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Abstract
Objective: There is a need for studies on recovery as experienced by the patient after myocardial infarction. This study is
a report on supporting and inhibiting factors in recovery of Finnish patients after myocardial infarction in an Interpersonal
Counselling intervention group and in a control group given standard care at 6 months and 18 months after myocardial
infarction.
Methods: Firstly, during the 6 months following patients receiving IPC (n=21) and standard care (n=19) kept diaries
related to supporting and inhibiting factors in recovery. The data were analyzed by inductive content analysis. Secondly,
the patients (44 in the intervention group and 42 in the control group) were interviewed with the same open-ended
questions 18 months after myocardial infarction. This data were analyzed using deductive content analysis. An attribution
analysis was performed on both data.
Results: Five main categories, including supporting and inhibiting factors and subcategories, were identified: (1) clinical
and physical, (2) psychological, (3) social, (4) functional and (5) professional. There were no differences between the
groups.
Conclusions: Recovery experienced by the patient after myocardial infarction seems to consist of many supporting and
inhibiting factors. This is important to take into account in developing nursing practice. The topic calls for more specific
studies. These results could be useful material in developing and testing a quantitative instrument for more precise
measuring of recovery after MI in a randomized setting. To develop theory, the results indicate numerous possibilities to
test relationships between supporting and inhibiting factors in recovery after myocardial infarction.
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1 Introduction
Coronary artery disease, including myocardial infarction has been recognized as a major public health problem
worldwide [1]. Myocardial infarction (MI) is challenging for nursing practice, as it causes many different kinds of stress
Published by Sciedu Press
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and distinctive experiences for individual patients, who use different coping strategies in recovery [2, 3]. The studies of
recovery have concentrated more on factors related to morbidity and mortality than on the wider experience of the
patient [4, 5]. Our main interest in this study was to gain a deeper understanding of the supporting and inhibiting factors in
recovery among Finnish patients after MI in an intervention trial [6] that also focused on depression. However, if any
differences were found in recovery between the groups, the result would indicate new topics for further research. Health
care professionals have recognized the necessity of interventions in general after MI [5, 7] and for concentrating on anxiety
and depression, which have strong negative effects on recovery after MI [8].

Background
Supporting factors reported by the patients recovering after MI and coronary artery disease include both personal factors
and external support [2, 9-15]. Besides good physical health, various psychological factors have been reported to be
supportive after MI. These factors relate to a positive and optimistic attitude or frame of mind [10, 14], while resources that
help patients accept the disease also seem to support recovery after MI [12]. In addition, a variety of personal coping
strategies have been reported [11-15]. Supporting external factors include helpful interpersonal relations and concrete
practical help from family, friends and professionals [2, 9, 11, 16].
Inhibiting factors in recovery after MI are related to supporting factors, but more reports have considered physical health
and conditions [3, 10, 17, 18], especially among older patients [4]. From a psychological perspective, emotional experiences
such as fear of dying, emotional distress, family turmoil and existential threat, confusion, and sadness may inhibit
recovery [2-4, 18, 19]. Difficulties and sorrows related to social relationships [2-4, 12, 18] and work [19] have also been reported as
inhibiting factors in recovery. In addition, difficulties and criticism against the treatment and the care system have been
presented in recovery after MI [2, 14, 19].
Stress, depression, and emotional turmoil relate to MI, broadly deteriorating individuals’ recovery [4, 17, 18, 20, 21]. In
addition, emotional distress affects both MI survivors and their spouses and intimates [2, 3]. However, there is a gap
between traditional MI rehabilitation programs and needs from the patient’s point of view [22]. More emphasis should be
put on secondary care after MI, as complex barriers related to service-related training and weak communication between
primary and secondary care have been reported [19, 23]. The process of recovery after MI seems to be critical and vulnerable
during the first weeks after MI, when psychological care, information, follow-up, and support are especially needed and
should be offered [24-26]. Care after MI should provide opportunities for patients to talk about their experiences
individually[27].
Counselling interventions immediately after MI to prevent cardiac invalidism have been recognized as being important
because hospital stays have become shorter [19, 28, 29]. There are some studies, based on patients’ experiences, that consider
preventive interventions [30] and counselling and rehabilitation after MI [31] as well as patients’ perceptions of post
myocardial infarction guidance [32]. Beliefs related to the self, illness, cardiac rehabilitation, other attending patients, and
the knowledge of health care professionals influence decisions concerning cardiac rehabilitation attendance [31].
One intervention that might positively affect recovery after MI is interpersonal counselling (IPC), which was used in the
study. IPC focuses on depressive symptoms, optimism and supporting interpersonal interaction relations [32, 34]. The main
principal idea of IPC is that depressive symptoms relate to interpersonal relations. By having a positive effect on
interpersonal relations, it is possible to reduce depressive symptoms in an optimistic and supportive manner. IPC is a
briefer version of interpersonal psychotherapy (IPT). It was developed as a time-limited treatment for depression. IPT has
been modified to treat different types of mood and non-mood disorders. IPC includes the same principles as IPT, but IPC
has shorter and fewer sessions than IPT and is directed at a lower level of symptom severity. IPC is designed for
non-psychiatric patients who are in distress, have symptoms related to current stresses in their life, but do not have serious
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concurrent psychiatric disorders or medical conditions [33, 34]. There are encouraging results in the use of IPT and IPC in
practice, for example in the use with elderly patients [35, 36].

2 Methods
2.1 Aim
This study is a report on supporting and inhibiting factors in recovery of Finnish patients after myocardial infarction (MI)
in an Interpersonal Counselling (IPC) intervention group and in a control group given standard care at 6 months and 18
months after myocardial infarction (MI).
The research questions were:
1) What are the supporting and inhibiting factors in recovery after MI?
2) How are the supporting and inhibiting factors emphasized?

2.2 Design
This article reports on the qualitative part of the main trial, in which the assessments were done in a hospital, at 6 and 18
months after hospital discharge [6]. In this study, IPC was administered by a psychiatric nurse who had one day of training
in its use. IPC [34] concentrating on interpersonal relations was modified for MI patients and consisted of a starting phase,
an encouragement phase, and an ending phase. In the first phase the nurse introduced IPC and the study to the patient. The
patients were asked about previous changes in their life circumstances, social functioning and mood, exploring how these
circumstances related to the onset of symptoms. During the middle phase the nurse pursued strategies specific to the
chosen area: grief, interpersonal role disputes, role transition or interpersonal deficits. In 90.2% of the cases, the focus was
on role transition, including changes in life status after MI. The strategy was then to relate symptoms to difficulties in
recovery with previous life changes. The main goals in role transition were such as accepting a new role, seeing it in a
more positive light as an opportunity to grow, or perceiving the new role as being less rigorous. In the final phase the
patients were counselled in ways of recognizing psychiatric symptoms in the future and on how to go about finding
psychiatric help if needed. The role of the intervention nurse was to be active at the beginning, decrease in activity over the
course of the sessions and finally to become needless.
Each intervention took from one to six sessions (mean 4.6, Std Dev 1.24, mode 5). At least the first session was arranged in
a hospital despite the short duration (3-4 days on average) of hospital treatment in Finland. After hospital discharge,
sessions were conducted over the telephone.

2.3 Participants and sampling
The participants were both ST-elevation and non-ST-elevation patients with acute MI. All patients under 75 years of age
with sufficient knowledge of Finnish were asked to take part in the study. The diagnostic criteria of acute MI required that
the patients had to meet the Troponin T level ≥ 0.03 µg/l, and at least one of the three criteria for an acute MI: (1) typical
clinical presentation, (2) presence of new ischemic ECG changes, or (3) new diagnostic findings in imaging, e.g. an
echocardiogram. MI patients (n=103) were recruited for the study in one university hospital from September 2004 to
January 2007 as part of a larger clinical trial. Patients were randomly placed in a control group (n=52) or an intervention
group (n=51). All patients (n=103) in a larger clinical trial were asked to take part in this study. All patients were given a
diary for 6 months (see Figure 1). The diaries were returned six months after discharge by 21 patients (42.9%) in the
intervention group (n=49) and by 19 patients (39.6%) in the control group (n=48). All patients (n=91) were asked to be
interviewed 18 months after discharge from the hospital. At 18 months after discharge, 44 patients (91.7%) in the
intervention group (n=48) and 42 patients (97.7%) in the control group (n=43) were interviewed.
Published by Sciedu Press
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Figure 1. Data collection and design of the study
In the diaries and interviews, the patients first described in general how they recovered after MI. Then the following
open-ended questions were asked:
1. What factors supported your recovery after MI?
2. What factors inhibited your recovery after MI?
In the diaries, there were instructions to make notes once a month during the six-month follow-up. The last diary was
returned in July 2007. The interviews were performed once in the final phase of the study at 18 months after hospital
discharge, in July 2008. The researcher took notes during the telephone interviews.
Inductive [37] and deductive content analysis [38] was used in this study (see Figure 1). Supporting and inhibiting factors in
main categories were analyzed by attribution analysis [39] in both phases of the study.
In Phase 1, the content of diaries after 6 months was analyzed using inductive content analysis, including open coding,
category creation and abstraction [39, 40].The diary notes written by the patients, consisting of 71 pages (A4) of
computer-written text (1.5 spacing), were first written into text format at the same time as they were read. The written
material was read through repeatedly to examine similarities and differences between expressions used in the text.
Meaning units (the constellation of words and statements that related to the same central meaning) [37, 39] consisted of a
manifestation of the data (answers to the questions). The context of the text resolved the meaning unit. For example, warm
weather can be pleasant for taking a walk (functional category) or harmful for breathing (clinical and physical category). A
single factor (such as “sense of humor”) mentioned several times by a patient was coded only once. However, a patient
could report many different factors under one category as being supporting or inhibiting. Five main categories of recovery
experienced by the patients were derived from the meaning units. Supporting and inhibiting factors were separated in each
main category. In addition, sub-categories were formed by creating tentatively supporting and inhibiting factor gestalts of
the central meaning units.
In the second phase, a deductive frame of analysis was used to create structure. Out of the eligible 103 patients during the
18-month follow-up, 6 died and 11 refused the study or could not be reached. The data consisted of the interviews (n=86)
in the intervention group (n=44) and in the control group (n=42) 18 months after hospital discharge. The telephone
interviews were conducted by the researcher. The data were written down by the researcher and verified by the patients
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during the interview. Also in the second phase, one patient could report many different factors in a single category as
supporting or inhibiting, but a single factor could only be reported once. The data were coded in the main categories of
supporting and inhibiting factors and additional subcategories. Attribution analysis provides the frequency with which
certain characterizations are referred to [39]. This was used in both study phases using both data sets to describe the
emphasis of supporting and inhibiting factors in the intervention group and in the control group. Supporting and inhibiting
factors were revealed in statistical accounts of their contents. The attribution analysis described the frequency of MI
patients reporting at least one supporting or inhibiting factor in the main category. The Chi Square test was used to
compare differences between the groups. In addition, all references to supporting and inhibiting factors were described
both separately in both data sets and combined.
The results of inductive and deductive content analyses were verified by a research group at several meeting controls and
by feedback during the study process. Deductive content analysis was used to confirm the structure of the results of the
inductive phase. No main or sub-categories were changed in the second phase. The written answers from the interviews
were examined again by the researcher to verify the validity of the written text.

3 Results
The diaries were completed by 38.8% of the patients (see Table 1). In the interviews (n=86) the response rate was 94.5%.
Table 1. Patient characteristics in two phases of the study
Patient Characteristics

Diary (n=40) f (%)

Interview (n=86) f (%)

Gender
Male
Female

22 (55.0)
18 (45.0)

61 (70.9)
25 (29.1)

Age: mean, median
≤ 59 years
≥ 60 years

62.5, 62.0
13 (32.5)
27 (67.5)

59.6, 60.0
37 (43.0)
49 (57.0)

Retirement
Retired
Not retired

27 (67.5)
13 (32.5)

49 (57.0)
37 (43.0)

Level of education
No professional education
Upper secondary education
College-level education
University education

18 (40.0)
12 (30.0)
7 (17.5)
5 (12.5)

35 (40.7)
30 (34.9)
16 (18.6)
5 (5.8)

Other long-term diseases
No other long-term diseases
At least one long-term disease

14 (35.0)
26 (65.0)

32 (37.2)
54 (62.8)

Previous depression
No previous depression
At least one depression in a lifetime

31 (77.5)
9 (22.5)

69 (80.2)
17 (19.8)

22 (55.0)

31 (36.1)

18 (45.0)

55 (64.0)

Depressive symptoms in hospital
No depressive symptoms in hospital (BDI<10)
Depressive symptoms in hospital
(BDI≥10)

Five main categories of recovery experienced by the patients were identified during 18 months of follow-up after MI:
clinical and physical, psychological, social, functional, and professional categories. In each main category supporting and
inhibiting factors and sub-categories were identified. In addition, the differences in supporting and inhibiting factors
Published by Sciedu Press
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between the intervention group and the control group were measured in the main categories. The next section presents the
results of the research questions.

3.1 Supporting and inhibiting factors in recovery experienced by
patients after MI: the main categories with supporting and
inhibiting factors and sub-categories
The clinical and physical category included both individual experiences and diagnosed conditions and factors reported by
the patients. Clinical and physical factors were linked together due to their close interaction in recovery. Among
supporting factors (see Table 2), the following sub-categories were analyzed: “Heart convalescence”, “No other diseases
and symptoms”, and “Beneficial physical environment”. “Heart convalescence” included supporting factors related to MI
and the heart and health in general. “No other diseases and symptoms” consisted of absence and better condition related to
other diseases and symptoms. “Beneficial physical environment” included such factors as “milder weather” belonging to
this category when they showed up in this context and might influence the patient’s clinical and physical condition. All
examples from diaries illustrate typical and representative supporting and inhibiting factors in the main categories.
Table 2. Sub-categories of main categories, with examples of supporting and inhibiting factors
Supporting sub-categories
Clinical And Physical Category
1. Heart convalescence: “no chest pain; good convalescence; small
damages in MI”.
2. No other diseases or symptoms: “mental-well-being; no pain;
better sleep”.
3. Beneficial physical environment: “good weather to breathe; not
too cold”.
Psychological Category
1. Hope: “optimism; hopeful mind; positivism; joy”.
2. Attitudes to win: “reasoning; license to take it easy attitude;
Finnish willpower”.
3. Religion: “God; religiousness; praying”.
Social Category
1. Love: “love of my spouse; lovely grandchildren; cat”.
2. Support from close relations: “help from children; normal
behaviour of the near and dear; support from spouse”.
3. Support from other relations: “meeting people; support from
workmates; a neighbour with the same experience”.
Functional Category
1. Work: “work helps; ability to return to work”.
2. Essential daily activities: “housework; shovelling snow; working
in the garden”.
3. Hobbies and pursuits: “outings; jogging; exercise; nature;
cycling”.
Professional Category
1. Good care and cure: “good physician/nurse; good medication;
heart courses”.
2. Success of guidelines to change lifestyle: “success in stopping
smoking; diet works; healthy regimes successful”.
3. Support from other professionals: “retirement; part-time
retirement”.

24

Inhibiting sub-categories
1. Heart problems: “new MI; arrhythmia; prolonged convalescence”.
2. Other diseases and symptoms: “cancer; diabetes; drinking
problem; pain; depression”.
3. Adverse physical environment: “difficult to breathe in bad
weather; cold weather; rough weather”.

1. Fear: “shock; uncertainty of future; fear of new MI”.
2. Get stuck with MI: “why me?; difficult to accept MI; MI on my
mind all the time”.
3. Surrender: “waiting only for death; MI unfair punishment for rest
of my life; I will never be healthy any longer”.
1. Poor intimate relationship: “marriage was a mistake; husband does
not care; husband is an alcoholic”.
2. Overprotectiveness by close relations: “my near and dear take care
of me too much; wife is scared; overprotective by my children”.
3. Overprotectiveness by other relations: “neighbours take care of me
too much; overprotectiveness by workmates; too many visitors”.
1. Inability to work: “can’t work anymore; work was the content of
my life”.
2. Inability to engage in essential daily activities: “can’t move outside
the home, inability to drive a car; inability to work in the garden”.
3. Inability to pursue hobbies and pursuits: “no more volleyball;
limited possibilities for sport; idleness”.
1. Bad care and cure: “bad medication; the whole health care system
is defunct; poor behavior of physician/staff”.
2. Failure in guidelines to change lifestyle: “diet / quitting smoking/
giving up candy did not succeed”.
3. Inhibiting from other professionals: “no economic support from
society; granted pension; obtain medication benefits”.

ISSN 1925-4040 E-ISSN 1925-4059

www.sciedu.ca/jnep

Journal of Nursing Education and Practice, February 2013, Vol. 3, No. 2

“Heart problems” as an inhibiting sub-category consisted of different kinds of heart problems of varying severity. Factors
such as “depression”, “anxiety” or “fatigue” (which appeared in the context of clinical or physical factors) belong to the
sub-category “Other diseases and symptoms” (which consisted of a number of diseases and symptoms). “Adverse physical
environment” included inhibiting factors related to physical and clinical condition. There were more inhibiting factors,
including many symptoms of MI and coronary disease, but also of many other diseases and symptoms.
The psychological category included important factors for MI patients and their recovery in terms of their psychological
meaning for the patients, such as feelings, attitudes and different kinds of personal defences. Supporting factors included
factors indicating successful psychological handling of MI reported in many personal ways. The subcategory of “Hope”
included hope, its synonyms, and similar positive feelings and attitudes. The boundary between “Hope” and “Winning
attitudes” was not always strict. For example, beneficial personal coping strategies and defences such as humor
(mentioned many times by those who reported it), sublimation, or reasoning, which appear frequently in a supportive
sense, could be used in both contexts. “Winning attitudes” pointed more towards attitudes or a personal decision to
overcome MI. “Religion” consisted of religious convictions as factors.
Inhibiting factors in the psychological category were also reported in many personal ways, and the boundaries between the
subcategories were not always clear. “Fear” included inhibiting and sometimes primitive reactions and feelings, which
made recovery difficult. “Get stuck with MI” consisted of factors that meant slackening and stagnation in the patient.
“Surrender” as a sub-category indicated that the patient had given up and did not have enough strength.
The social category included the factors that were important for the patient’s recovery in the social context. The supporting
sub-categories “Love”, “Support of close relations”, and “Support of other relations” describe articulate and undisputed
essential factors. “Love” included intimate relationships, in which love and affection was present. Pets, which were
especially important for those who lived alone, were coded in this category. “Support of close relations” included more
practical help and support from close relations such as family members, which was often highly valued, while “Support of
other relations” referred to help and support from other relations, such as friends at work.
Inhibiting factors, which were reported less frequently, were also articulate and undisputed. “Poor intimate relationship”
included factors that were often long-term and had emerged before MI, usually being difficulties in marriage or in other
intimate relationships. Overprotectiveness and reactions to MI that were somehow unnatural in close or other relations are
highlighted in the subcategories “Overprotectiveness of close relations” and “Overprotectiveness of other relations”.
The functional category included work, daily activities, pursuits, hobbies (for example nature, seasons, weather, or birds in
this context), and various chores. Supporting subcategories were clear in the classification of reported factors. “Work” as a
subcategory included just work or job, which many participants reported as being supportive. “Essential daily activities”
consisted of everyday chores, housework, or activities considered to be important. “Hobbies and pursuits” consisted of
many different factors, often reported to be possible and following factors from other categories, such as “license for
taking it easy”, pension, or sick leave.
All of the sub-categories (“Inability to work”, “Inability to engage in essential daily activities”, and “Inability to pursue
hobbies and pursuits”) consisted of the same factors as the supporting sub-categories, but inability was predominant as
being inhibiting.
The professional category included care, cure, and guidelines, which had been provided by all the professionals involved
and not only the health care professionals. The data often indicated strong and long-term experience with supporting or
inhibiting factors in this category. The supporting sub-category “Good care and cure” included health care staff and their
action. “Success in guidelines to change lifestyle” consisted of success in lifestyle changes, such as smoking cessation or
diet. “Support from other professionals” included support from without health care.
Published by Sciedu Press
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In the professional category, the inhibiting subcategories of “Bad care and cure”, “Failure in guidelines to change
lifestyle” and “Inhibiting from other professionals” were associated with the same factors as the supporting sub-categories.
After MI, patients could be dissatisfied with factors related to care and cure, guidelines for changing lifestyles and other
factors related to professionals.

3.2 The emphasis of supporting and inhibiting factors on recovery after
MI
In the attribution analysis, a number of supporting and inhibiting factors were quantified in the intervention group and the
control group (see Table 3). In the results of the attribution analysis of diaries during the 6-month follow-up and interviews
18 months after hospital discharge, there were no statistically significant differences between the intervention group and
the control group in the number of patients who mentioned at least one factor as supporting or inhibiting for each main
category after MI. There were more references to supporting factors than to inhibiting factors in the psychological, social,
functional, and professional categories in the two data sets in both groups. The percentage of inhibiting factors was lower
in the interviews compared in the diaries in these categories as well. In the clinical and physical category, inhibiting factors
made up the majority in both data sets in terms of the number of patients and references.
Table 3. Attribution analysis: Number (%) of MI patients who reported at least one factor to main categories in two data
sets [and the number of all mentions of factors]
DIARIES
during
6-months
of followup

Clinical and physical
category

Psychological category

Social category

Supporting
factors

Supporting
factors

Inhibiting
factors

Supporting
factors

12 [30]
(57.1 %)

12 [31]
(57.1 %)

12 [40]
(63.2 %)

Inhibiting
factors

DIARIES during 6-months
IPC [all
8 [11]
14 [54]
mentions ]
(38.1 %)
(66.7 %)
(n=21)
CTRL [all
11 [19]
12 [23]
mentions]
(57.9 %)
(63.2 %)
(n=19)
Chi-square
0.210
0.816
test
INTERVIEWS at 18 months after discharge
IPC [all
19 [25]
27 [62]
mentions]
(41.3%)
(58.7 %)
(n=46)
CTRL [all
18 [26]
27 [71]
mentions]
(40.1 %)
(61.4 %)
(n=44)
Chi-square
0.970
0.796
test
NUMBER
OF
56
80
PATIENTS
MENTION
S
81
210
ALTOGET
HER

Functional category

Professional category

Inhibiting
factors

Supporting
factors

Inhibiting
factors

Supporting
factors

Inhibiting
factors

15 [34]
(71.4 %)

9 [20]
(42.9 %)

15 [49]
(71.4 %)

11[12]
(52.4 %)

14 [21]
(66.7 %)

11 [27]
(52.4 %)

16 [41]
(84.2 %)

12 [33]
(63.2 %)

6 [12]
(31.6 %)

14 [45]
(73.7 %)

10 [23]
(52.6 %)

11 [28]
(57.9 %)

10 [25]
(52.6 %)

0.273

0.062

0.577

0.462

0.873

0.987

0.567

0.987

21 [38]
(45.7 %)

6 [9]
(13.0 %)

15 [17]
(32.6 %)

4 [4]
(8.7 %)

14 [17]
(30.4 %)

7 [7]
(15.2 %)

29 [41]
(63.0 %)

18 [25]
(39.1 %)

14 [23]
(31.8 %)

8 [11]
(18.2 %)

8 [11]
(18.2 %)

3 [4]
(6.8 %)

19 [30]
(43.2 %)

11 [24]
(25.0 %)

23 [52]
(52.3 %)

15 [29]
(34.1 %)

0.178

0.501

0.117

0.740

0.210

0.246

0.301

0.620

59

42

50

22

62

39

77

54

131

92

95

40

141

66

142

106

4 Discussion
Two qualitative data sets of two groups were analyzed to describe supporting and inhibiting factors after MI in Finland.
Five main categories in recovery experienced by the patients after MI were identified: (1) clinical and physical, (2)
psychological, (3) social, (4) functional, and (5) professional. The results of previous studies that have reported (for
example) problems with convalescence [4], emotional distress [19], the importance of social relations [18], the significance of
physical activities [4], and the importance of activity and knowledge from health care services [16] have been confirmed by
the results of this study. The results that were similar in the data of diaries and interviews identified as supporting and
inhibiting factors in every five main categories. The results of this study build a comprehensive picture of recovery after
MI in Finland and they are in line with results of many studies in western countries.
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The sub-categories clarify on a more concrete level just how complicated a phenomenon recovery experienced by patients
after MI is. Recovery experienced by the patients consisted of many supporting and inhibiting factors of various kinds. The
patients had many diseases and different symptoms during the 18-month follow-up, even though many were still working
(mean age 59.6 years at baseline). Co-operation and consultations between different health care providers is an important
area in need of continuous development, since psychological aspects are important for individuals in holistic care as well
as recovery. The psychological aspects are important for individuals in recovery. In the psychological category, many
factors and the sub-categories of “Fear”, “Get stuck with MI”, and “Surrender” could be changed by psychological
intervention towards “Hope” or “Winning attitudes” [41], for example. The supporting factors in this category were more
conscious than the inhibiting factors. The number of patients reporting inhibiting factors decreased from 6 months to 18
months after hospital discharge. This may indicate the importance of the observation in nursing practice that psychological
recovery takes a long time, as has been reported before [6, 21]. This is also an example of the need for co-operation between
MI clinics and psychiatric care providers. The results indicate, that close relatives are very important after MI. Spouses and
close relatives must naturally be taken into consideration when implementing care and sharing information, even with a
hectic work pace. Considering the number of patients, the importance of functional factors seems to decrease during the
recovery process, which may be a result of the recovery itself. Conversely, supporting and inhibiting factors related to
health care professionals are still important for patients 18 months after MI. This poses a challenge to the health care
system. Individual supporting and inhibiting factors in the professional category may remain in the patients’ minds with
great significance.
Supporting and inhibiting factors in recovery after MI do not seem to be different between the patients with IPC
intervention and patients with standard care. Despite of previously reported positive results [4], IPC is obviously too
short-term and superficial to have effect on recovery. Our hypothesis was not that IPC would significantly affect the
supporting or inhibiting factors in recovery after MI, but that it might help find some possible guidelines towards improved
recovery and topics for more specific studies. The recovery itself includes changes in experiences. In this study, the results
of open-ended questions varied among the respondents. Supporting and inhibiting factors could be useful material in
building a quantitative instrument for more precise measuring of recovery after MI in a randomized setting. Five main
categories with many different supporting and inhibiting factors highlighted some important points for more specific
topics for intervention studies. There are many validated questionnaires for psychiatric symptoms or psychological
recovery. Factors such as hope or fear after MI could be a topic for further research.
The limitations in qualitative and descriptive study can be examined through trustworthiness, which includes credibility,
dependability, and transferability [37]. Credibility refers to confidence in how well the data and processes of analysis
address the intended focus [38]. The results of this study indicated five main categories, consisting of supporting and
inhibiting sub-categories and factors. The weight of supporting and inhibiting factors was measured by the number of
patients reporting them and by total number of times they were mentioned by the patients, but not in terms of personal
meaning for the patients. For example, we do not know whether or not “picking mushrooms” was less important for the
individual than “pancreatic cancer”, even if the assessment of health care professionals may be guessed. In addition,
attribution analysis (including the quantifying of factors as a result of qualitative study) sets limits on statistical testing.
However, attribution analysis was useful for clarifying the weight of supporting and inhibiting factors in the intervention
group and in the control group. Dependability means the degree to which data change over time, and looking for a way to
account for factors of instability and factors of phenomenal or design-induced changes [40]. The duration of hospital
treatment after MI is very short in Finland, which made it difficult to recruit patients for the study; and the treatment of MI
may have transformed and evolved during the long period of data collection. Patients kept diaries for 6 months, which was
assessed to be an appropriate time for the demanding and laborious task. It was practical to carry out easy-to-adopt
interviews at 18 months after discharge, at the end of the larger trial. Transferability refers to the extent to which the
findings can be transferred to other groups or settings [38, 40]. Only 40 patients out of 103 completed diaries, and this group
included more females and highly educated patients than the sample that was interviewed. In addition, the content of the
diaries varied more than the written text of the interviews, where the answers were shorter and more reduced. However,
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the results of the interviews (n=86) were similar to the diaries and in the deductive content analysis the structure of the
main categories was applicable. The data collection took place near a university hospital in Finland, which limits the
transferability of the results. For example, some issues in functional factors (such as “summer cottage” or “chopping
wood”) are local and not necessarily important for other Europeans, but the sub-categories in the main categories are a lot
broader and flexible, and may also be applicable outside of Finland.

5 Conclusion
The results indicated that the recovery experienced by patients after MI is multidimensional, consisting of many kinds of
supporting and inhibiting factors, which poses challenges to the health care system and nursing practice. On the other
hand, in a global perspective, there are many opportunities to improve care after MI. More attention must be paid to
counselling and developing care after MI. In today’s hurried nursing practice, patients’ individual needs should be
observed. Furthermore, on an administrative level, the paths of care after myocardial infarction should be developed in an
integrated manner in collaboration between different actors: the knowledge of a patient’s individual recovery experience
must be forwarded from one health service provider to another. A number of supporting and inhibiting factors and
supporting and inhibiting sub-categories indicate recovery after MI from the patients’ perspective on a concrete level.
Detailed and in-depth studies on the main categories are needed to identify issues in need of development in nursing
practice. Supporting and inhibiting sub-categories and factors during recovery call for more specific studies to indicate the
possibilities and effects of nursing interventions. A new diagnostic instrument for nursing practice would be a research
topic of clinical value. Furthermore, more specific research on the results of IPC after MI (and in the context of other
somatic diseases) could be beneficial.
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