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ABSTRACT
Background: In the developed part of the world, coronary heart disease is the major cause of death and is
one of the leading causes of disease burden. In Sweden, more 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 treatment, symptoms and risk factors than on the individuals’ 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 analysis. Results: The cardiac rehabilitation nurses experienced that women’s recovery after a first myocardial
infarction was influenced whether they had a supportive context, their ability to cope with the stresses of
life, if they wanted to be involved in their own personal care and how they related to themselves. Conclusions: Women’s recovery after a myocardial infarction was influenced by factors related to surroundings as well as own individual factors. The underlying meaning of women’s recovery can be described as the transition process of a recovery to
health. Our findings suggest that a focus on personcentered nursing would be beneficial in order to
promote the every woman’s personal and unique recovery after a myocardial infarction. Finally, the cardiac rehabilitation nurses’ experiences of factors in*
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fluencing male patients’ recovery after their first myocardial infarction should be important to investigate.
Keywords: Cardiac Rehabilitation Nurses; Myocardial
Infarction; Recovery; Transition Process; Women

1. INTRODUCTION
In the developed part of the world, coronary heart disease (CHD) is the major cause of death and is one of the
leading causes of disease burden [1]. Myocardial infarction (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 MI a
recovery process follows [4].
European guidelines on cardiovascular health care emphasize 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 MI care [6]. One reason could be that research and health care focus more on treatment, symptoms and risk factors and not on the individuals’ perceptions of the recovery process after an MI [4]. Today’s
health care requires both preventative and health promotion 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 quality 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 MI 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 clinical 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 professional perspective [14,15]. Personal
recovery can be seen as a multidimensional process [15]
and as each person’s unique journey [14,16,17]. This
unique journey is about the individual’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 different ways in the recovery process in order to gain
health [14,16,17]. Research on recovery and MI, shows
that patients and health care professionals describe recovery 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 MI as a gradual
and personal process in which they face challenges with
a combination of strengths, weaknesses and available resources to 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 cardiovascular nursing, a CRN has a central role in CRP
[20,21]. However, empirical studies concerning nurses’
experiences of women’s recovery after a first MI are rare.
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 MI, their experiences of the women’s recovery process may be an important complement in the daily work to
support counseling female patients through their recovery 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 different hospitals (4 university, 3 county and 3 district
hospitals) in Sweden. The heads of the cardiology deCopyright © 2013 SciRes.
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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 CRNs who 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 rehabilitation were included. The CRNs also had to be members of
a multidisciplinary cardiac rehabilitation team (e.g. cardiologist, nurse, and physiotherapist) and fully understand, 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 a first myocardial
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 qualitative content analysis
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 content. In the next analysis step, the condensed meaning
units were abbreviated to codes. These codes were compared, based on differences and similarities, and 12 subcategories were created forming 4 categories at a manifest level. Based on the content of these categories an
overall theme emerged, which expressed the latent meanOPEN ACCESS
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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 declaration of Helsinki [33] and the heads of the cardiology departments 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 social
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 harmonious, 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 actively involved in the recovery process, as well as a
well-functioning dialogue between family members. Interaction 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

Figure 1. Illustration of the transition process to the recovery to health through theme, categories and subcategories.
Copyright © 2013 SciRes.
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family, this influenced the woman’s recovery in a positive way. However, the women’s recovery was negatively 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 hospital 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 necessary recommended lifestyle changes. However, women
became passive, especially 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 possibilities 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 employees, 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 experience, 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 better than the entire health care! So it is of great importance” (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 exercise 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 people who understood their situation which was perceived
as an additional support, something that made them realize 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, I 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
Copyright © 2013 SciRes.
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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 support, 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 encourage and help them when attempting to quit smoking...” (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 themselves 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 intensive treatments, as well as, whether they had experienced
previous severe life events.
Regarding the feeling that life is threatened, it became 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 noticing everything that felt different within the body compared 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 affected. Not infrequently, women had difficulty formulating their concerns into words and they avoided any discussions 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 something could happen to the heart. The concern could also
OPEN ACCESS
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be about the fear of being sexually inactive and that inactivity and loss of desire would be permanent. Furthermore, 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” (n1).
Even the thought of returning to work concerned the
women. Work could be experienced as difficult, both
physically and mentally. “Obstacles to recovery, that is, I
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
time to 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, something 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 also 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 nutriatious food; which made the recovery easier. Younger
women who worked and had young children did not have
time to think and act this way.
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
Copyright © 2013 SciRes.

had undergone PCI. Even certain drugs and their side
effects affect the women’s daily life in a negative manner.
Furthermore, the women’s social situation with poor
finances and a lack of time, regardless of age, contributed 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 financially 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 a lack of time and money.

3.3. Wanting to Be Involved
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 interest of information with regard to the desire to know
of risk and health factors, and understanding what exactly an MI was and what they should think about in the
future. “The experience is that women are more interested 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 importance 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 recovery, “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 managed without getting chest pain. This meant that they
became less worried about straining themselves physically when they were on their own.
Regarding willingness to change, it was described that
OPEN ACCESS
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many women were interested in getting help and support
in order to change their lifestyles, and therefore, prioritizing participation in various CRPs. The women, who
went to CRPs, were motivated to learn new things regarding: diet, exercise, medications, and just what research revealed concerning health factors; which helped
in the recovery. “Women change their diet, exercise habits 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 situation to prevent negative stress, generally recovered
more quickly than women who continued to be on sickleave. 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 Yourself
This category highlighted the CRNs’ experiences of that
women’s recovery was influenced by the way they related 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 also felt ashamed
and guilty that they had fallen ill in the first place.
“Women make themselves feel guilty ... I should not be
doing this ... How did this happen? I should have foreseen” (n19). There were also 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 recovery. The women who had a positive attitude experienced, in general, less anxiety than those with a pessimistic attitude. “It is individual how you recover. It depends 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 always had done, otherwise their world around them
would collapse, usually 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
Copyright © 2013 SciRes.
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things influence” (n12). Furthermore, there were women
who had difficulty accepting their illness. They had difficulty in seeing themselves as sick and did not understand the onset of the illness; despite the many risk factors. 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 surroundings as well as by their own factors. The underlying 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 profound 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’ experiences in 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 interested in increasing their knowledge of their illness and
their treatment options. The transition process also depended on whether they had a positive approach to life
and if the women had a good supportive context. This is
in line with Meleis et al. [35] who describe that transition
requires 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 transition after an MI is a personal journey; so therefore, nursing 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 surroundings such as family, relatives, friends, and workplace as
well as from other women with the same experiences.
The women’s recovery was, however, influenced negatively 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 confirmed 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
OPEN ACCESS
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supported by Meleis et al. [35] who describes that confirmation, counseling and feedback are presumptions in
order to get a successful transition to health. Earlier research has shown that the length of time of recovery for
women, who received support from health care professionals throughout CRP, was shorter than for women
who did not receive this support [37]. Therefore, it is
essential 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 secondary 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 promote 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 influenced 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 indicate that women with MI can experience this worry
and anxiety; especially 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. Furthermore, 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 MI is poor for both male and female patients. In
fact, females have even lesser knowledge in comparison
to males [43]. CRNs’ knowledge and counseling, related
to sexual issues, can play a key 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 education 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
Copyright © 2013 SciRes.

age, contributed to the fact that they did not have the
opportunity to focus on themselves and their own situation. 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 cardiac 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 recovery [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 prevention [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 recovery [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 hospitals [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
eHealth for patients [52]. In addition, the development of
digital CRPs present particular challenges as these services should be accessible to all patients in order to promote a more equitable 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 influenced 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 situation into something better; the recovery process was affected positively. The individual recovery process is
about learning to live with the changes that an MI 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
OPEN ACCESS
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process of recovery as well as nurses are aware of people’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 relapsed 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 a long
time. The result of guilt due to illness also corresponds to
earlier research [40]. It is important that CRNs acknowledge 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 suffered 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, usually
experienced difficulty in recovering. The pressure of being
perfect was a common feature of these women who did
not allow 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 relatives and friends [28]. Schumacher and Meleis [34] describe that persons who can handle their new life situation 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 earlier research shows that stress is a major factor for MI
[12,38].

Methodological Consideration
In order to increase the variation in the material a quailtative content analysis was chosen [32]. The purposive
selection of cardiac rehabilitation nurses, who have different experiences (age, different working experience in
cardiac care, different hospitals) of female patients’ recovery, increased the potential for achieving rich variation 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 question were deemed suitable for catch the aim. The follow-up questions allowed the CRNs to reflect and expand their views on the factors that influence female paCopyright © 2013 SciRes.
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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 discussions 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 MI [32].

5. CONCLUSION AND IMPLICATION
Cardiac rehabilitation nurses experienced that women’s
recovery after an MI 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 ability to cope with the new life situation, 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 personal and
unique recovery after an MI. The present study also emphasizes 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 accessibility, in order to meet different patients’ needs. These findings also raise questions about the women’s own attitudes and experiences of how their recovery is promoted
in the MI care. Finally, the CRNs’ experiences of factors
influencing male patients’ recovery after their first MI
should be important to investigate.
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