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Abstract

Introduction

Coronary heart disease (CHD) rates in Ireland
are very high but little is known about attitudes
to the disease. Qualitative attitudinal data were
collected in focus group settings from 74 indi-
viduals across socio-demographic categories in
order to assess knowledge of and attitudes to
CHD and associated risk factors. Focus group
questions were derived from group deconstruc-
tion of constructs from the Health Belief Model,
Theory of Planned Behaviour, Protection
Motivation Theory and Social Learning Theory.
Participants were drawn from the personnel
lists of local government and a health authority
hospital. Eight types of groups were constructed
according to the various permutations of the
three variables: age, gender and occupational
group. Analyses revealed good knowledge levels
about risk factors among participants. However,
participants exhibited mixed loci of control and
low motivation to change behaviours. Men gen-
erally were less motivated to change than
women; older men thought it too late and
younger ones too soon. Though white and blue
collar groups’ views were similar, the discussion
in white collar groups was more varied. Particip-
ants were sceptical about apparently contradict-
ory medical advice which undermined
motivation to change. The data complement
earlier work and suggest preventative initiatives
should be more focused.
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Cardiovascular diseases are a major cause of mor-
bidity and mortality world-wide, and rates are
particularly high in both parts of Ireland (Depart-
ment of Health, 1994b). Following nearly a half
century of epidemiological investigation we know
there is a significant preventable component
through environmental and lifestyle modification
(WHO, 1985; Epstein, 1989; O’'Reilly and Shelley,
1991). Health gains have been made with reduc-
tions in both morbidity and mortality in a number
of countries, particularly in the US and Europe
(WHO, 1988; Floraet al,, 1993; Winklebyet al,
1994) and to a lesser degree in the UK and
Ireland (Royal College of Physicians, 1991; Shelley
et al, 1991).

However, there is a widening class gradient in
the pattern of cardiovascular diseases, in part
attributable to variations in risk factor profiles
across social classes (Rose and Marmot, 1981;
Mulcahy et al, 1984; Woodwardet al, 1992).

A significant degree of scepticism exists within
sections of the scientific community about the
benefits of lifestyle modification [e.g. (Skrabanek,
1994)], particularly regarding the role of diet, and
this may well influence lay perceptions of the
efficacy of change. In addition there is a significant
public health challenge in translating the scientific
data into acceptable health promotion programmes
for individuals and populations. In epidemiological
terms, the strategy is to achieve a reduction in the
total numbers of cases by modification of the risk
factor profile of all individuals. This strategy may
mean making appreciable lifestyle change for small
relative gain on the part of the individual and little
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reduction in his or her absolute risk. The commonmeasured scepticism and confusion over the bene-
sense perception of individuals may well meanfits of behavioural change in addition to predomi-
that they see little gain in personal terms andnantly external health locus of control beliefs
indeed may have anecdotal experience of appareramong Irish samples. Especially lacking are attitu-
exceptions to the rule—people who develop thedinal data collected across a variety of constructs
disease despite making all the right lifestyle in a similar and systematic format which facilitates
changes. An important question is how this affectscomparisons between elicited perspectives.
people’s attitudes to standard health promotion There is an overemphasis on data and models
programmes and indeed whether those attitudesleveloped in particular cultural milieux, notably
differ according to socio-economic factors. the US and larger English speaking countries, as
While evidence mounts as to the risk profiles of well as a dearth of qualitative information regarding
different socio-demographic groups (Davey-Smith comparative perspectives on heart disease in differ-
et al, 1990; Woodwarcet al, 1992), it has been ent societies. Thus the current study undertook to
argued that it is not practical to generalize aboutcollect specific Irish data in a qualitative fashion.
health attitudes or behaviours across different subFocus groups are an increasingly popular method-
groups as socio-demographic factors can exerblogical tool effective for the collection of qualitat-
considerable influence (Pill, 1991; Winklebyal., ive information from study participants in a group
1994). Substantial data have been reported indicatenvironment (Lankshear, 1993) and were consid-
ing behavioural differences between groups [e.g.ered to be an appropriate methodology to employ
(Blaxter, 1990; Eaton and Reynes, 1993)] butfor this investigation.
relatively little work has been done systematically Examination of the focus group method resulted
comparing the attitudes of these groups to risk orin a series of methodological choices being made,
to the factors hypothesized to underlie healthyparticularly in relation to the content and detail
lifestyle behaviours or behaviour change. of the questioning employed within each group
Nevertheless, some perspectives on health issuesession. It was not merely global attitudes to CHD
and hypothetical underlying constructs have beerthat were of interest. While attitudes could be
shown to differ across a variety of socio-demo- defined as positive or negative reactions to persons
graphic groups including gender, social class andand objects or things, there is debate as to whether
age. For example, women report lower self-efficacythe term should refer primarily to affective
beliefs towards exercise than men (Schuster andesponses (Fishbein and Azjen, 1980) or should
Waldron, 1991) and more external health locus ofinclude behavioural and cognitive reactions in a
control (Stockton, 1985). Lower socio-economic ‘tricomponential’ model (Breckler, 1984; Downie
groups have been identified as having lower know-et al,, 1990). Despite the relative ease of measuring
ledge scores and higher risk rates for coronaryunidimensional attitudes, affect-only models are
heart disease (CHD) (Oslet al, 1992), but are not easily matched with the wide variety of factors
more likely to display an optimism bias (Silagy affecting health behaviours and health outcomes
et al, 1993) than those of higher socio-economic (Stacy, 1994). Therefore in addition to attitudes,
status. Similarly, older adults are more likely to beliefs, perceptions, judgements as well as per-
perceive themselves as vulnerable to illnessspectives were considered relevant. This decision
(Kelleher, 1991; Rowland and Dickinson, 1994). was taken in order to widen the scope of the work
There are limited Irish data available in the literat- and make it more amenable to multi-disciplinary
ure. Attitudes to health reported by Conroy andinterpretation. In addition, the topic ‘CHD’ was
Shelley (Conroy and Shelley, 1986), McCluskey approached from a wide angle and participants
(McCluskey, 1989) and the Department of Healthwere to be probed about some aspects of their
(Department of Health, 1994a) indicate the per-knowledge and behaviours. More importantly, the
ceived importance of diet for health, and illustrate project was approached from within the framework
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of theoretical models of health behaviour, primarily Table I. Outline of study design showing categorization of the
derived from psychology and health promotion. 13 fogus groups (actual numbers participating in each category
The Health Belief Model (Rosenstock, 1974) and are given in brackets)

the Theory of Planned Behaviour (Ajzen and Under 45 years Over 45 years
Madden, 1986) are the most common models in
the literature, and these were examined along with
Protection Motivation Theory (Rogers, 1983) and \yhite collar Ax2 (10) Bx2 (14) Cx1(5) Dx2 (11)
aspects of Social Learning Theory (Bandura, 1977)Blue collar Ex1 (7) Fx1 (7) GX2 (10) HX2 (10)

Male Female Male Female

Methods

) Thirteen of the target 16 group sessions were
Design held in total, comprising 74 employees. No staff
This was a qualitative study using focus group member contacted refused the invitation but some
methodology. The aim was to recruit two groups did not actually attend as agreed. There were a
comprising approximately five to eight individuals number of practical difficulties in some categories
in all combinations of the following categories; in finding staff available to participate and in three
men and women, blue and white collar occupationscategories only one group was run (see Table I).
and under qnd over 45 years of age. Two full Set?\/lethodology
of permutations of these categories should resul

in 16 groups in total. Focus group questions were derived from group
o deconstruction of a number of models of health
Participants behaviour in the health psychology and health

In order to identify a sample frame from which to promotion literature. Many of the theoretical per-
recruit the quota of subjects, a local governmentspectives overlapped with one another, some dir-
authority was approached. This organization has actly, merely using different names for the same
range of employees across the socio-demographiconstructs; others indirectly, where the understand-
spectrum, and the management agreed to cooperatble nature of a given construct tapped into some
with the study by facilitating access and agreeingother more global construct or overlapped with
to assist in the selection of participants from part of its meaning. Where possible the original
personnel files. A full list of staff was provided definitions and explanations of the constructs were
for the relevant age ranges and in a number ofused, but in a number of cases their parameters
cases there were only just a sufficient number ofhad to be deduced from their use in the literature.
staff in the categories required, when this was theAfter deconstruction the major constructs identified
situation all staff were invited to attend the relevantwere grouped into three categories. The first was
focus groups. When there were excess numbers itknowledge’, which consisted of knowledge of risk
the category, participants to be invited werefactors for CHD and perceived seriousness of
selected randomly from personnel files and wereCHD, and the second was ‘control’, comprising
similarly contacted directly by the research teamlocus of control, self-efficacy and perceived suscep-
inviting them to a session by appointment. Due totibility. The third set of constructs concerned
an employment embargo and the fact that domesti¢cchange’, and included motivation, cues to action,
services were contracted out it was not possible tdntentions, perceived barriers and benefits (of
recruit sufficient blue collar women from this change), and subjective norm.

source. The local health authority was subsequently Focus group questions were formulated accord-
approached and permission was gained from maning to guidelines provided by Krueger (Krueger,
agement in a local teaching hospital to recruit1994). Questions were designed to fit both the
domestic staff to the study. needs of the method and to tap the constructs of
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interest. As such they were relatively open in ally-driven and the refinements data-driven. Data
format to stimulate discussion and the languageonce categorized were analysed by means of the
used was straightforward to facilitate understand-software package QSR Nud.iST 3 (Non-numerical,
ing. Three other guidelines were adopted: theUnstructured Data Indexing Searching and Theory
sequence of questions was to be from the generaguilding).

to the specific, the order of questions was intended  Analytic techniques developed for such qualitat-
to move from the impersonal to the personal andjve data include those that are ethnographic or
the questions related to change were placed lasktrictly qualitative and those that emphasize con-
as they could be perceived as most threateningent, Morgan and Spanish (Morgan and Spanish,
to the' individual participant and thus the data 19g5) recommend using a combination of these
collection process. approaches in order to assess both theory and data.
Procedure In these analyses the approach has been both

_ theory- and data-driven as well as involving a
Two pilot focus groups were conducted to test thesearch for new themes. The main considerations

suitability and nature of the group questions. Ain analysis are outlined by Kreuger (Kreuger,

short self-administered closed questionnaire Was_ng4) who maintains that one should consider the
also devised containing basic demographic ques- '

. . . content, context, internal consistency, frequency,
tions and factual questions about heart diseas Y d Y

e|htensit and specificity of verbal contributions
The focus groups were conducted according to pre- y P y

agreed guidelines by four of the authors randomly‘_’l_VE ”e. mVOhﬁjd tm thell':nt.erplretatloblj OI t|ts valueg
assigned to the roles of moderator and facilitator €1ssue ol data qualily IS aiso Subject o a number

for each group. All groups were held during of criter?a (Mertonet al, 1990), the most relevant .
working hours in rooms provided by the respective N€re Peing that responses based on personal experi-
employers. In the case of the local authority and®Nces are rated more F:red|ble (and thus given more
hospital an office meeting room was provided, angweight) than hypothetical or second-hand stories.
for the blue collar older males the group was held
in a work depot which also held some machinery Results
and equipment. In all cases participants were

offered tea or coffee on entry and were seatedGeneral findings

around a table in a format as close as possible t%
a circle. Recommendations as to the effective
conduct of focus groups given by Morgan (Morgan,
1988, 1993) and Kreuger (Kreuger, 1994) were
examined and adopted.

asic data were collected from participants on
their socio-demographic characteristics and their
knowledge of their own risk factor status. The

data presented below represent participants’ self-
reported status (Table Il). Participants tended to
Analyses report substantially elevated risk profiles compared

Sessions were recorded on audio tape and tranith the general population. Note that those
scripts underwent a thorough content analysis with€Porting a family history were asked about any
pairs of researchers identifying examples and sugheart disease and not merely about premature
gestions of the pre-defined constructs. Usuallyepisodes.

participants or groups discussed or alluded to Qualitative findings are presented under the
specific constructs within the particular questionsthree construct categories, knowledge, control and
designed to tap into them but this was not alwayschange, both overall and then according to socio-
the case. Each construct was sub-divided accordingemographic patterns. In each case some general-
to its different perspectives apparent in the dataizations are drawn and examples of verbatim
Thus the broad analysis categories were theoreticstatements from participants are given.
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Table Il. Self-reported details of the male and female participants

Demographic details N Average age Average school Married (%) ‘Rural’ dwellers
leaving age (%)

Male 32 40 16 59 (19) 56 (18)

Female 42 37 18 36 (15) 74 (31)

Reported cardiovascular risk factors N Family history High blood High cholesterol  Diabetes (%)
(%) pressure (%) (%)

Male 32 40 (12) - 34 (11) -

Female 42 48 (20) 12 (5) 14 (6) 3 (1)

Reported lifestyle factors N Stress (%) Smoking (%) Exercise (%)a Dietary fat {%)

Male 32 25 (8) 59 (19) 81 (26) 40 (12)

Female 42 43 (18) 40 (17) 69 (29) 36 (15)

3Percentages reporting brisk exercise at least 3 times per week.
bPercentages reporting that they eat fried food at least 4-6 times per week.

Knowledge Frequency of mention of risk factors was gener-

Cancer was repeatedly and consistently perceivedlly quite similar across all groups, with some
as more serious than CHD across groups, followedactors such as perceived stress being mentioned
in order by diseases such as AIDS, alcoholism,universally. This was, however, more emphatic on
diabetes, mental health and asthma (e.g. ‘We’'rdhe part of older groups (e.g. ‘I suppose people
more afraid of cancer than heart disease’, ‘HeartWith responsibility [are at an increased risk]... Too
disease must be taken as a serious problem...it hggany problems they have nowadays’). Lack of
to be high on the agenda [of importance]’). exercise as a risk factor was not emphasized by

Cancer was seen to be especially serious bylue collar groups generally, particularly among
all the male groups (e.g. ‘Cancer [is serious]), the younger participants, although it was mentioned
especially skin cancer. All cancers’), though olderin passing (e.g. ‘lack of exercise’). Older blue
white collar workers did consider CHD to be a collar men were particularly interested in familial
serious problem (e.g. ‘heart no. 1, cancer no. osusceptibility and older men in general emphasized
and serious mental health problems no. 3'). AIDStheir perception of the role of alcohol as a negative
was mentioned as a serious problem by blue collafisk factor (e.g. ‘Alcoholism [is] our biggest prob-
participants generally, while alcohol dependencelem. | think myself if a person goes to bed with a
was considered important by young (under 45)feed [Of alCOhOl], | think its bad because it pUtS
men and older women (45 and over) (e.g. ‘Aids is your heart pumping all the time’).
coming [to the fore] more... Drink [alcohol] |
suppose’).

Knowledge levels were high overall, with diet, Control and issues surrounding the concept were
heredity, age, lack of exercise, stress, genderfound during all sections of the discussion regard-
smoking, drinking, high blood pressure and dia- less of the questions being addressed at any one
betes being mentioned as risk factors, followed bytime. Internal locus of control was mainly related
more generalized comments (e.g. ‘It's partly dueto preventative behaviour. The pattern of these
to our diet’, ‘Men more than women’, ‘People who contributions almost invariably involved relatively
neglect their own health’). impersonal suggestions (e.g. ‘You could/can do

Control
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something about it yourself’, “You'd have complete experts [to] cut out all the fats, dairy products,
control over dietary factors and exercise factors’,butter, cheese...then the next guy says the most
‘Most responsibility lies with yourself rather than natural thing is butter, who do you believe?’,
other people’) rather than examples of personalResearch keeps changing, if you do this you don'’t
control taking. Some participants exhibited anknow the result at the end of it. It's kind of up in
interesting degree of balanced internality andthe air’) and lack of will power (e.g. ‘Sometimes
externality (e.g. ‘Dietary factors—you’d have com- you mightn’t have the time either [to implement
plete control of, stress—you mightn’t be able to medical advice] plus the fact that we’re all inclined
do much about it’). External locus of control was to sit into a car and drive off’, ‘laziness’). Despite
primarily indicated by comments on heredity asthe fact that general knowledge was quite good,
well as those on family- and work-related stresslack of information was perceived as a potential
(e.g. ‘[people are] genetically programmed, if it barrier to change by respondents (e.g. ‘We don't
runs in the family no matter what you do [you know enough about it’).
are] always at risk’, ‘Maybe if working in a Positive motivating factors to change included
stressful environment—they [employers] are thecompliments on weight loss, being able to play
cause, could lessen the strain’). with children and a sense of control (e.g. [If you
Self-efficacy was not distinguishable as a separchanged you would] Probably feel happier about
ate category and perceived susceptibility related toyourself’, “You'd probably be less dependent on
specific personal examples (e.g. ‘I would [think the state for benefits’). External cues predominated
about heart disease] because | was born with an discussion on possible behavioural or lifestyle
heart murmur’, ‘I wouldn't think about it myself change. These included the example of a sick
at all') and there was little discussion on what person, the need for clear advice from doctors,
constituted a low susceptibility situation, except in more specific education and family pressures (e.g.
regarding CHD as less serious than cancer (e.gmore exposure to how bad it [illness] is, definitely
‘It's cancer really that you'd think about not heart more information’, ‘Until you go to a doctor and
disease’). you're told that you have high cholesterol or
The younger respondents were more likely thanwhatever, its only then you'll have to get down to
older ones to cite and discuss factors related taloing something about it’). Sizeable discussions
both internal and external locus of control, though about the medical profession ensued with dissatis-
younger men were relatively fatalistic about their faction at the lack of clear advice and several
own capacity for change (e.g. ‘Others say if you anecdotes about unsatisfactory personal experi-
worry you die young, so why worry’). The group ences (e.g. ‘There has been lots of confusion over
with most external locus of control were older the past 10 years or so, especially in relation to
white collar women (e.g. ‘Having to work long cholesterol’, ‘I certainly would not agree with the
hours, not getting proper meals...because you havdoctor, | think they are way too far out—[they]
to travel and things like that’, ‘Not so much that repeat what they learned in college, [they] never
type of stress (work related) as, stress caused bghange’).
trying to make ends meet or that stress caused by There was virtually no intention to change in
family problems/worries’). Younger blue collar any group, either because they already felt healthy
workers were least likely to identify and discuss enough or because it would make no difference
examples of perceived susceptibility. (e.g. ‘My philosophy in life is everything in
moderation. You need a certain amount of fat in
Change your diet, you need a certain amount of salt to
The respondents were predominantly unmotivatecbrevent dehydration’, ‘I try not to think about it
to change, because of scepticism about medica]getting ill]...say my prayers’). On the other hand,
advice (e.g. ‘The conflicting message of medical perceived barriers constituted the largest single
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category. These centred on the difficulty of chan-ive’, ‘It's habit’, ‘fruit coming from foreign coun-
ging routines to alter lifestyles, the perception thattries [is dangerous]’, ‘Time’, ‘You're tired when
this would interfere with tradition and the difficulty you're finished work’).
at a personal level of changing as well as lack of Despite their scepticism and lack of motivation,
discipline (e.g. ‘to change [behaviour or lifestyle] the older groups all declared likely benefit from
is to do without’, ‘Habits that are hard to break... behaviour change while the younger blue collar
eating habits’, ‘Also “better food” difficult to  groups were least specific about these likely bene-
prepare, twice as long’). A number of anecdotalfits (e.g. ‘longer life’, ‘feel better after it’). Across
reports of failed attempts to lose weight, startgroups, age was seen as an important motivating
exercising or stop smoking could have been inter-factor for change, though older people, especially
preted as contributing to the concept of low self- the men, tended to think it too late to change (e.g.
efficacy for behaviour change and such failed‘They say it [positive health behaviour] should
attempts were also clearly a perceived barrier tostart in your youth, it's a matter of being trained’)
possible change in the future. and younger people, particularly men, too early
Perceived benefits to change were the likelihoodand not yet necessary (e.g. ‘you might think about
of living longer and generally feeling better and it [changing] every 6 months or something but you
fitter (e.g. ‘A fitter person, a healthier person andforget about it’, ‘That’s the thing. You put it out
a richer person’, ‘live longer maybe’). There were of your mind. So you probably wouldn’t consider
also other perceived benefits, including reducedt on a day to day basis. You don’t want to’).
feelings of guilt and worry and a perception that
money might be saved (e.g. ‘Less medications— Discussion
profits of the [pharmaceutical] multinationals
would drop’, ‘Cost less, not buy cigarettes and This was a systematic qualitative study on cardio-
alcohol and save [money]). There was little men- vascular disease reflecting the perspectives of
tion of subjective normative factors either promot- employed people across the socio-demographic
ing or inhibiting change, but there was a generalspectrum. There was some evidence from the
feeling that age might be important in that changequantitative data that the participants had a rela-
should be more likely as one became older andively high risk factor profile for CHD. A good
that general historical or cultural factors might be response was obtained reflecting a contemporary
important too (e.g. ‘As one gets older you would working population. The methodology proved use-
be more careful and take more notice [of one’sful and appropriate to this population, and the
health]’). analyses undertaken revealed similarities with data
Men generally were less motivated to changecollected by other methods in Irish populations. A
than women, most particularly older men (e.g. major strength of the data are the specific findings
‘Unless you're tied to the bed, you won't change’, relevant to the field of applied health promotion.
‘Nothing at my age would make me change’). The Many of the findings are consistent with earlier
older participants were most emphatic in theirless detailed studies undertaken in Ireland. As
discussions about the role of doctors (e.g. ‘Il metin the Kilkenny Health Project, a community
three guys this week who had a pain in their chestsintervention programme which included a small
The doctor told them they were sound [well]. | qualitative study in one village (Conroy and
said you're guaranteed to die shortly if the doctor Shelley, 1986), general knowledge levels were high
says you're alright’). Intention to change was mostwith some evidence that more specific information
discussed by older men and yet behavioural changenight be required, e.g. in the case of alcohol
was perceived as least likely by them, while older consumption and blood pressure. Attitudes to can-
blue collar women identified the widest variety of cer were similar to those found by McCluskey’s
barriers to change (e.g. ‘A [water] filter is expens- (McCluskey, 1989) large study in the Eastern
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Health Board area and in the Kilkenny Health take action also merits further focused intervention,
Project in that it was rated more seriously in all particularly through workplace intervention pro-
three studies than heart disease. The perceptiogrammes. Such an approach should emphasize the
that CHD is often quick and painless, and the benefits of change. For women, the approach needs
belief that cancer is often enduring and incurable,to place more emphasis on the removal of barriers
may also be contributory factors. to change and indeed this perception of obstacles
While socio-demographic differences were notis in keeping with other studies (Department of
as wide as might be expected, there were differ-Health, 1994a,b; Flemingt al,, 1997). In general
ences consistent with the observed quantitativederms the data presented support the view that
evidence which shows a clear class gradient in riskpublic education campaigns at a settings level
of heart disease. Although there were differences irshould be more focused and client led if they are
emphasis across the various groups on many ofo be successful.
the constructs, there were no substantial differences The importance placed on advice from medical
in attitude detected, e.g. in relation to cultural practitioners and the need for clear unequivocal
norms. Knowledge levels in particular were similar, guidelines, together with the frequency and intens-
suggesting that the class gradient seen in epidemiolity of anecdotes related by participants that appear
ogical studies can only be explained in part byto conflict with public health messages, fits well
level of education though it is frequently cited as with the hypothesis that lack of behaviour change
a major factor in explaining such gradients. A isrelated to scepticism about the scientific message.
recent study demonstrates that occupation is dt is clear that the approach to public health
better predictor than educational status of risk,education must be one of consensus and dissemina-
although the latter did figure in heart diseasetion of best practice advice complemented by
(Davey-Smithet al., 1998). balanced reportage of debate. The media role
In the blue collar groups there was evidence ofin informing, educating and entertaining requires
less debate and discussion about the issues gendralance and ongoing considered debate if health
ally and less apparent internalization of methodseducation is to continue to be conducted through
of preventing CHD. This highlights the need for this route. It is also possible that clinicians who
lifeskills programmes [e.g. (Nic Gabhainn and do not see media discussions of their opinions as
Kelleher, 1995)] to focus more on this issue atin any way analogous to a surgery session may be
school level. It is also possible that social changeunderestimating the responsibility they have for
strategies would be more beneficial for those withtheir contributions. The potential for the generation
least means and opportunity, and would be moreof confusion on a wide scale was demonstrated
welcome and perceived as potentially less victimhere. This should be an issue for further discussion
blaming. and debate both within the health and media
There were, however, age and gender issueprofessions.
of some importance. The last National Nutrition This study has also indicated the appro-
Survey in Ireland (National Nutrition Survey in priateness of the methods and models for similar
Ireland, 1990) found that young men had thesamples. Focus groups proved themselves to be
highest average fat intake in the population and inan extremely useful method of collecting data
this study they were the least motivated group toamong this population. The data collected was
change, justifying the approach taken in the recentich and saturated with meaningful information.
public education campaign by the Irish Heart Difficulties in convening groups reflected the
Foundation (Irish Heart Foundation, 1997) in tar- size of the population rather than unwillingness
geting young men for intervention. The fact that to co-operate on behalf of employers of particip-
older men clearly were well informed but unlikely ants. The medium of investigation used, a verbal
to perceive themselves as either willing or able toor communication-based one, is likely to suit
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