 

two beliefs do not match (Park & Folkman, 1997). Because participants often held the belief that 

there was nothing that could be done to prevent the cardiac event and also believed that their 

own health could have been better, these participants showed how the belief about the self and 

the world can cause tension when the two interact.  

 While global beliefs are important due to each individual’s values and beliefs, situational 

meanings set the MMM in motion. These participants first appraised their situations by 
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describing things such as issues with cardiologists or issues during surgery. Participants were 

often very focused on things that went wrong such as the length of time it took to get help or the 

inability to get the desired help needed. Because of this, appraisal of beliefs often left 

participants unsatisfied with the aftermath of the event and allowed participants to begin coping.  

 Coping for these participants started off as problem-focused in an effort to directly fix the 

stressor, as many participants sought out different cardiologist, joined cardiac rehabilitation 

programs, and began eating and exercising right after their event. However, once the newness of 

the event wore off, these participants began coping through more emotion-focused methods. 

These participants often felt their weight of intrusive thoughts, which led to paranoia, rumination 

of the event, and comparison to others who have had experienced a cardiac event as well. This 

turn to emotion-focused coping led participants to reach a point where their coping became 

avoidant. In avoidant coping, individuals reach a peak of stress and, in response, disengage 

completely from the stressor (Park et al., 2012). Similarly, these participants found that their 

cardiac event was easier to cope with if the stressor was avoided. Consequently, these 

participants found that going back to the lifestyle they were used to prior to the cardiac event was 

easier to cope with than the stress of their new lifestyle. While never directly pointed to as a 

direct factor in coping styles, these participants show that the relationship with the cardiologist 

likely plays a large role in the setup for success directly after the cardiac event.  

 Despite these methods of coping, these participants are having difficulty creating 

meaning out of their cardiac event. Rather than change global meanings to match situational 

meanings, these participants were more often led to seek congruence between the two in order to 

seek relief from the stress of their cardiac event. Participants would often assimilate rather than 

accommodate by justifying their apathy and lack of a healthy lifestyle due to the global belief 
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that they had no control over the event to begin with. However, seeking congruence or 

assimilating global and situational beliefs does not necessarily mean the stressor is gone. 

Participants in this study demonstrated this, as participants often felt a looming sense of paranoia 

about their cardiac event while simultaneously believing there was nothing that could be done to 

prevent their cardiac event. While believing that nothing could have been done may help bridge 

the gap between global and situational meaning, it still causes paranoia that creates a cyclical 

effect of the MMM.  

Narrative Implications 

 Health narratives come in many forms, but these participants reflected their cardiac event 

experience primarily as a quest narrative, helping understand RQ2. These participants experience 

their narrative in one way or another each and every day, making their story a daily journey 

rather than a completed journey. In order to describe their quest narrative, participants explained 

how their heart healthy habits were difficult to maintain, but often pointed out that they were 

actively trying to do better. Participants would also acknowledge the quest by understanding that 

the advice they give to others may not always be utilized, similar to how they struggled with the 

advice they were given by their physician after the cardiac event. Participants had a grasp on the 

idea that heart health was a lifelong journey for everyone rather than just an obstacle to 

overcome. However, few actually felt as though they had succeeded and often felt the need to 

clarify that they were going to start trying harder soon.  

Because of the cyclical nature of meaning making of participants’ cardiac events, 

individuals who experience a cardiac event are constantly evolving and exploring the meaning of 

their event through the narratives they tell. While the MMM suggests that individuals start the 

process over when uncertainty arises (Park, 2008), these participants demonstrate how the MMM 
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does not have to completely start over. Rather, the MMM is a process that is continuously 

reevaluated during the process. A heart healthy lifestyle is a daily process that is determined by 

the length of time since the event has passed, day-to-day activities for the individual, and other 

stressors that may arise. Because of this, the MMM may start anywhere in the process for 

individuals who have experienced a cardiac event. In order to understand this, participants 

narrated their experience in a way that demonstrated the tension between information that has 

been given and received during and after the cardiac event.  

This tension stems from the idea of narrativity and emplotment, where narrativity allows 

an individual to place themselves in a position to understand the stressor that is occurring in 

order to alleviate the stressor (Carmack, Bouchelle, Rawlins, Bennet, Hill, & Oriol, 2017). 

Meanwhile, the understanding that occurs and allows that narrative to be analyzed by the 

storyteller is the emplotment (Mattingly, 1998). For these participants, life after a cardiac event 

provides two options: to resume the life lived prior to the cardiac event or pursue a new journey 

of heart healthy behaviors. While most participants chose to resume their old behaviors, 

narrativity encourages the use of a new path in order to alleviate the stressor (Mattingly, 1998). 

In these instances, the stressor is another cardiac event because the reinstatement of the old life 

would likely encourage the stressor to be present again. Therefore, the only way to avoid the 

stressor is to forge a new path. However, these participants challenge the idea of narrativity by 

actively understanding how their narrative is presented yet choosing to go back to their old 

habits. When participants begin to understand how their cardiac event shapes their narrative, 

tension becomes evident. These participants know that choosing to avoid a journey to heart 

health will allow the stressor to maintain its presence. However, despite this knowledge, these 

participants remain in their old lifestyle and encounter the tension when sharing their story.  
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 Because participants actively felt the weight of how much a heart healthy lifestyle 

impacts day-to-day life, the tension between having the knowledge to maintain a healthy lifestyle 

and actually make it come to fruition create very real sources of stress for these participants. 

Specifically, these participants experience the weight of knowing verses being when discussing 

their cardiac event narratively (Harter, Japp, & Beck, 2005). Although participants want their 

conversations with other people to matter, participants feel as though their narratives do not 

matter because of their own experience with failure. This demonstrates a keen awareness of each 

participant’s emplotment, as participants are extremely cognizant of the information they choose 

to share (Mattingly, 1998). However, participants demonstrated a shift in the role of emplotment 

once stories came from other sources. Specifically, each ignored or frustrated conversation with 

a cardiologist shows a lack of care towards the emplotment of stories from others. This creates 

an additional tension, as emplotment assumes that each narrative is owned by the storyteller, 

even if the story includes others’ voices and experiences (Carmack, et al., 2017). From their first 

interaction with a cardiologist who does not seem to care to the daily struggles of motivation, 

these participants actively live with the guilt and paranoia associated with a lifestyle that seems 

unattainable. Therefore, quest narratives that should be stories of hope become stories of a 

struggle that seems like it will never end.   

 Participants shared a story of pain, loss, and a lack of control that is still prolific in the 

lives of these individuals today. Although these narratives shared instances of hope and effort at 

times, the reality of life post-cardiac event is one that is far more difficult. Heart health is not an 

abstract concept. And although heart healthy lifestyles are not always well executed, they are 

easy to identify by those who have experienced cardiac trauma. Rather than quest narratives that 

ensure a sense of closure through meaning making, these participants are actively living through 
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their trauma every day. Whether participants are trying to get back on the bandwagon or simply 

cannot find the energy to care anymore, the fear of another cardiac event is always present and is 

present in the narratives they tell.  

Limitations 

 This research utilized participants with a broad range of cardiac events, age, and 

experiences. However, this study, like every study, was not perfect and offers areas of 

improvement. In regard to the participants recruited, this study was fortunate to have participants 

from four different states. However, because of this geographic distance, all but three 

participants participated in phone interviews rather than face-to-face interviews. While not a 

direct limitation, this did prohibit the interviewer from controlling the flow of the interview. 

There were a few moments during interviews where participants would be briefly interrupted by 

children, spouses, or going to and from a location. It is possible participants’ narrative retelling 

of their cardiac events and communication with others was impacted by interruptions and the 

brief presence of others.  

 Additionally, these participants all had health insurance. Although participants did not 

address their health insurance in their interviews, it should be noted that individuals without 

health insurance may have very different experiences with their cardiac event. The access to 

resources is likely to greatly impact how individuals cope and create meaning out of health 

events. Finally, race was not a factor considered during the collection of demographics. Although 

heart events occur in every race, individuals who are African American, Mexican-American and 

Native American are more likely to experience cardiac events (Benjamin et al., 2019). Because 

of the extent of cardiac events, the documentation of race would have allowed the researcher to 

analyze the narratives of individuals across cultures.  
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 The discussions with participants provided a well-rounded perspective of each 

participant’s health narrative. However, this study would have benefited from addressing the 

connections of certain events that may have prevented or promoted healthy behaviors post-event. 

Although participants experienced a wide range of cardiac events such as heart attacks, strokes, 

and heart defects, this research did not address how participants of certain cardiac events created 

meaning in similar or unique ways. For example, how does the meaning making of a stroke 

victim differ from the meaning making of a heart attack victim? Similarly, this research did not 

address how relationships with cardiologists affected successful outcomes or how those 

relationships affected how long participants adhered to heart health suggestions before giving up. 

As the research suggested, cardiologists played a huge role in the meaning making process for 

participants. This research would have additionally benefited from analyzing how meanings 

made reflected successful or unsuccessful outcomes.  

 Finally, one aspect of this study that was not seen was the impact that social support had 

on participants. Although a support network is likely to influence how participants created 

meaning out of their event, support networks were not brought up in conversation enough during 

interviews to be able to include them in the study. Therefore, although it is likely that 

participants are influenced by their social support networks, it was not included in this study due 

to the lack of information received from participants. This may have limited the ability to have a 

comprehensive understanding of each participant’s experience. 

Future Directions 

 This study addresses many important issues that cardiac victims face. First and foremost, 

it is alarming how frequently cardiac event patients give up on their heart health after their event. 

These participants were especially open about those struggles. As these participants showed, 
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many individuals begin with good spirits and are enthusiastic to maintain their health in the 

beginning. Because of this, future research should look into the average length of time that it 

takes for participants to lose momentum in their heart health journeys and what factors contribute 

to that loss of momentum over time.  

 Similarly, it is important for future research to address those who were successful in 

maintaining their heart health over a long period of time. In this group of participants, a 

significant majority of participants gave up on their heart health in some way. While this 

provided important insight into how motivation is diminished, it is important to now shift the 

research to those who were able to maintain their heart health. What factors contributed to the 

continuation of heart health over time? Are there certain things that healthcare providers can do 

to promote these healthy behaviors or are they factors related to outside matters such as 

education, socioeconomic status, or just a different mindset? 

 Finally, it is imperative that more research is conducted to focus on the relationship and 

communication behaviors between cardiologists and patients. The cardiologist is, generally, one 

of the first doctors a cardiac event patient will see. Because of this, a cardiologist has the power 

to set the tone for post-event care. While more research should be done about what motivates 

patients to continue with their heart health post-event, as mentioned above, the blatant issues 

surrounding cardiologists that these participants presented is alarming.  

Research Reflections  

 When choosing a topic that hits so close to home, I knew in preparation for this project 

that my role as a researcher would be challenged emotionally. I have had the privilege of 

advocating for heart health for several years now, yet speaking with my participants was an 

experience like none other and especially not an experience that I could have been prepared for. 
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First and foremost, I am so grateful to have had participants so willing to be vulnerable for this 

study. While I hope these interviews helped participants reflect on their experiences in a positive 

and cathartic way, interviewing these participants allowed me to reflect on my own experience 

with heart health and how I, myself, create meaning out of my experiences.  

 Heart health does not solely impact the individual who is subject to the cardiac event. 

Many of my participants shared this with me and expressed the pain and struggle of watching 

their families and friends suffer due to their cardiac event. These participants are fathers, 

mothers, friends, and family members from different areas with different experiences. During my 

interactions with participants, I often deeply felt the joy and grief that cardiac events can cause 

not only my participants, but those who care for them most. While I knew these interviews may 

be emotionally triggering for some participants, I did not expect my own emotional reactions that 

occurred at times. After all, these are real people experiencing real life trauma. As a daughter of 

a cardiac event victim, I cried as one participant shared his goal of walking his daughter down 

the aisle after his cardiac event. As a friend, I laughed as one participant gave her friends 

giftbags filled with vitamins and supplements, imagining what my friends would do if I did the 

same. As a student, I learned from some of the strongest individuals young and old, because age 

is but a number. And as a person, I began to understand that we all have trauma, maybe just not 

all cardiac trauma.   

 My participants, whether they know it or not, have changed my own perspective on heart 

health and second chances. I had the distinct pleasure of visiting one participant who lives out of 

town, who also gifted me with a copy of her book that she wrote about her event. I will cherish 

this book forever as it is not only a tale of grief, but of triumph and hope. These participants 

represent only a small portion of cardiac event survivors and an even smaller piece of those who 
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have lost their life to cardiac trauma. However, I hope this research breathes life into the voices 

on the recordings and the transcribed words to show just how strong these participants are. I am 

so honored that these participants took a chance on me to share their stories. 
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APPENDIX B: Interview Protocol 

 

• State your gender and age 

The event: 

• Tell me about your cardiac event. 

o When did it occur? 

o How did you know a cardiac event was occurring/did you know? 

o What medical help/care did you receive for your cardiac event? (ex. Stint, bypass, 

etc.) 

• What were your feelings about the cardiac event after it first happened? 

• What were your feelings about the cardiac event now? 

• Do you believe there is a reason why this event has happened to you? 

o If yes, please explain why. 

 How did you come to this understanding? 

 How long did it take to come to this understanding? 

o If no, please explain why. 

After the event: 

• After the cardiac event, what advice did your physician give for post-event care? (ex. 

Dietary restrictions, exercise restrictions/expectations, medications etc.) 

o At the time, how doable did the post-event care seem? 

o Do you feel as though your physician understood your individual needs in order 

to be successful? Why or why not?  
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o Were there any particular concerns you had about your ability to live a healthy 

lifestyle? If yes, what were they? If no, why did you not have any concerns?  

 Did you address these concerns with your physician? 

• Where did the advice come from? In what form? (Ex. Family member, social media, in 

person, etc.) 

• What is the best medical advice you have been given about your cardiac event? Why is 

that the best?  

• What is the best nonmedical advice you have been given about your cardiac event? Why 

is that the best?  

• How successful have you been at maintaining a healthy lifestyle after your cardiac event? 

• What challenges, if any, have you experienced while maintaining your new lifestyle?  

Social Support  

• Has anyone, not including your physician, helped you transition into your new lifestyle? 

o If yes, who in your life has assisted you through this process? 

 In what ways (if any) has this person (or people) helped you? 

 In what ways (if any) has this person (or people) hindered/criticized you? 

• After the cardiac event, did you discuss the event and/or feelings about the event to 

anyone? 

o If yes, how did you describe the event? 

o What feelings did you express about the event to the individual? 

o How did you decide that this person was a good person to confide in? 

 I.e. Why did/do you reach out to this particular person? 

Meaning-Making  
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• How has your cardiac event changed your perspective on what people think about heart 

health? 

o How do you feel your discussions with other people have influenced the heart 

health decisions of others? 

o How do you feel your discussions with other people have influenced your own 

heart health decisions? 

• How do you describe your cardiac event to other people? 

o Is there any information you deliberately include? 

 Or leave out? 

• How do you feel people think of you differently now that you have experienced a cardiac 

event? 

o How do you feel different about yourself now that you have experienced a cardiac 

event? 

o Have you had to deal with any negative reactions to your heart health event? If 

yes, what happened? Why do you think those people have a negative reaction?  

• Clearinghouse question: Do you have any questions for me or anything related to the 

topic you want to talk about that we didn’t discuss?  

 

 

 

 

 

 



84 

 

APPENDIX C: Participant Descriptions 

 

Number Participant Pseudonym Gender Age Cardiac Event 

1. Matthew Male 78 Heart Attack 

2. Maddie Female 57 Stroke 

3. Richard Male 68 Heart Attack 

4. Haley Female 18 Postural Orthostatic 

Tachycardia 

Syndrome 

5. Phil Male 72 Heart Attack 

6. Aaron Male 75 Heart Attack 

7. Camille Female 49 Congestive Heart 

Failure 

8. Hunter Male 25 Transposition of the 

Great Vessels 

9. Christine Female 34 Thoracic Aortic 

Dissection 

10. Maisel Female 67 Heart Attack 

11. 

 

Molly Female 71 Double Bypass 

12. Ronald Male 76 Bradycardia 

13. Harry Male 42 Heart Attack 

14. James Male 55 Hypertrophic 

Cardiomyopathy 

15. Lily Female 36 Heart Attack 

16. Hillary Female 57 Heart Attack 
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APPENDIX D: Flow of Main Themes 

 

 

Theme 1 

• Creating Meaning 

1. Luck of the Draw 

2. My Own Fault 

3. Mistaken Signs 

• The Process of Processing 

1. Cardiology Problems 

2. It only Gets Harder  

3. Apathy  

• Meanings Made 

1. I Could Do Better 

2. It’s not a Lifestyle  

3. Paranoia  

 

Theme 2 

 

• Getting Doable, Impossible Advice 

 

• I’m My Best Advice  

 

• I Hope I Make a Difference 

 

• My Own Contribution 

 

 


	This thesis is dedicated to my dad, Brooks Lazenby. As J.K. Rowling stated so eloquently, “To have been loved so deeply, even though the person who loved us is gone, will give us some protection forever.”

