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FH and CHD 

FH recognised as modifying risk of CHD
• ‘Positive’ FH - contested 

Previous literature - importance of heredity
• Coronary candidacy, and exceptions - ‘Uncle Norman’ and 

‘last person’
• Impact of FH on receptiveness to health promotion advice

Many ideas about health (and health behaviour) learnt in 
family context

ConclusionsQualitativeQuantitative Background



Midspan family study
1040 men,1298 women

Adult offspring of 1477 couples

Renfrew-Paisley study
1972-1976

c80% residents aged 45-64
Monitored for subsequent mortality 

(death certificates)

Married couples

2 generation study opportunity for research on family history

The Midspan family study



Midspan family study
1040 men,1298 women

Purposive subsample of 61 respondents
•Men (n=30); women (n=31)
•Manual (n=30) and non-manual (n=31) backgrounds
• pFH CHD (n=31); no pFH of illness/weakness (n=30)

•In-depth interviews about health in family

QuantitativeBackground Qualitative Conclusions

Factors Qualitative subsample

“Some people think that particular illnesses or weaknesses run 
in their families, others don’t.  Do you think there are any 
conditions, weaknesses or illnesses which run in your family?”

“Heart disease/heart trouble” ‘perceived FH’ (pFH) CHD



Watt et al (2000), JECH; 54: 859-863

• Offspring reports of date/cause of death accurate 

• Parental CHD deaths important

• Not everyone with parental CHD death sees themselves 
as having a family history

• Men from manual backgrounds 
- most at risk of premature CHD death, 
- least likely to interpret parental CHD death as pFH

Midspan study
QualitativeBackground Quantitative Conclusions



‘Lay’ and ‘medical’ definitions of FH: similar or different?

Hunt et al (2001), Lancet 357: 1168-1171

QuantitativeBackground Qualitative Conclusions

Similarities
Number, age at death, and 
relationship of affected relatives

Differences?
Notions of what constitutes a premature death
Ambivalence/fluidity - many ambivalent, and FH constantly 
under review
Distinction between FH and whether this is a personal risk 
factor
Degree to which events are ‘expected’ or ‘unexpected’ and 
‘explicable’ or ‘inexplicable’ - notions of candidacy



• Family experience of ‘anomalous’ deaths or unexpectedly 
long survival powerful in deconstructing notions of 
candidacy and risk

• Family deaths - defining point in understanding risk

• Family - only site for close observation of lifestyle, 
exposures etc. over long periods of time/lifetime

• Potential for:
• undermining acceptance of conventional coronary advice

• reaching conclusions about FH/ risk factors judged as ‘irrational’

• assessment of familial risk in conflict with medical assessment

Hunt & Emslie (2001), IJE 30: 442-446
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Importance of ‘inexplicable’ events within the family



Understandings of FH

Hunt et al (2001), Lancet 357: 1168-1171
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• CHD seen (by men and women) as ‘man’s disease’  
• ‘Likely candidates’ for CHD invariably men
• ‘Unlikely’ candidates also exclusively men

• May cause women to delay in seeking medical attention?  

CHD as ‘male’ disease

Emslie et al (2001), Sociology of Health & Illness 23: 203-233
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• CHD very commonly characterised as ‘good way to go’  

• contrast to painful and lingering death from cancer
• deaths from CHD seen as ‘quick’
• deaths from CHD in older age often portrayed as ‘natural’ or 

inevitable
• little talk of living with restrictions imposed by CHD morbidity

• May undermine incentive to modify coronary behavioural
risks  

CHD as ‘good way to go’

Emslie et al (2001), Coronary Health Care 4: 1-8
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