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ABSTRACT

Background: In the developed part of the world, coro-
nary heart disease is the major cause of death and is
one of the leading causes of disease burden. In Swe-
den, mor e than 30,000 people per year are affected by
myocardial infarction and out of these approximately
40% are women. Nearly 70% of the women survive
and after a myocardial infarction a recovery process
follows. Today’s health care focuses more on treat-
ment, symptoms and risk factors than on the indi-
viduals' perceptions of the recovery process. Aim: To
explore cardiac rehabilitation nurses experiences of
factors influencing female patients' recovery after
their first myocardial infarction. Methods: Twenty
cardiac rehabilitation nurses were interviewed. The
study was conducted using qualitative content analy-
sis. Results: The cardiac rehabilitation nurses experi-
enced that women’s recovery after a first myocardial
infarction was influenced whether they had a suppor-
tive context, their ability to cope with the stresses of
life, if they wanted to be involved in their own per-
sonal care and how they related to themselves. Con-
clusons. Women'’s recovery after a myocardial in-
farction was influenced by factors related to sur-
roundings as well as own individual factors. The un-
derlying meaning of women’s recovery can be de-
scribed as the transition process of a recovery to
health. Our findings suggest that a focus on person-
centered nursing would be beneficial in order to
promote the every woman’s personal and unique re-
covery after a myocardial infarction. Finally, the car-
diac rehabilitation nurses experiences of factors in-
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fluencing male patients recovery after their first myo-
cardial infarction should beimportant to investigate.
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1. INTRODUCTION

In the developed part of the world, coronary heart dis-
ease (CHD) isthe mgjor cause of death and is one of the
leading causes of disease burden [1]. Myocardial infarc-
tion (MI) has long been seen as a male disease despite
the fact that it is also a health problem for women [2]. In
Sweden, more than 30,000 people per year are affected
by MI and out of these approximately 40% are women.
Nearly 70% of the women survive [3] and after an Ml a
recovery process follows[4].

European guidelines on cardiovascular health care em-
phasize the inclusion of secondary prevention [5]. It is
important to note that secondary prevention care after an
MI has not improved during the last 15 years at the same
rate as acute M| care [6]. One reason could be that re-
search and health care focus more on treatment, symp-
toms and risk factors and not on the individuals percep-
tions of the recovery process after an Ml [4]. Today's
health care requires both preventative and health promo-
tion interventions which emphasize that it is no longer
enough to focus only on curing and alleviating disease
[7]. A central part of secondary prevention is cardiac
rehabilitation programs [CRP] in order to improve qual-
ity of life among patients [8]. The goals of CRP are to
reduce the risk of relapse, promote lifestyle and health
behaviour changes as well as to facilitate the patients
recovery [3,5]. Research has shown that participation in
CRP promotes patients' health and quality of life as well
as preventing new cardiac events [9]. However, women
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do not participate in CRP to the same extent as men [10,
11]. Women's life situation after an M1 is more likely to
be affected negatively as they are, to a greater extent,
more concerned about new cardiac events [12].

The concept of recovery can be defined in different
ways depending on in which context, profession and
culture it is used [13]. Recovery and rehabilitation are
often used interchangeably [3], even though there is a
distinct difference between them. Slade and Hayward [14]
describe that recovery includes both personal recovery
and clinica recovery. Clinical recovery, as well as the
rehabilitation, focuses upon the reduction of symptoms
and increased levels of functioning, which are more in
line with the professiona perspective [14,15]. Personal
recovery can be seen as a multidimensional process [15]
and as each person’s unique journey [14,16,17]. This
unigue journey is about the individua’s ability to adapt
to the new situation after a disease and at the same time

to have the power to develop their own new life situation.

The person needs to have the opportunity to choose dif-
ferent ways in the recovery process in order to gain
hedlth [14,16,17]. Research on recovery and MI, shows
that patients and health care professionals describe re-
covery as an on-going and enduring process that includes
learning to adapt to a new life situation [18]. Women,
despite illness, describe recovery after an M1 as a gradual
and personal process in which they face challenges with
a combination of strengths, weaknesses and available re-
sourcesto gain health [19].

A cardiac rehabilitation nurse [CRN] is an expert in
both health promotion and in illness prevention [20]. In
addition to an adequate knowledge of cardiology and car-
diovascular nursing, a CRN has a central role in CRP
[20,21]. However, empirical studies concerning nurses
experiences of women’s recovery after afirst Ml arerare.
Most previous research focuses on recovery from the
women's and their partners’ point of view [12,22-30].
Since CRNs meet many women who have experienced
an MlI, their experiences of the women’s recovery proc-
ess may be an important complement in the daily work to
support counseling female patients through their recov-
ery process after their first MI. Accordingly the aim of
the study was to explore cardiac rehabilitation nurses
experiences of the factors that influence female patients
recovery after their first MI.

2.METHODS
2.1. Design and Setting

The study had an explorative and descriptive design based
on qualitative content analysis [31]. The interviews were
carried out between April and December 2010 at 10 dif-
ferent hospitals (4 university, 3 county and 3 district
hospitals) in Sweden. The heads of the cardiology de-
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partments were contacted and asked to give permission
for cardiac rehabilitation nurses to participate in the study.
All 10 Heads gave their approval and forwarded the
names of the CRNswho met the inclusion criteria.

2.2. Participants

The inclusion criteria were CRNs, who were actively
working with comprehensive CRPs in which physical
training, education, risk factor modification, medical
checks-ups, pharmacological treatment, psychological
support and counseling, as well as vocational rehabilita-
tion were included. The CRNs also had to be members of
a multidisciplinary cardiac rehabilitation team (e.g. car-
diologist, nurse, and physiotherapist) and fully under-
stand, read and speak Swedish. Twenty-one CRNs were
informed and asked to participate by the main author
(IW), only one declined; due to time constraints. All
CRNs were females and ages ranged between 28 and 65.
The time having worked in cardiac care was between 4
and 25 years and between 2 and 23 years within cardiac
rehabilitation.

2.3. Data Collection

Data was collected through interviews conducted and
recorded by the main author (IW). The main author
phoned the CRNs and asked them to choose a place and
time for the interview. All interviews were conducted at
the informants work place. Four pilot interviews were
conducted, which then were included in the analysis. The
interviews started with an open main question: “What do
you think about women’s recovery after afirst myocardia
infarction?’ In order to reach depth in data follow up
questions such as “What do you think when you say...?’
and “Can you explain more about...?" were asked. The
interviews lasted between 35 and 75 minutes. All the
interviews were transcribed verbatim.

2.4. Data Analysis

Data was processed by the main author, in collaboration
with the co-authors, using qudlitative content anaysis
which consists of several analysis steps as described by
Graneheim and Lundman [32]. The interviews were read
through several times to become familiar with the text.
Meaning units that were related to the aim of the study
were placed in an analytical matrix. These meaning units
were then condensed without losing the core of the con-
tent. In the next analysis step, the condensed meaning
units were abbreviated to codes. These codes were com-
pared, based on differences and similarities, and 12 sub-
categories were created forming 4 categories at a mani-
fest level. Based on the content of these categories an
overal theme emerged, which expressed the latent mean-
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ing of the content (Figure 1) [32].

2.5. Ethical Consideration

The ethical principles of the study were according to the
requirements of the world medical association declara-
tion of Helsinki [33] and the heads of the cardiology de-
partments have approved the study. After the participants
were fully informed, both verbally and in writing, of the
aim of the study and the voluntary nature of participation,
as well as the possibility of withdrawing, an informed
consent was obtained.

3.RESULTS
3.1. Being in a Supportive Context

This category described that CRNS experiences that
women'’s opportunities to receiving support could either
help or hinder the women’'s recovery process. A major

requirement for recovery was access to a good socia
network, where family, relatives, peers and friends had a
supportive attitude, as well as support from health care
and workplace.

The newly found situation involved not only the woman,
but the whole family so therefore it was important how
the support from the family was. The women, who had a
functioning family life, where they felt safe and harmo-
nious, generally recovered more easily. “The family,
home, and how they have it at home, has an impact” ...
(n3). It was important that the female's partner was ac-
tively involved in the recovery process, as well as a
well-functioning dialogue between family members. In-
teraction with children and grandchildren could distract
the women from having negative thoughts. In cases where
the children helped with practical things also created
better possibilities for the women to recover. Likewise,
when the family took into account, that it is not always
the woman, the mother, who has to do everything in the
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Figure 1. lllustration of the transition process to the recovery to health through theme, categories and subcategories.
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family, this influenced the woman's recovery in a posi-
tive way. However, the women's recovery was nega-
tively influenced when they lacked support from their
families as well as unsympathetic partners and family
members who, neither understood, nor took into account
the new situation. Many women, I've heard this many
times by women who say that “Yes, but you were in hos-
pital for four days, now you're all right. What is wrong
with you”? (n1). The families did not take time to listen,
but instead, perceived the women as somewhat whining.
Furthermore, they wanted everything to work in the
home as before and desired the traditional female role.
The women had more difficulty to implement the neces-
sary recommended lifestyle changes. However, women
became passive, especialy in cases where women were
overprotected by their family and were not allowed to do
any daily work or exercise at all; which did not help the
recovery process.

Support from work where the women were given pos-
sibilities to participate in various rehabilitation groups
during working hours affected their recovery positively.
“..,, it all depends on... what they are working with.
Large companies often let them go, but small, private
companies, where they often do not have many employ-
ees, therefore more dependent upon staff, where it is a
little harder to take one afternoon off a week ...” (n3).
The women’s recovery was facilitated when employers
arranged more regular working hours and less planned
overtime.

Regarding support from people with the same ex-
perience, it emerged that women usually experienced
great gains when they met others in the same situation in
the rehabilitation groups. “I’ve heard women say that
really, to meet other women in the same situation is bet-
ter than the entire health care! So it is of great impor-
tance” (n2). Friendships developed, for example at the
exercise training during the months the group members
met, which led the women to continue to meet and exer-
cise together, share experiences and support each other,
after the initial group training period had come to an end.
The women emphasized the importance of meeting peo-
ple who understood their situation which was perceived
as an additional support, something that made them real-
ize that they were not alone.

Concerning support from female friends, it became
evident that women willingly spoke more to their friends
than to their partners when it came to their innermost
thoughts and their situation. “And then women have more
than men, good friends who support each other, | am
sure we can say ..." (n13). Since emotional support was
important for the women with regard to recovery, it was
important that there were female friends around when
needed.

Support from healthcare professionals deals with
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counseling and support during the women's recovery
process. This involved: having an experienced nurse to
turn to, having confidence and assurance in the nurse, as
well as, continuity of care. The CRNs, as well as the
team’s approach, were also important in regard to the
women's recovery. “The fact that we also provide sup-
port, that they can call us and get adequate and accurate
answers to their, all the questions they have... that we
have the expertise, that we have faith to give a correct
answer. Both in medical terms, and to be able to en-
courage and help them when attempting to quit smok-
ing...” (n11). The women'’s recovery was also influenced
when the nurses managed to get the women: motivated to
exercise, to be aware of both their risk and health factors
which resulted in the women feeling better and stronger
after visiting the nurse. Even physical training, under
supervision, gave the women security which stimulated
them to do more physical exercise. Likewise, medical
assistance was of great importance. Their recovery was
also affected by them knowing that they were prescribed
the appropriate medication, and that the physician spoke
about what they should or should not do.

3.2. Coping with the Stresses of Life

This category described the CRNS' experiences of that
the women'’s recovery was influenced by their ability to
cope with the stresses of life such as: concerns for them-
selves and returning to work, the fear of dying and not
doing enough for the family. Furthermore, the CRNs
described that women’s recovery was affected by whether
the woman had: a socially vulnerable situation with high
demands, lack of finances, additional diseases and inten-
sive treatments, as well as, whether they had experienced
previous severe life events.

Regarding the feeling that life is threatened, it be-
came clear that the women's recovery was affected by
the fear of dying and of being inadequate. The women
admitted to keeping a closer watch on their own physical
and mental symptoms which contributed to them notic-
ing everything that felt different within the body com-
pared with before. “There are ... many who talk about ...
that they have, indeed a fear that it will happen again.”
(n3). These thoughts came in the evening when it was
quiet; therefore, sleeping habits could be adversely af-
fected. Not infrequently, women had difficulty formulat-
ing their concerns into words and they avoided any dis-
cussions that they had been close to death. Instead, they
had a need to dwell upon what had happened, to digest
their new situation, in order to be able go forward in the
recovery process. The women also had concerns about
sexuality, and there were women who did not dare to
have sexual intercourse as they were afraid that some-
thing could happen to the heart. The concern could also

OPEN ACCESS



234 I. Wieslander et al. / Open Journal of Nursing 3 (2013) 230-240

be about the fear of being sexually inactive and that inac-
tivity and loss of desire would be permanent. Further-
more, it was also found that women were concerned
about how the family would manage, now that they had
suffered from ill health and could not cope with everyday
tasks in the same way as before. “But it also seems like
there is much concern for ... for the family ... usually the
first ... you could say the first three or four months’ (nl).
Even the thought of returning to work concerned the
women. Work could be experienced as difficult, both
physically and mentaly. “Obstacles to recovery, that is, |
often have the feeling, those who are working, they will
have the same amount of stress, they often say, as before.
What will happen?’ (n7). Many times, the women wished
to have a longer period of sick leave in order to have
timeto their recovery.

Coping with stresses in life was affected by whether
the women had an exposed social situation. The women’s
recovery was influenced by earlier completed traumatic
life events, such as: abuse, divorce, serious illness within
the family and death. “The fact that women have, quite
often, experienced some rather severe life events which
surface again when you have a heart attack. Yes, some-
thing from the past that you think you have got over, but
it still pops up in your head, in connection with a heart
attack. It can be anxiety, anguish; therefore, it becomes a
tougher time before they recover.” (n14). Furthermore, it
was also found that there were women who stated that
they already had a reduced work capacity, due to illness,
resulting in a partial or full disability pension. This could
be an additional burden that affected their recovery after
an MI. Previous mental illness, depression and the onset
of depression during the recovery phase aso contributed
to the fact that some women often declined to participate
in CRP. “If you have experienced a breakdown in the
past or suffered from depression; you are, of course,
more vulnerable’ (n14). Another factor that affected the
women's recovery was which stage in life the women
were in. The older women accepted, more easily, their
illness, which they associated with age. They were not as
easily affected by stress and often put more time and
effort on lifestyle changes than younger women. Elderly
women had more time and used it well, walking, as well
as planning the purchase and cooking of healthy nutria-
tious food; which made the recovery easier. Younger
women who worked and had young children did not have
timeto think and act thisway.

Moreover, women who have had Coronary Artery
Bypass Surgery [CABG] had more often a longer and
tougher recovery period than women who underwent
Percutaneous Coronary Intervention (PCI) or any other
intervention, in connection to their MI. This was the
reason why they felt fatigued and could not face up to
current situations in the same way as the women who
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had undergone PCIl. Even certain drugs and their side
effects affect the women's daily life in a negative man-
ner.

Furthermore, the women’s social situation with poor
finances and a lack of time, regardless of age, contrib-
uted to the fact that they did not have the opportunity to
focus on themselves and their own situation. This is a
reason why the women did not participate in CRP, which
also affect their recovery process. “You can be on low
income, perhaps a single parent, you are struggling fi-
nancially and you become sick too. Yes, things like that.”
(n16). The women, intellectually, understood that CRP
group meetings would be important to their recovery, but
regardless of how hard they tried to plan their lives, there
was alack of time and money.

3.3. Wanting to Be | nvolved

This category described the CRNS' experiences of how
the women’s recovery was influenced by their interest
and desire to know how they, themselves, affect their
new life situation and make sure that they prioritized
themselves.

The women'’s recovery was affected by their own in-
terest of information with regard to the desire to know
of risk and health factors, and understanding what ex-
actly an M1 was and what they should think about in the
future. “The experience is that women are more inter-
ested in finding out, getting knowledge than men. They
have more questions and concerns and it feels like they
care more”’ (n4). They wanted to learn about the impor-
tance of diet and exercise in order to recover, how their
prescribed drugs worked and about the body’s normal
physical and mental reactions. When the women had
many questions concerning their new life situation, the
new-found knowledge gave them a certain security.
CRPs, which lasted for four to five weeks, gave them the
opportunity to take in the knowledge gradually. The
more information the women took in, the higher was
their chance to recover.

Through the women'’s involvement in their care, the
awareness of their own capacity was strengthened and
led them not to see themselves only as “sick persons’.
They realized that they should be in charge of their own
lives, therefore, changing their present situation into
something better, which also led to a part of their recov-
ery, “That you gain an insight into your illness and that
you can accept this and get an understanding of what it
implies” (n12). Likewise, when the women did group
physical training, they became aware of what they man-
aged without getting chest pain. This meant that they
became less worried about straining themselves physi-
cally when they were on their own.

Regarding willingness to change, it was described that
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many women were interested in getting help and support
in order to change their lifestyles, and therefore, priori-
tizing participation in various CRPs. The women, who
went to CRPs, were motivated to learn new things re-
garding: diet, exercise, medications, and just what re-
search revealed concerning health factors; which helped
in the recovery. “Women change their diet, exercise hab-
its and weight” (n15). Women were particularly keen to
change their diet. Those, who found it easy to get started
with physical training, recovered more quickly. Women,
who relatively quickly went back to work, possibly only
part-time, and those who tried to change their work si-
tuation to prevent negative stress, generally recovered
more quickly than women who continued to be on sick-
leave. To effectively implement the changes in life was
easier for the women who lived a somewhat carefree life
when they fell ill and had a supportive family.

3.4. Relating to Your self

This category highlighted the CRNS' experiences of that
women'’s recovery was influenced by the way they re-
lated to themselves.

Regarding the feeling of shame and guilt, it emerged
that there were women who expressed embarrassment
over, both their smoking habits, and their overweight.
They expressed an intention to stop smoking but they
had relapsed and returned to their comforting smoking
habits, which created a feeling of guilt. Not infrequently,
they ended their participation in the CRPs which could
affect their recovery adversely. Women aso felt ashamed
and guilty that they had fallen ill in the first place.
“Women make themselves fed guilty ... | should not be
doing this ... How did this happen? | should have fore-
seen” (n19). There were a'so women who felt guilty that
their recovery took such a long time. These women
needed to receive help to think through their life and
work situation before they could continue their recovery.

The women’s approach to life could affect their re-
covery. The women who had a positive attitude experi-
enced, in general, less anxiety than those with a pessi-
mistic attitude. “It is individual how you recover. It de-
pends on what kind of personality you have ...” (n13).
Even women, who had to have total control over their
home situation, and thought that everything would work
as it aways had done, otherwise their world around them
would collapse, usualy had difficulty in recovering.
Having to be perfect was a common feature of these
women. These women did not allow themselves to be
sick and prioritized others before themselves; therefore,
hampering their own recovery. “When it comes to women
so maybe ... they have to fix it by themselves ... They
must be the strong one in the family in some way, they do
not have time to be sick and it could be the career. Such
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things influence” (n12). Furthermore, there were women
who had difficulty accepting their illness. They had dif-
ficulty in seeing themselves as sick and did not under-
stand the onset of the illness; despite the many risk fac-
tors. The women with a more positive outlook on life
changed their lifestyles when they now had got a second
chance. They expressed that they had been given a new
lease of life; thanks to: a deeper understanding of their
first MI, an altered diet, new exercise habits, and their
letting go of certain everyday demands. However, there
were women who reported finding it challenging to relax
their demands on themselves regarding the performance
of everyday tasks.

4. DISCUSSION

The CRNs experienced that women’s recovery after an
MI was influenced by factors related both to their sur-
roundings as well as by their own factors. The underly-
ing meaning of the women’s recovery can be described
as. the transition process to the recovery to health. This
transition process agrees with Schumacher and Meleis
[34] interpretation of the concept “transition” as a pro-
found inner process that influences the whole person and
implies a new appreciation of life. The transition process
to the recovery to health of the women, according to the
CRNS experiencesin this study, depended on the women's
ability to cope with the new life situation, as well as if
they wanted to be involved in their care and were inter-
ested in increasing their knowledge of their illness and
their treatment options. The transition process also de-
pended on whether they had a positive approach to life
and if the women had a good supportive context. Thisis
in linewith Meleis et al. [35] who describe that transition
reguires that a person has the ability to absorb new
knowledge, change their behavior and thus the definition
of self. It is important that CRNs are aware, that transi-
tion after an M1 is a personal journey; so therefore, nurs-
ing should be person-centered in order to promote the
women’s unique recovery. Thus, CRNs should not put a
time limit for the transition period because there are
critical points and events which can affect the transition
process [35]. An essential requirement for recovery for
the women was access to support from their surround-
ings such as family, relatives, friends, and workplace as
well as from other women with the same experiences.
The women’s recovery was, however, influenced nega-
tively when they lacked support from their families. This
indicates that it is important that families receive support
from health care professionals in order to have the
strength to give support to the ill person, which is con-
firmed by Ziegert [36]. The results even show that the
women wanted counseling and support from the health
care professionals during their recovery process. This is
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supported by Meleis et al. [35] who describes that con-
firmation, counseling and feedback are presumptions in
order to get a successful transition to health. Earlier re-
search has shown that the length of time of recovery for
women, who received support from health care profes-
sionals throughout CRP, was shorter than for women
who did not receive this support [37]. Therefore, it is
essentia that the CRNs support the women both in their
clinical and personal recovery [14,16,17,19] and give the
women the opportunity to an individually designed sec-
ondary prevention. Support from their surroundings,
gives the women an opportunity to share their thoughts
and gives people an understanding for the women’s new
situation. Women also need to share their thoughts with
people with the same experience. The importance of peer
support for women is well-known in research [38,39]
where women describe that peer support gives them
valuable experiences when they have the opportunity to
share their feelings with other women. This indicates that
peer support is an essential intervention in order to pro-
mote the women’s recovery. Thus, the CRNs are faced
with the challenge of how to best organize and integrate
peer support interventions into the usual health care.

The results show that the women’s recovery was in-
fluenced by the fear of dying and the feeling of not being
adequate, which is confirmed in earlier studies [12,18,19,
22,40]. Fears of dying in our results show that the
women felt anxiety and were afraid of suffering another
MI. These findings correspond to earlier studies that in-
dicate that women with MI can experience this worry
and anxiety; especialy during the first four months [12,
19,22,40,41]. Therefore, it is important that CRNs meet
the women’s needs and discuss their concerns so that the
anxiety does not become pathological and negatively
interfere their ability to recovery for a longer time. Fur-
thermore, sexual concerns seem to induce worry and
anxiety for the women. In Arenhall et al.’s study [42]
male partners experienced that their partner was more
fragile after an MI, which could result in male partners
becoming more hesitant when it came to sexual intimacy.
Research has shown that knowledge regarding sexuality
after an Ml is poor for both male and female patients. In
fact, females have even lesser knowledge in comparison
to males [43]. CRNSs' knowledge and counseling, related
to sexual issues, can play akey role: both in a supportive
manner as well as impeding women to feel safe to talk
about sexual concerns during their recovery process.
Therefore, CRNs need both knowledge and specific edu-
cation in order to provide counseling and support when
addressing sexual issues [44-46].

Other factors that affected the women'’s ability to cope
with their new life situation were whether the women
had a socially vulnerable situation i.e. poor finances and
lack of time. These factors, regardless of the women's
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age, contributed to the fact that they did not have the
opportunity to focus on themselves and their own situa-
tion. This could be one of the reasons why the women do
not participate in CRP, which is also underlined in others
studies [12,22]. Research has also shown that acute car-
diac care, where both male and female patients from
lower income groups did not undergo intervention as
often as high earners; is a fact which affected their re-
covery [47]. Therefore, nurses must attach importance to
being aware of socio-economic disparities when it comes
to having access to both acute care and secondary pre-
vention [48]. To address the barriers related to the access
to secondary prevention, due to e.g. poor finances and
place of residence, new innovative methods such as
mHealth and eHealth need to be developed [49,50]. As
peer support seemed to be important for women'’s recov-
ery [38,39], support by telephone or internet from peers
may provide sufficient support for women who for some
reason are isolated and not able to attend CRPs at hospi-
tals [51]. As research even has shown that eHealth has
been suggested as a potential solution for health care
professionals to connect to patients who not are able to
participate to CRPs at hospitals, it is important that the
nurses develop new innovative digital methods regarding
eHeadlth for patients [52]. In addition, the development of
digital CRPs present particular challenges as these ser-
vices should be accessible to all patients in order to pro-
mote a more egquitable care. This is important as low
socio-economic status has been shown to be associated
with increased heart disease incidence and mortality [24,
53].

The results show that women's recovery was influ-
enced by their interest and desire of knowledge of how
they, themselves, could affect their new life situation and
how they prioritized themselves. If the women learned
that they should not see themselves as ill and that they
could take control of their lives by changing their situa-
tion into something better; the recovery process was af -
fected positively. The individual recovery process is
about learning to live with the changes that an M1 entails
[18,19,34], as well as a high degree of involvement in,
and knowledge of, your own care. All this promotes a
successful personal transition process [34,35]. Research
shows that if patients are involved in their own recovery
process it leads to better results of the treatment, and to a
higher degree of satisfaction regarding the care [54]. It
also shows how important it is that CRPs strive to care
for the relationship with the patient, as research has
found that the quality of the nurse-patient relationship is
of great importance for the patient’s involvement [55].
Many patients have expressed the wish to have more
involvement in the MI-care; certainly more than they are
offered at present [56]. Therefore, this requires that the
nurses encourage the patient to be involved in her own
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process of recovery as well as nurses are aware of peo-
ple's different needs for tailored information to gather
knowledge [57,58].

Furthermore, the results show that CRNs experienced
that the women expressed embarrassment and feelings of
guilt over their lifestyle and that they had fallen ill. They
expressed an intention to stop smoking but many re-
lapsed into their comforting smoking habits, often ending
their participation in the CRPs and then were left with a
feeling of guilt that their recovery had taken such along
time. The result of guilt dueto illness also corresponds to
earlier research [40]. It is important that CRNs acknowl-
edge the women’s attempt to change their life situation
and not to blame them if they do not succeed. If the
women feel ashamed of their lifestyle and that they suf-
fered a first MI, it will not lead to empowerment, but to
the opposite. Results even show that women, who have
to have total control over their home situation, usualy
experienced difficulty in recovering. The pressure of being
perfect was a common feature of these women who did
not alow themselves to be sick and put themselves last
therefore, hampering their recovery. Research describes
that it is common that women, during their recovery
process, still continue to be responsible for much of the
work at home; including keeping in contact with rela
tives and friends [28]. Schumacher and Meleis [34] de-
scribe that persons who can handle their new life situa-
tion regarding surroundings and who can manage the
demands of the new situation promotes their transition
more positively than those who cannot. Therefore, this
suggests that the women'’s difficulties in letting go of the
household chores to their partner does not depend on
their partner’ s incompetence but because women want to
keep their matriarchal gender role [28,29]. Worth noting
is that CRNs, in this study, did not highlight women’s
stress as a factor affecting women’s recovery, since ear-
lier research shows that stress is a mgjor factor for Ml
[12,38].

M ethodological Consideration

In order to increase the variation in the material a quail-
tative content analysis was chosen [32]. The purposive
selection of cardiac rehabilitation nurses, who have dif-
ferent experiences (age, different working experience in
cardiac care, different hospitals) of female patients' re-
covery, increased the potential for achieving rich varia-
tion of the phenomenon under study, which strengthen
the credibility but among the respondents there were no
male CRN and this could limit the credibility of the
study. Qualitative interviews with the same main ques-
tion were deemed suitable for catch the aim. The fol-
low-up questions allowed the CRNs to reflect and ex-
pand their views on the factors that influence female pa-
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tients' recovery after their first MI. Another aspect of
credibility in the present study was seeking agreement
between the authors, how well the codes, categories and
the theme covered the data. The authors worked both
individually and together during the analysis process
until a consensus was reached. Likewise, if the chosen
quotations reflect the content of each category, it offers
the reader an opportunity to determine the credibility of
the study [32]. To establish dependability frequent dis-
cussions and a continuous dialogue among the authors
took place so that our standpoints concerning differences
and similarities of content were consistent over time [32].
The results could be of interest from the transferability
perspective, as the CRNS experiences can be useful in
cardiac clinical nursing as a contribution to the ongoing
discussion and improvement of nursing care connected
with female patients’ recovery after an M1 [32].

5. CONCLUSION AND IMPLICATION

Cardiac rehabilitation nurses experienced that women's
recovery after an M| was influenced by factors that were
both related to their surroundings as well as by their own
individual factors. The underlying meaning of women's
recovery is characterized as the transition process for a
recovery to health. This transition process is influenced
by the women's ahility to cope with the new life situa-
tion, if they wanted to be involved in their care, if they
had a positive approach to life, as well as, if the women
had a good supportive context. Our findings suggest that
a focus on person-centered nursing would be beneficial
in order to promote the every woman's persona and
unique recovery after an MI. The present study also em-
phasizes the importance of how new innovative digital
methods could be developed in order to face the barriers
related to the access to CRP and increasing its accessihil-
ity, in order to meet different patients' needs. These find-
ings also raise questions about the women’'s own atti-
tudes and experiences of how their recovery is promoted
in the M1 care. Finally, the CRNS experiences of factors
influencing male patients' recovery after their first Ml
should be important to investigate.

REFERENCES

[1] Gaziano, T.A., Bitton, A., Anand, S., Abrahams-Gessdl,
S. and Murphy, A. (2010) Growing epidemic of coronary
heart disease in low- and middle-income countries. Cur-
rent Problemsin Cardiology, 35, 72-115.
doi:10.1016/j.cpcardiol.2009.10.002

[2] Wenger, N.K. (2003) Coronary heart disease: The female
heart is vulnerable. Progress in Cardiovascular Diseases,
46, 199-229. doi:10.1016/j.pcad.2003.08.003

[3] The National Board of Health and Welfare (2008) The
National Board of Health and Welfare guidelines for car-

OPEN ACCESS


http://dx.doi.org/10.1016/j.cpcardiol.2009.10.002
http://dx.doi.org/10.1016/j.pcad.2003.08.003

238

(4]

(9]

(6]
(7]

(8]

(9]

(10]

(11]

(12]

(13]

(14]

(19]

(16]

I. Wieslander et al. / Open Journal of Nursing 3 (2013) 230-240

diac care. Socialstyrelsen, Stockholm.

Johansson Sundler, A. (2008) Mitt hjarta, mitt liv: Kvin-
nors osakra resa mot hélsa efter en hjartinfarkt. My heart,
my life: Women's uncertain health journey following a
myocardial infarction. Vaxjo University Press, Vaxjo.

Perk, J., Guy De Backer, G., Gohlke, H., Graham, I.,
Zeljko Reiner, Z., Verschuren, M., et al. (2012) European
guidelines on cardiovascular disease prevention in clini-
cal practice (version 2012). European Heart Journal, 33,
1-77.

SWEDEHEART (2012) SWEDEHEART 2011 annud
report. Matador Kommunikation, Uppsala.

World Health Organization (WHO) (2005) Preventing chro-
nic diseases. A vital investment: WHO global report.
World Health Organization, Geneva.

World Health Organization (WHO) (1993) Needs and ac-
tion priorities in cardiac rehabilitation and secondary
prevention in patients with coronary heart disease. WHO
Regional Office for Europe, Geneva.

Piepali, MF., Corra, U., Benzer, W., Bjarnason-Wehrens,
B., Dendale, P., GaitaD., et al. (2010) Secondary preven-
tion through cardiac rehabilitation: from knowledge to
implementation. A position paper from the cardiac reha
bilitation section of the European association of cardio-
vascular prevention and rehabilitation. Cardiac rehabilita-
tion section of the European association of cardiovascular
prevention and rehabilitation. European Journal of Car-
diovascular Prevention and Rehabilitation, 17, 1-17.
doi:10.1097/HJR.0b013e3283313592

Jackson, L., Leclerc, J, Ersking, Y. and Linden, W. (2005)
Getting the most out of cardiac rehabilitation: A review
of referral and adherence predictors. Heart, 91, 10-14.
doi:10.1136/hrt.2004.045559

De Feo, S., Tramarin, R., Ambrosetti, M., Riccio, C.,
Temporelli, P.L., Favretto, G., et al. (2012) Gender dif-
ferences in cardiac rehabilitation programs from the Ital-
ian survey on cardiac rehabilitation (ISYDE-2008). In-
ternational Journal of Cardiology, 160, 133-139.
doi:10.1016/j.ijcard.2011.04.011

Sjostrém-Strand, A., lvarsson, B. and Sj6berg, T. (2011)
Women's experience of a myocardia infarction: 5 years
later. Scandinavian Journal of Caring Sciences, 25, 459-
466. doi:10.1111/j.1471-6712.2010.00849.x

Jackson, J.C., Hart, R.P.,, Gordon, S.M., Shintani, A.,
Truman, B., May, L., et al. (2003) Six-month neuropsy-
chological outcome of medical intensive care unit pa
tients. Critical Care Medicine, 31, 1226-1234.
doi:10.1097/01.CCM.0000059996.30263.94

Slade, M. and Hayward M. (2007) Recovery, psychosis
and psychiatry: Research is better than rhetoric. Acta
Psychiatrica Scandinavica, 116, 81-83.
doi:10.1111/j.1600-0447.2007.01047 .x

Mancini, M.A., Hardiman, E.R. and Lawson, H.A. (2005)
Making sense of it all: Consumer providers theories
about factors facilitating and impeding recovery from
psychiatric disabilities. Psychiatric Rehabilitation Jour-
nal, 29, 48-55. doi:10.2975/29.2005.48.55

Anthony, W.A. (1993) Recovery from mental illness: The

Copyright © 2013 SciRes.

(17]

(18]

(19]

[20]

(21]

[22]

(23]

[24]

[29]

[26]

[27]

(28]

[29]

(30]

guiding vision of the mental health service system in the
1990s. Innovations & Research, 2, 17-24.

Deegan, P. (1996) Recovery as a journey of the heart. Psy-
chiatric Rehabilitation Journal, 19, 91-97.

Tod, A. (2008) Exploring the meaning of recovery fol-
lowing myocardia infarction. Nursing Sandard, 23, 35-
42.

Tobin, B. (2000) Getting back to normal: Women's re-
covery after amyocardial infarction. Canadian Journal of
Cardiovascular Nursing, 11, 11-19.

Fridlund, B. (2002) The role of the nurse in cardiac reha-
bilitations programmes. European Journal of Cardiovas-
cular Nursing, 1, 15-18.
doi:10.1016/S1474-5151(01)00017-2

Hedback, B., Perk, J. and Wodlin, P. (1993) Long-term
reduction of cardiac mortality after myocardial infarction:
10-year results of a comprehensive rehabilitation pro-
gramme. European Heart Journal, 14, 831-835.
doi:10.1093/eurheartj/14.6.831

Kerr, E.E. and Fothergill-Bourbonnais, F. (2002) The re-
covery mosaic: Older women'’s lived experiences after a
myocardia infarction. Heart & Lung, 31, 355-367.
doi:10.1067/mhl.2002.127939

Rankin, S.H. (2002) Women recovering from acute myo-
cardial infarction: Psychosocial and physical functioning
outcomes for 12 months after acute myocardial infarction.
Heart & Lung, 31, 399-410.
doi:10.1067/mhl.2002.129447

McSweeney, J.C. and Coon, S. (2004) Women's inhibit-
tors and facilitators associated with making behaviora
changes after myocardial infarction. Medical-Surgical
Nursing, 13, 49-56.

Svedlund, M. and Danielson, E. (2004) Myocardia in-
farction: Narrations by afflicted women and their partners
of lived experiences in daily life following an acute myo-
cardial infarction. Journal of Clinical Nursing, 13, 438-
446. doi:10.1111/].1365-2702.2004.00915.x

Worrall-Carter, L., Jones, T. and Driscoll, A. (2005) The
experiences and adjustments of women following their
first acute myocardial infarction. Contemporary nurse. A
Journal for the Australian Nursing Profession, 19, 211-
221.

Day, W. and Batten, L. (2006) Cardiac rehabilitation for
women: One size does not fit all. Australian Journal of
Advanced Nursing, 24, 21-26.

Hildingh, C., Fridiund, B. and Lidéell, E. (2007) Women's
experiences of recovery after myocardia infarction: A
meta-synthesis. Heart & Lung, 36, 410-417.

Eriksson, M., Asplund, K. and Svediund, M. (2009) Pa-
tients' and their partners’ experiences of returning home
after hospital discharge following acute myocardia in-
farction. Journal of Cardiovascular Nursing, 8, 267-273.
doi:10.1016/j.ejcnurse.2009.03.003

Stevens, S. and Thomas, S.P. (2012) Recovery of midlife
women from myocardial infarction. Health Care for Wo-
men International Health, 33, 1096-1113.
doi:10.1080/07399332.2012.684815

OPEN ACCESS


http://dx.doi.org/10.1097/HJR.0b013e3283313592
http://dx.doi.org/10.1136/hrt.2004.045559
http://dx.doi.org/10.1016/j.ijcard.2011.04.011
http://dx.doi.org/10.1111/j.1471-6712.2010.00849.x
http://dx.doi.org/10.1097/01.CCM.0000059996.30263.94
http://dx.doi.org/10.1111/j.1600-0447.2007.01047.x
http://dx.doi.org/10.2975/29.2005.48.55
http://dx.doi.org/10.1016/S1474-5151(01)00017-2
http://dx.doi.org/10.1093/eurheartj/14.6.831
http://dx.doi.org/10.1067/mhl.2002.127939
http://dx.doi.org/10.1067/mhl.2002.129447
http://dx.doi.org/10.1111/j.1365-2702.2004.00915.x
http://dx.doi.org/10.1016/j.ejcnurse.2009.03.003
http://dx.doi.org/10.1080/07399332.2012.684815

(31]

(32]

(33]

(34]

(35]

(36]

(37]

(38]

(39]

[40]

[41]

[42]

[43]

[44]

I. Wieslander et al. / Open Journal of Nursing 3 (2013) 230-240

Downe-Wamboldt, B. (1992) Content analysis: Method,
applications, and issues. Health Care for Women Interna-
tional, 2, 313-321. doi:10.1080/07399339209516006

Graneheim, U.H. and Lundman, B. (2004) Qualitative con-
tent analysis in nursing research: Concepts, procedures
and measures to achieve trustworthiness. Nurse Educa-
tion Today, 24, 105-112. doi:10.1016/j.nedt.2003.10.001

World Medical Association (2008) Declaration of Hel-
sinki—Ethical principles for medical research involving
human subjects. The World Medical Association (WMA),
Seoul.

Schumacher, K.L. and Meleis, A.l. (1994) Transitions: A
central concept in nursing. The Journal of Nursing Schol-
arship, 26, 119-127.
doi:10.1111/j.1547-5069.1994.tb00929.x

Meleis, A.l.,, Sawyer, L.M., Im, E., Messias, D.K. and
Shumacher, K. (2000) Experiencing trandtions: An emerg-
ing middle-range theory. Journal of Advanced Nursing,
23, 12-28.

Ziegert, K. (2011) Maintaining families well-being in
everyday life. International Journal of Qualitative Stud-
ies on Health and Well-Being, 6.

Wieslander, 1., Baigi, A., Turesson, C. and Fridlund, B.
(2005) Women's social support and social network after
their first myocardial infarction: A 4-year follow-up with
focus on cardiac rehabilitation. European Journal of Car-
diovascular Nursing, 4, 278-285.
doi:10.1016/].ejcnurse.2005.06.004

Sjostrom-Strand, A. and Fridlund, B. (2006) Women's
descriptions of coping with stress at the time of and after
a myocardia infarction: A phenomenographic analysis.
Canadian Journal of Cardiovascular Nursing, 16, 5-12.

White, J., Hunter, M. and Holttum, S. (2007) How do wo-
men experience myocardial infarction? A qualitative ex-
ploration of illness perceptions, adjustment and coping.
Psychology Health & Medicine, 12, 278-288.
doi:10.1080/13548500600971288

Svediund, M., Danielson, E. and Norberg, A. (2001) Wo-
men's narratives during the acute phase of their myocar-
dia infarction. Journal of Advanced Nursing, 35, 197-
205. doi:10.1046/j.1365-2648.2001.01837.x

Alsén, P., Brink, E., Persson, L.O., Brandstrom, Y. and
Karlson, B.W. (2010) IlIness perceptions after myocardial
infarction: Relations to fatigue, emotional distress, and
health-related quality of life. Journal of Cardiovascular
Nursing, 25, E1-E10.

Arenhall, E., Kristofferzon, M.L., Fridiund, B., Mam, D.
and Nilsson, U. (2011) The male partners experiences of
the intimate relationships after a first myocardia infarc-
tion. European Journal of Cardiovascular Nursing, 10,
108-114. doi:10.1016/j.6jcnurse.2010.05.003

Nilsson, U.G., Svedberg, P., Fridlund, B., Alm-Roijer, C.,
Thylén |. and SAMMI-Study Group (2012) Sex knowl-
edge in males and females recovering from a myocardial
infarction: A brief communication. Clinical Nursing Re-
search, 21, 486-494. doi:10.1177/1054773812437241

Jaarsma, T., Stromberg, A., Fridiund, B., De Geest, S,
Martensson, J., Moons, P., et al. (2010) Sexua counsel-

Copyright © 2013 SciRes.

[45]

[46]

[47]

(48]

[49]

(50]

(51]

(52]

(53]

(54]

(55]

(56]

(57]

239

ling of cardiac patients: Nurses perception of practice,
responsibility and confidence. European Journal of Car-
diovascular Nursing, 9, 24-29.
doi:10.1016/j.ejcnurse.2009.11.003

Jaarsma, T., Steinke, E.E. and Gianotten, W.L. (2010) Se-
xual problemsin cardiac patients. How to assess, when to
refer. Journal of Cardiovascular Nursing, 25, 159-164.

Steinke, E.E. (2010) Sexual dysfunction in women with
cardiovascular disease: What do we know? Journal of
Cardiovascular Nursing, 25, 151-158.

Rosvall, M., Chaix, B., Lynch, J, Lindstrém, M. and
Merlo, J. (2008) The association between socioeconomic
position, use of revascularization procedures and five-
year survival after recovery from acute myocardial in-
farction. BMC Public Health, 1, 44.
doi:10.1186/1471-2458-8-44

Haglund, B., Késter, M., Nilsson, T. and Rosén, M. (2004)
Inequality in access to coronary revascularization in Swe-
den. Scandinavian Cardiovascular Journal, 38, 334-339.
doi:10.1080/14017430410021516

Varnfield, M., Karunanithi, M.K., Sarelg, A., Garcia, E.,
Fairfull, A., Oldenburg, B.F., et al. (2011) Uptake of atech-
nology-assisted home-care cardiac rehabilitation program.
The Medical Journal of Australia, 194, S15-S19.

Praeffli, L., Maddison, R., Whittaker, R., Stewart, R,
Kerr, A., Jiang, Y., et al. (2012) A Health cardiac reha
bilitation exercise intervention: findings from content
development studies. BMC Cardiovascular Disorders, 12,
36. d0i:10.1186/1471-2261-12-36

Parry, M.J., Watt-Watson, J., Hodnett, E., Tranmer, J.,
Dennis, C.L. and Brooks, D. (2009) Cardiac Home Edu-
cation and Support Trial (CHEST): A pilot study. Cana-
dian Journal of Cardiology, 25, 393-398.
doi:10.1016/S0828-282X (09)70531-8

Vandelanotte, C., Dwyer, T., Van ltalie, A., Hanley, C.
and Mummery, W.K. (2010) The development of an
internet-based outpatient cardiac rehabilitation intervene-
tion: A Delphi study. BMC Cardiovascular Disorders, 10,
27. doi:10.1186/1471-2261-10-27

Pallitt, R.A., Rose, K.M. and Kaufman, J.S. (2005) Eva
luating the evidence for models of life course socioeco-
nomic factors and cardiovascular outcomes; A systematic
review. BMC Public Health, 5, 7-13.

Williams, G.C., Freedman, Z.R. and Deci, E.L. (1998)
Supporting autonomy to motivate patients with diabetes
for glucose control. Diabetes Care, 21, 1644-1651.
doi:10.2337/diacare.21.10.1644

Sahlsten, M.J.,, Larsson, |.E., Sjostrom, B., Lindencrona,
C.S. and Plos, K.A. (2007) Patient participation in nurs-
ing care: Towards a concept clarification from a nurse
perspective. Journal of Clinical Nursing, 16, 630-637.
doi:10.1111/j.1365-2702.2006.01660.x

Arnetz, JE. and Arnetz, B.B. (2009) Gender differences
in patient perceptions of involvement in myocardial in-
farction care. European Journal of Cardiovascular Nurs-
ing, 8, 174-181. doi:10.1016/j.ejcnurse.2008.11.002

Young, L.E. and Murray, J. (2011) Patients' perception of
their experience of primary percutaneous intervention for

OPEN ACCESS


http://dx.doi.org/10.1080/07399339209516006
http://dx.doi.org/10.1016/j.nedt.2003.10.001
http://dx.doi.org/10.1111/j.1547-5069.1994.tb00929.x
http://dx.doi.org/10.1016/j.ejcnurse.2005.06.004
http://dx.doi.org/10.1080/13548500600971288
http://dx.doi.org/10.1046/j.1365-2648.2001.01837.x
http://dx.doi.org/10.1016/j.ejcnurse.2010.05.003
http://dx.doi.org/10.1177/1054773812437241
http://dx.doi.org/10.1016/j.ejcnurse.2009.11.003
http://dx.doi.org/10.1186/1471-2458-8-44
http://dx.doi.org/10.1080/14017430410021516
http://dx.doi.org/10.1186/1471-2261-12-36
http://dx.doi.org/10.1016/S0828-282X(09)70531-8
http://dx.doi.org/10.1186/1471-2261-10-27
http://dx.doi.org/10.2337/diacare.21.10.1644
http://dx.doi.org/10.1111/j.1365-2702.2006.01660.x
http://dx.doi.org/10.1016/j.ejcnurse.2008.11.002

240 I. Wieslander et al. / Open Journal of Nursing 3 (2013) 230-240

ST segment elevation myocardia infarction. Canadian Cheek, D. (2012) Prevention of heart disease in women:
Journal of Cardiovascular Nursing, 21, 20-30. Considerable challenges remain. Open Journal of Nurs-
[58] Shefl'od, M., Mcl ntire Sherrod, N., Tate Spitzer, M. and Ing, 2, 176-180. doi:10.4236/0jn.2012.23027

Copyright © 2013 SciRes. OPEN ACCESS


http://dx.doi.org/10.4236/ojn.2012.23027

