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Abstract
Title of Dissertation: A Phenomenological Study on Lived Experiences of PsychoSocio-Spiritual Healing in Cardiac Rehabilitation Patients
Sheeba Nadarajah, Doctor of Philosophy, 2012
Dissertation Directed By: Dr. Debra Wiegand, PhD, RN, Assistant Professor,
University of Maryland, School of Nursing
Statement of the Problem: Coronary artery disease is the single leading cause of death
in the United States. Secondary prevention programs such as cardiac rehabilitation focus
on physical aspects of healing and psycho-socio-spiritual aspects of healing are often
given minimal attention or neglected. Considering the chronic nature of cardiac disease, a
holistic approach to secondary prevention programs might help to improve health
outcomes. The purpose of this investigation was to describe the lived experiences of
psycho-socio-spiritual healing in cardiac rehabilitation patients.
Methods: A descriptive, qualitative, phenomenological approach guided the
investigation. A purposive sample of 10 patients was recruited from a cardiac
rehabilitation center. In-depth interviews were conducted with each participant. An
interview guide was used that included open ended and specific questions related to
psycho-socio-spiritual aspects of healing. Interviews were recorded and audio files were
transcribed. Colaizzi (1978) method was used to guide data analysis and formulate the
structure of the psycho-socio-spiritual healing phenomenon. An audit trail was
developed, detailed memos regarding steps in the data analysis were written, and peer
debriefing was performed. Member checks were conducted to determine credibility. All

of the data were reviewed by a second researcher to confirm dependability and
confirmability.
Results: Participants described the entire experience as life-transforming. Experiencing
an acute cardiac event was shocking. Participants were suddenly faced with their own
mortality. When faced with this life and death situation, participants chose life and
healing. Participants reordered priorities and made necessary lifestyle changes. Living
with heart disease had its own challenges that included: maintaining lifestyle changes,
living with one‟s genetic vulnerability, and fear of recurrence of another cardiac event.
Heart disease led to positive changes such as weight loss, motivation to others without
heart disease and most importantly, transformation and growth. Barriers to healing
included lack of support and psychological distress. Healing was facilitated by having a
positive attitude and being committed, participating in cardiac rehabilitation, using mindbody interventions, and having social support.
Conclusions: This study explored the psycho-socio-spiritual healing phenomena in CR
participants. A holistic approach to care that integrates psycho-social-spiritual healing
with physical healing may help to support patients and facilitate recovery.
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Chapter I
The Background
Introduction
Coronary artery disease (CAD) is the leading single cause of death in the United
States. Approximately 1,255,000 new and recurrent myocardial infarctions (MI) occur
each year and 34 percent of MI results in death yearly. Currently, angina, MI and other
forms of CAD affect 17,600,000 people in United States (American Heart Association,
2011). The direct and indirect medical cost of CAD exceeded $277.1 billion in 2007
(Centre for Disease Control and Prevention, 2010).
The primary prevention of CAD risk factors assessed by primary care physicians
and nurse practitioners for individuals over 20 years of age include: family history of
CAD, smoking status, diet, alcohol intake, physical activity, blood pressure, body mass
index, waist circumference, serum lipoprotein profile and blood glucose (Ebrahim et al.,
2011). Primary prevention also includes 10 years risk estimation for CAD in individuals
over 40 years of age through multiple risk score estimation (Pearson et al., 2002).
Secondary prevention of CAD emerged from evidence-based trials and includes
complete cessation of smoking, blood pressure control, lipid management, physical
activity for 30 minutes a day for 7 days a week, weight management, diabetes
management, appropriate use of antiplatelet or anticoagulants, rennin-angiotensinaldosterone blockers, beta-blockers and influenza vaccinations (Smith et al., 2006).
Physicians and nurse practitioners refer patients with cardiac disease to cardiac
rehabilitation (CR) programs for prevention of CAD and for recovery after
cardiovascular events. The CR programs are usually 12 weeks in duration and its
components include clinical evaluation, optimization of pharmacotherapy, physical
1

training, psychosocial rehabilitation, evaluation and reduction of coronary risk factors,
life style modifications, patient and family health education, educational counseling and
behavioral interventions (Piotrowicz & Wolszakiewicz, 2008; Wenger, 2008). The CR
program is offered in three different phases: Phase 1 is usually initiated within 24 to 48
hours after an acute cardiac event and is provided in the hospital. The goals of phase 1
CR include: early mobilization, optimization of pharmacotherapy, improving exercise
capacity, evaluation of mental health status and provision of patient education. Based on
the hospital setting, either nurses or physical therapists assist patients during this phase.
Patients activity is closely monitored using continuous telemonitoring during this phase.
Phase 2 CR is usually initiated as early as 2 to 4 weeks after the acute cardiac
event. Patients are closely monitored during exercise. The goals of phase 2 CR include:
clinical evaluation, optimization of pharmacotherapy, physical training, psychosocial
rehabilitation, evaluation and reduction of cardiac risk factors, life style modifications,
patient and family health education, educational counseling and behavioral interventions
(Piotrowicz & Wolszakiewicz, 2008; Wenger, 2008).
Phase 3 CR is usually initiated 2 to 4 months after the acute cardiac event. The
goals of phase 3 include: control of pharmacotherapy, maintaining optimal physical and
mental condition, reduction of CAD risk factors, and promoting healthy lifestyle. Each
patient‟s cardiac rhythm is not monitored during exercise but vital signs are taken. In all
three phases, exercises are prescribed according to, the physical and mental condition of
each patient. If patients experience angina or any cardiac symptoms during any of the
phases of CR, exercise is stopped (Piotrowicz & Wolszakiewicz, 2008; Wenger, 2008).
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The participants of CR programs are benefited through reduction in psychological
distress (Lavie & Milani, 2005, 2006; Milani & Lavie, 2007), enhanced exercise
tolerance (Fraser & Rodgers, 2010), increased social support (Fraser & Rodgers, 2009)
and promotion of spiritual well-being (Chang et al., 2010). Secondary prevention limits
the physiological and psychological effects of the cardiac disease, decreases morbidity
and mortality, and improves the psychosocial status of patients (Balady et al., 2000).
Despite the benefits of CR, in the United States and Canada only 25% to 31% of the
eligible patients participates in CR and only 11% to 20% of the eligible women
participate (Jackson et al., 2005). Retention is also a problem (Davies et al., 2010).
Almost 50% of CR participant‟s dropout of the CR programs (McGrady et al., 2009).
Despite the intended comprehensive focus of CR programs, many of the programs
include a physiological focus and only a limited focus on psycho-socio-spiritual healing
of CR participants. Even though CR guidelines focus on stress management, it is not the
focus of many CR programs (Ades, Balady, & Berra, 2001). Also spirituality is omitted
from the guidelines of CR programs (Wenger, 2008). Because of the great psycho-sociospiritual needs, integration of physical, psychological, social and spiritual healing is
essential.
Why Psycho-Socio-Spiritual Healing
Psychosocial factors are the factors that affect a person psychologically and
socially. They are important risk factors involved in the pathogenesis of CAD that
include: depression, anxiety, personality factors and character traits (e.g., Type A
personality), social isolation and chronic stress (Everson-Rose & Lewis, 2005; Rozanski,
Blumenthal, & Kaplan, 1999; Strike & Steptoe, 2004). Psychosocial factors in addition to
3

being a risk factor for development of CAD, can also lead to other co-morbid conditions,
such as central obesity, hypercholesterolemia, hypertension, platelet activation,
inflammation, insulin resistance and others through evoked central responses and
reactivity to stressors (Rozanski et al., 2005). Psychosocial factors also affect the
treatment outcomes of CAD through delayed recovery and complications (Nicholson,
Kuper, & Hemingway, 2006). Although strong evidence is available on the psychosocial
effects, secondary prevention of CAD is focused primarily on the physical healing and
not on the integration of physical, psychological, social and spiritual healing.
Spiritual well-being is “a state of being reflecting positive feelings, behaviors, and
cognitions of relationships with oneself, others, the transcendent and nature, that in turn
provide the individual with a sense of identity, wholeness, satisfaction, joy, contentment,
beauty, love, respect, positive attitudes, inner peace and harmony, and purpose and
direction in life” (Gomez & Fisher, 2003, p. 1976). Spirituality provides comfort and
support through the journey of a life threatening illness (Albaugh, 2003; McSkimming et
al., 1997). Spirituality is also associated with improved medical and psychological
outcomes in CAD patients (Fleury, Kimbrell, & Kruszewski, 1995b; Kennedy, Abbott, &
Rosenberg, 2002). However spirituality has received only limited attention in CR
programs. Only two studies in CR have explored spirituality (Casey et al., 2009; Chang et
al., 2010; Morris, 2001).
Chang et al. (2010) measured psychological distress in 845 patients who
completed a 13 week mind-body CR program. Practicing the relaxation response that
included meditation and spirituality significantly (p<.0001) reduced mean depression
scores from 58.71 (SD=10.39) before the CR program to 54.6 (SD=10.39) at the end of
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the program. Similarly the mean anxiety scores were significantly (p<.0001) reduced
from 55.38 (SD=11.17) before the program to 51.88 (SD=10.42) after the program. Also
the practice time of spirituality increased significantly at the end of the CR program.
Forty-eight patients participated in the Lifestyle Heart Trial (Ornish, 1993). The
purpose of this trial was to explore the effects of lifestyle modification on degree of
coronary artery stenosis. A follow-up study was conducted by Morris (2001) with 48
patients that were enrolled in the Lifestyle Heart Trial. The purpose of this follow-up
investigation was to study the relationship between each patient‟s sense of spiritual wellbeing and each patient‟s previously obtained coronary stenosis data. A significant
correlation was found between spiritual well-being and the percentage of stenosis,
(Pearson co-efficient of -.459).
The Experience of a Cardiac Event
Patients experiencing a potentially life-threatening illness, such as MI, may be
terrified because of their near death experience (van Lommel et al., 2001). The recovery
from a life-threatening illness typically requires more than just physical healing
(McSkimming et al., 1997). Albaugh (2003) interviewed seven participants who were
diagnosed with life-threatening illnesses and believed in a „higher power‟. Participants
reported a sense of comfort from their spiritual experience. Trusting God provided hope
and a future for the participants. They viewed themselves as blessed in spite of the lifethreatening illnesses and sought strength from spiritual beliefs and established new
meanings in life. A life threatening illness such as MI can increase the stress of patients
and the families. Physical healing alone is not enough but an integration of physical,
psychological, social and spiritual healing is needed.
5

Research demonstrates that approximately 6% to 43% of CR participants are
psychologically distressed (Artham, Lavie, & Milani, 2008; Barth et al., 2009; Davidson
et al., 2008; Grace et al., 2008; Hevey, McGee, & Horgan, 2007; Kolman et al., 2010;
Lavie & Milani, 2005, 2006; McGrady et al., 2009; Milani & Lavie, 2007; Serber et al.,
2009; Turner et al., 2010). Research has also demonstrated that social support plays an
integral role in adherence to CR participation, exercise tolerance, development of healthy
behaviors and improvement of quality of life (Franks et al., 2006; Husak et al., 2004;
Shen, Myers, & McCreary, 2006). Spiritual well-being in cardiac patients is also related
to improved medical and psychological outcomes (Bekelman et al., 2007; Kennedy,
Abbott, & Rosenberg, 2002; Morris, 2001). There is little research that integrates
psychological, social and spiritual aspects.
Healing in Cardiac Rehabilitation
Medich et al. (1997) interviewed 16 adult patients diagnosed with CAD who
participated in an outpatient CR program to explore the basic life processes, transitions
and meanings of life. Integration was reported as a central theme of healing and
behavioral changes. Integration was defined as the process of bringing together the
internal and external processes of physical, psychological, social and spiritual experience.
Integration was improved by relaxation, awareness of the body and social support. The
process of integration resulted in finding life meaning, growth and development, and
transformation in life. Because of the great psycho-socio-spiritual needs, integration of
physical, psychological, social and spiritual healing is highly desired by CR participants.
Psycho-socio-spiritual factors play an important role in the development of CAD
and recovery from a cardiac event. A cardiac event can cause physical, psychological,
6

social and spiritual injury. Even though initial healing focuses on physical healing,
psycho-socio-spiritual healing should be offered as soon as possible. The healing process
is inter-related. Social support and spiritual well-being are known to support and improve
clinical outcomes and quality of life in CR participants.
Significance of the problem
Despite the recommendations made for CR programs to integrate physical and
psychosocial interventions, most of the CR programs do not implement them. Most
frequently spirituality is left out (Thomas et al., 2007a). Healing in CR is primarily
focused on physical and not on the integration of physical and psycho-socio-spiritual.
Several investigations have studied the lived experience of men and women after
a cardiac event (Fleury, Kimbrell, & Kruszewski, 1995b; Medich, Stuart, & Chase, 1997;
Medved & Brockmeier, 2011). The findings of the studies reveal that patients are
frustrated, uncertain, out of control, and their recovery is helped by involvement of
family, social support and mind-body interventions.
Integrating the healing interventions requires an understanding of healing. This
investigation used a qualitative focus to understand psycho-socio-spiritual healing in CR
participants. Knowledge gained from this study will be used to develop integrated
healing interventions in CR.
Statement of the Problem
Healing in the modern health care system has focused on physical healing and
lacks consideration of psychological, social and spiritual healing. Engel (1977) identified
the need for use of a biopsychosocial model three decades ago but the integration of the
biopsychosocial model is still in the beginning stages in CR. A survey of attitudes of
7

primary care physicians about the inclusion of psychosocial factors in the diagnosis and
treatment of diseases was conducted with 3057 physicians. One-third of the physicians
felt that addressing psychosocial issues may have minimal or may not have any effect on
outcomes (Astin et al., 2006). The majority of the physicians focused on physical healing
and not on psycho-socio-spiritual healing.
Particularly in cardiac practice, much attention is given to the laboratory
parameters of certain biomarkers and do not include the psychological, social and
spiritual aspects of the patients. The development of cardiac diseases is greatly influenced
by psychosocial factors such as psychological distress, lack of social support, stress
related to work, family, finances, and others (Everson-Rose & Lewis, 2005; Rozanski et
al., 2005; Strike & Steptoe, 2004). Psychosocial factors are also regarded as a prognostic
factor in the treatment of CAD (Welin, Lappas, & Wilhelmsen, 2000) and therefore
secondary prevention of CAD is recommended through CR programs.
The U.S. Public Health Service and the Cardiac Rehabilitation/Secondary
Prevention Performance Measures Writing Committee defines CR services as
comprehensive, long-term programs involving medical evaluation, prescribed exercise,
cardiac risk factor modification, education, and counseling. These programs are designed
to limit physiologic and psychological effects of cardiac illness, reduce the risk for
sudden death or re-infarction, control cardiac symptoms, stabilize or reverse the
atherosclerotic process, and enhance the psychosocial and vocational status of selected
patients (Thomas et al., 2007b).
About 6% to 43% of the CR participants are psychologically distressed (Artham,
Lavie, & Milani, 2008; Barth et al., 2009; Davidson et al., 2008; Grace et al., 2008;

8

Hevey, McGee, & Horgan, 2007; Kolman et al., 2010; Lavie & Milani, 2005, 2006;
McGrady et al., 2009; Milani & Lavie, 2007; Serber et al., 2009; Turner et al., 2010).
Social support in the CR literature has been researched in terms of adherence to CR,
exercise tolerance, healthy behaviors, morbidity and mortality (Barth, Schneider, & von
Känel, 2010; Fraser et al., 2007; Mookadam & Arthur, 2004). Only two studies have
explored spiritual well-being in CR participants (Chang et al., 2010; Morris, 2001). There
has been very little exploration on the integration of physical, psycho-socio-spiritual
healing in the secondary prevention programs. To provide such integrated healing
interventions, it‟s essential to understand the lived experiences of psycho-socio-spiritual
healing in CR participants.
Purpose and Aims
The purpose of this study was to gain an understanding of psycho-socio-spiritual
healing in CR patients with predominantly positive experiences in the context of the
cardiac event. The specific aims of this study were to:
1. Identify and characterize the healing experience.
2. Describe the meaning of psychological, social and spiritual healing.
3. Describe the facilitators of healing.
4. Describe the barriers of healing.
Research Question
The research question for this study was “what are the lived experiences of psycho-sociospiritual healing in CR patients with predominantly positive experiences in the context of
the cardiac event?”

9

Theoretical Definition
Healing is defined as “physical, mental, social and spiritual processes of recovery,
repair, renewal and transformation that increase wholeness and often (though not
invariably) order and coherence” (Jonas & Chez, 2004, p. 173). The CR participant in the
study was defined as a person who completed phase 2 CR program who was diagnosed
with cardiac disease.
Phase 2 CR program was defined as the CR program where patients are
monitored (cardiac rhythm and vital signs). Participants are given a log sheet that has the
prescribed exercise for each participant. On completion of every exercise machine,
participants were expected to log the level completed and the duration of time spent on
the machine. At the end of the session, participants gave the log back to the CR staff and
it was added to their medical records. In addition to exercise, weight management,
diabetes management, dietary counseling and psychosocial interventions such as stress
management and psychological counseling were available.
Conceptual Framework
Engel proposed a biopsychosocial model in 1977 as an alternative to the
biomedical model for medical and psychiatry practice. Engel‟s model emphasized a
holistic approach to patient care rather than a reductionist approach. In treating a disease,
Engel emphasized that the biological markers may be used for diagnosing diseases but
they are not sufficient for treating the disease. He pointed out that diseases were
identified through behavioral, psychological and social manifestations and therefore
psychosocial aspects needed to be included in the patient care. His model urged for
correlation between biological and psychosocial factors to provide important information
10

on diagnosing and treating the patient. Also included in the model were the impressions
of patients such as: what they thought about the disease manifestation and what they
wanted the physicians to do for them. Failure to have this open communication and
relationship with the patient, may affect treatment outcomes and recovery (Engel, 1977).
Although Engel‟s model addressed physicians and psychiatrists, his model could be
extended to nurses as they spend the most time with patients.
Engel‟s model has been used as a conceptual model in providing holistic care and
with patients who have acute and chronic health problems (Drossman, 1998; Rolland,
1987; Smith & Hoppe, 1991). His model is also used as a conceptual model for
improving patient-physician relationships, including psychosocial and personal aspects of
the patient in the health care and also when developing a patient centered treatment
approach (Zolnierek & Dimatteo, 2009).
Engel‟s model provides a comprehensive approach to understand the healing
process in CR participants. Therefore, Engel‟s biopsychosocial model was used to guide
the investigation. Knowledge of CR participants‟ perspectives on psycho-socio-spiritual
healing, and understanding the facilitators and barriers of healing may help to provide a
holistic secondary prevention CR program. Engel‟s model did not address the spiritual
aspects of the individual, but spirituality is an integral part of almost 90% of Americans
(Gallup & Lindsay, 1999). Therefore the model was adapted to include spirituality in the
biopsychosocial model. Holistic integrated healing in CR may be made possible through
a multidisciplinary approach.
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Chapter II
Review of Literature
CR programs are designed comprehensively using physical activity, psychosocial
activities such as stress management classes, and educational classes on diabetes
management, dietary management, weight management and smoking cessation. Human
beings are complex and cannot be reduced to parts at any time. The health care of such a
complex person should take into consideration of all aspects of the individual, as one
aspect of the individual such as psychosocial interacts or affects the other such as
physical or bodily functions. Despite that 90% of Americans believe in a higher power,
CR program guidelines have not included spirituality as a component of CR.
Since physical healing has been addressed in CR, this study focuses on psychosocio-spiritual healing. To explore healing, it is essential to understand the psychological,
social and spiritual aspects of the CR population. The psychological aspects of CR are
focused on psychological distress. Social aspects are focused on social support and
spiritual aspects are focused on spiritual needs and well-being. This chapter will discuss
the review of literature of psychological distress, social support and spiritual well-being
in the CR population.
Psychological Distress in Cardiac Rehabilitation
For this study, psychological distress in CR participants is focused on depression
and anxiety. Depression is one of the risk factors for the development of CAD (Celano &
Huffman, 2011). Strike and Steptoe (2004) reported that 31% of MI patients experienced
depression within one year of an MI. Depression and anxiety have an iterative effect on
the development of cardiac disease (Rozanski, Blumenthal, & Kaplan, 1999). The U.S.
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Public Health Service and the Cardiac Rehabilitation/Secondary Prevention Performance
Measures Writing Committee have recommended that all CR participants should be
screened for psychological distress before initiating CR. Participants needing help can
then be referred to counseling and referral programs for further evaluation and treatment
(Balady et al., 2007).
Studies vary but investigations report that 6% to 43% of the CR participants were
psychologically distressed (Table 1). Depressive symptoms occurred in about 13% to
43% of CR participants (Barth et al., 2009; Hevey, McGee, & Horgan, 2007; Kolman et
al., 2010; Lavie & Milani, 2006; Milani & Lavie, 2007; Turner et al., 2010). The
baseline screening before CR program showed 6% to 41% of CR participants had anxiety
(Barth et al., 2009; Hevey, McGee, & Horgan, 2007; Kolman et al., 2010; Lavie &
Milani, 2006). The length of the CR programs ranged from 10 weeks to 13 weeks. All of
the CR programs had exercise as one of its components with various other components
such as diet management (Fraser & Rodgers, 2009), educational classes (Artham, Lavie,
& Milani, 2008; Kolman et al., 2010), weight management (Yohannes et al., 2010), stress
management (Hevey, McGee, & Horgan, 2007), and relaxation response (Chang et al.,
2010).
The level of psychological distress was associated with the age of the CR
participants (Table 2). In a study of 500 CR participants who completed a phase 2 CR
program, 104 participants were younger (<55) and 260 were older (>70). The younger
group had a significantly (p<.001) higher mean Kellner anxiety score 5 (SD=5.4)
compared to the older group 3.3 (SD=3.8).
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Table 1
Psychological Status, Depression and Anxiety in Cardiac Rehabilitation Patients

Year Published

Sample
Size

Tool

%
Anxiety

%
Depression

Lavie & Milani
Lavie &Milani
Milani & Lavie
Hevey et al
Artham at al

2005
2006
2007
2007
2008

500
364
701
316
500

KSQ
KSQ
KSQ
HADS
KSQ

NG
41.4
NG
6
NG

NG
41.9
20
13
NG

Davidson et al

2008

48

DASS 21

NG

NG

Grace et al

2008

110

HADS

NG

NG

McGrady et al

2009

380

NG

NG

Casey et al

2009

637

BDIII,BAI
SCL-90

NG

NG

Barth et al

2009

441

HADS

24.7

15

Turner et al
Kolman et al
Chang et al
Yohannes et al
Serber et al

2010
2010
2010
2010
2009

357
417
641
147
143

HADS
SCL-90
SCL-90
HADS
ADIS-IV

16.5
30.4
NG
NG
35.7

26.6
42.6
NG
NG
7.7

Author

Note: BAI, Beck Anxiety Inventory; BDI, Beck depression Inventory; HADS-A,
Hospital Anxiety and Depression Scale- Anxiety; HADS-D, Hospital Anxiety and
Depression Scale-Depression, KSQ- Kellner Symptom Questionnaire; DS 14, Negative
Affect and Social Inhibition; DASS, Depression, Anxiety, and Stress Scale; SCL-90,
Symptom Check List, NG-Not Given

The prevalence of anxiety is also significantly (p<.01) higher in the younger
group 27.9% compared to the older group 13.5% (Lavie & Milani, 2006). In another
study of 357 patients, anxiety and depression were measured using the hospital anxiety
and depression scale (HADS). About 16.5% of the participants had anxiety and older
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participants had significantly (p<.001) less anxiety compared to the younger participants
(Turner et al., 2010).
Table 2
Impact of Age on Psychological Distress

Author

Year

N

Turner

2010

357

Lavie & Milani

2005

500

Age Range
NG

40 to 74

Mean (SD)

Findings

64.7 (10.91)

Anxiety
decreased as
age increased
Young are
more
psychologically
distressed than
older patients

Older-70 (4)
Younger-45
(5)

Note: NG-not given

CR participants with high psychological distress tend to drop out of the CR
programs more compared to CR participants with low psychological distress. Younger
CR participants with higher levels of psychological distress tend to drop out of the CR
program compared to the older patients. In another phase 2 CR study of 380 patients, 190
CR participants completed the program and 190 CR participants dropped out of the
program. The mean depression score of the non-completers 11.7 (SD=8.9) was
significantly higher (p=.001) than the completers 8.6 (SD=7.5) (McGrady et al., 2009).
There was also a significant (p=.002) difference in the mean age between completers 63.2
years and non-completers 59.2 years. The non-completers were significantly younger
compared to the completers.
Gender differences are associated with the level of psychological distress in CR
participants (Table 3). In a phase 2 CR study of 281 participants, 37% (103) were
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women. Women had a significantly higher (p= .006) mean depression score 10.9
(SD=8.4) compared to men 8.3 (SD=7.3). Also women had a significantly higher (p =
.008) mean anxiety score 9.6 (SD=9.0) compared to men 6.8 (SD=7.6) (McGrady et al.,
2009). In another study of 357 phase 2 CR participants, 27.5% were women. Women had
a significantly higher (p =. 013) mean anxiety score 6.4 (SD=4.4) compared to men 5.2
(SD=4.4) (Turner et al., 2010). Barth et al. (2009) found no significant difference in the
psychological distress between men and women in a study of 441 phase 2 CR
participants.
Table 3
Impact of Gender on Anxiety and/or Depression

Author

Year

N

Women
(%)

Women
(N)

Anxiety

Depression

McGrady et al

2009

281

37

103

W>M

W>M

Barth et al

2009

441

20.2

89

NS

NS

Turner et al

2010

357

27.5

98

W>M

NG

Note: W- women, M-men, NS-not significant, NG- not given

In summary, psychological distress in CR patients was mainly related to
depression and anxiety. Cardiac rehabilitation programs reduced psychological distress in
CR participants (Artham, Lavie, & Milani, 2008). Psychological distress was pronounced
in younger CR participants and was also associated with low adherence to the CR
programs (McGrady et al., 2009). Despite this, CR programs are primarily focused on
exercise and not on psychological aspects of healing.
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Social Support in Cardiac Rehabilitation
Cobb (1976) defined social support as “information leading the subject to believe
that he is cared for and loved, esteemed, and a member of a network of mutual
obligations”. Social support is categorized into functional and structural social support.
Functional support is the aid and encouragement provided by the social network. It
includes instrumental, emotional, financial, informational, and appraisal aspects of social
support. Structural support includes social network- network size, community belonging,
frequency of contacts, and marital status (Barth, Schneider, & von Känel, 2010).
Social support in CR participants was influenced by marital status and subjective
social status. In a CR population of 122 men and 33 women, social status was measured
using self reported social status compared to others in the society. Social network size
and diversity were measured using a social network index. Social support was measured
using a 12-item interpersonal support evaluation list. A hierarchical regression analysis
was performed with social support as a dependent variable and age and gender,
education, income, marital status, subjective social status, social network size and
diversity as the independent variables. The model explained about 28% of the variance in
social support with two significant factors, marital status (β=.31, p=.001) and subjective
social status (β=.34, p=.001) (Fraser & Rodgers, 2009). Marital status not only predicted
the social support but also married individuals were 1.72 times as likely to (95% CI:
1.50–1.97) participate in the CR program compared to the unmarried CR participants
(Molloy et al., 2008).
Social support also influenced CR participation. In an another study of 944
participants who were admitted for coronary artery bypass graft (CABG) surgery social
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support was measured at one month before surgery, after surgery and before discharge
from the hospital and again at six weeks and six months after discharge. A total of 524
(56%) patients participated in a CR program. This study used the same tool used for
measuring social support in the Enhancing Recovery in Coronary Heart Disease
(ENRICHD) study. ENRICHD social support (ESSI), a 5-item questionnaire had scores
that ranged from 0 to 22. The scores < 22 denoted low social support and scores equal to
22 denoted maximum social support. At baseline, 43.1% (524) of participants that
reported CR participation had ESSI scores less than 22 compared to 49.76% (420) in the
non-CR participation group. Patients with a score less than 22 before surgery were less
likely to participate in the CR program than patients with scores greater than 21 (52% vs
59%), C.I 0.78-0.99 before surgery (Husak et al., 2004). Thus, social support not only
predicted participation in CR programs but also influenced the continuing participation in
CR programs.
Social support in CR participants has also been explored in terms of what factors
enhanced social support. Anecdotally, CR participants stated that one of the main reasons
for continuing CR was support from staff and fellow participants. Social support was not
well explored in areas such as its effect on recovery and healing from the cardiac event
and the ways to improve social support for CR participants.
Spiritual Well-Being in Cardiac Rehabilitation
Spiritual well-being is “a state of being reflecting positive feelings, behaviors, and
cognitions of relationships with oneself, others, the transcendent and nature, that in turn
provide the individual with a sense of identity, wholeness, satisfaction, joy, contentment,
beauty, love, respect, positive attitudes, inner peace and harmony, and purpose and
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direction in life” (Gomez & Fisher, 2003, p. 1976). Spiritual well-being in CR
participants is one of the least researched areas. Spiritual well-being can decrease
psychological distress in CR participants. Chang et al. (2010) used an instrument, the
symptom check list (SCL-90) to measure psychological distress in 845 patients who
completed a 13 week mind-body CR program. This program was offered in 3 hourly
sessions per week for 13 weeks. It included: 45 minutes of supervised exercise, 45
minutes of relaxation response, 20 minutes of snack time and 45 to 60 minutes of group
session. Practicing the relaxation response that included meditation and spirituality
significantly reduced the mean depression scores from 58.71 (SD=10.39) before the CR
program to 54.6 (SD=10.39) at the end of the program (p<.0001). Similarly the mean
anxiety scores were significantly reduced from 55.38 (SD=11.17) before the program to
51.88 (SD=10.42) after the program (p<.0001). The practice time of the relaxation
response significantly increased from 8 minutes to 15 minutes (p=.02).
Spiritual well-being in CR participants not only decreased the psychological
distress, but also improved the medical outcomes along with other components of the CR
programs. Casey et al. (2009) used a mind-body approach including the relaxation
response, cognitive behavior skills along with diet and exercise to improve the
psychological and medical outcomes in CR patients. Pre-and post psychological
measures of psychological distress were measured using the revised SCL-90. In women,
there was a significant mean difference between pre and post mind-body intervention in
systolic blood pressure (-6.68), diastolic blood pressure (-2.28), total cholesterol (-12.18),
low density lipoprotein (LDL) (-9.54), high density lipoprotein (HDL) (2.14),
triglycerides (-28.33) body mass index (BMI) (-0.53), depression (-4.05) and anxiety (-
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4.21), (p<.05). Similarly in men, there was a significant mean difference between pre and
post mind-body intervention in systolic blood pressure (-6.57), diastolic blood pressure (2.52), total cholesterol (-9.57), low density lipoprotein (LDL) (-8.72), high density
lipoprotein (HDL) (1.56), triglycerides (-18.49) body mass index (BMI) (-0.57),
depression (-3.10) and anxiety (-2.12), (p<.05).
Spirituality thus improves medical and psychological outcomes in the cardiac
population. Spirituality provides comfort and support through a life threatening situation
(Albaugh, 2003) such as an acute cardiac event.
Healing in Cardiac Patients
The word “heal” means to repair, to treat, to cure and to restore harmony (Collins
English Dictionary, 2010). Definitions of healing are inconsistent. For example, healing
was defined as “physical, mental, social and spiritual processes of recovery, repair,
renewal and transformation that increase wholeness and often (though not invariably)
order and coherence ” (Jonas & Chez, 2004, p. 173). Egnew (2009) defined healing as
“the personal experience of the transcendence of suffering” (Egnew, 2009, p. 258) .
Hodges & Scofield (1995) defined healing as “the direct interaction between one
individual, the healer, and a second, sick individual with the intention of bringing about
an improvement or cure of the illness. Any healing effect results from the channeling of
an, as yet unrecognized, energy through the healer to the patient” (Hodges & Scofield,
1995, p. 203). Physicians, nurses, patients and medical assistants were interviewed on
the meaning of healing and on the facilitators and barriers of healing in the primary care
setting. The definition of healing that evolved from the study was “dynamic process of
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recovering from a trauma or illness by working toward realistic goals, restoring function,
and regaining a personal sense of balance and peace” (Hsu et al., 2008, p. 310).
Three investigations have been reported on aspects of healing in patients with
heart disease. Medved and Brockmeier (2011) interviewed six men and seven women CR
participants on their views of CAD and the psychosocial aspects of healing. Participants
viewed CAD as a mechanical failure. They reported feelings of frustration and anger due
to high expectations in the CR program. Participants felt that a greater emphasis was
placed on reducing blood pressure, weight management and increasing exercise capacity.
Social support was reported as a facilitator for recovery.
Medich, Stuart, and Chase (1997) interviewed patients diagnosed with CAD who
participated in an outpatient CR program to explore the basic life processes, transitions
and meanings of life. Integration was reported as the central theme to the healing process
and behavioral changes. The healing process began with a sense of vulnerability to the
cardiac event. Integration of physical, psychological, social and spiritual processes
happened during this process of awareness and responding. Social support enhanced the
process of integration during the awareness and responding stage.
Fleury, Kimbrell, and Kruszewski (1995b) interviewed women after an acute
cardiac event. The researchers were interested in the psychological and social processes
of recovery after an acute cardiac event. They reported that healing was a process that
involved three phases. The first phase was labeled the surviving phase. Participants
questioned self, searched for meaning and sought connections. The second phase was the
originating phase where participants sought self, redefined priorities, found strength and
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built bridges. The final phase was the patterning balance and included: creating
challenge, celebrating possibilities, accepting self and empowering.
Healing can begin with a sense of awareness followed by a response with a
change in behavior that can lead to transformation and personal growth. Secondary
prevention programs facilitate healing in cardiac patients. Therefore, investigating the
psycho-socio-spiritual healing phenomenon in CR participants may provide a better
understanding in this population.
Summary
Approximately 50% of CR participants experience psychological distress. Little
research has been done to understand the effect of social support on lifestyle changes and
with the management of the cardiac disease. Since an acute cardiac event affects patients
and their families physically, emotionally, socially and spiritually, an integrated and
holistic approach may increase the success of secondary prevention programs. To
develop a holistic approach in CR programs, it is necessary to understand the psychosocio-spiritual healing phenomenon experienced by the CR participants.

22

Chapter III
Methodology
The purpose of this study was to explore the lived experiences of psycho-sociospiritual healing in CR participants. To obtain an in-depth knowledge of psycho-sociospiritual healing, it‟s imperative to understand the healing process, its facilitators and
barriers. Since there is little known on this phenomenon, qualitative inquiry was chosen
(Creswell, 1994).
Marshall and Rossman (2010) iterated that qualitative inquiry was the most
desired approach when the area of study is poorly defined or needs exploratory or
descriptive work. Qualitative research is based on context, setting and unique participant
experiences (Parse, 1995). The specific design or the method of qualitative inquiry is
dependent on the research problem and the research question itself. If the focus of the
study is on finding the meaning and the structure of the phenomena, experience, or the
construct, then a phenomenological approach is used (Boyd, 2001). Phenomenology is an
appropriate method of qualitative inquiry because the purpose of this study is to explore
the lived experiences of psycho-socio-spiritual healing of CR participants.
Phenomenology
Phenomenology is a philosophy (Husserl, 1962) and also a method (Schutz,
1967), introduced by Husserl in the early twentieth century. In the quest to study the
mental aspects of humans, Husserl sought to understand the lived experience of
individuals (Husserl, 1962). Merleau-Ponty, a French phenomenologist described
phenomenology as “a direct description of our experience without taking account of its
psychological origin” (Merleau-Ponty, 1962, p. vii). Husserl‟s approach to
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phenomenology was chosen for this study because of its component of reduction and
epoche.
Components of Phenomenology
Dowling (2007) described the components of phenomenology as: essence,
reduction, intentionality and epoche. Essence is the structure or the meaning of the
phenomenon without which the phenomenon would not exist. Reduction is describing
the phenomenon as by itself, described by the participants without any interpretations,
reducing the data to the phenomenon. Intentionality is what our experiences are directed
towards which make up the structure of the phenomenon. Epoche or bracketing is the
constant separation of one‟s self ideas, notions from the experience of the participants to
reflect more of the participant‟s experience rather than one‟s own.
Assumptions of Phenomenology
The lived experience of a participant includes what they live and understand and
the meaning and values in relation to the target phenomenon (Kockelmans, 1987). The
lived experience is context, setting, participant oriented, and not universal. Bracketing the
preconceptions or presuppositions of the phenomenon is strongly recommended. This is
executed by making the presuppositions explicit before beginning the research and also
along the way until the end of the study. Bracketing is a continuous process of reducing
one‟s consciousness so that the it is focused on the experiences of individuals and not the
researcher‟s beliefs (Giorgi, Barton, & Maes, 1983).
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Research Design
This is a descriptive, phenomenological study, used semi-structured interviews to
elicit first-hand lived experiences of psycho-social-spiritual healing in cardiac
rehabilitation patients. A purposive sampling strategy was used to recruit participants to
elicit the lived experiences. This approach was used because the purpose of the study was
to generate a detailed and comprehensive understanding of the phenomenon of psychosocio-spiritual healing. Patients with predominantly positive life-transforming
experiences were interviewed about their lived psycho-socio-spiritual healing
experiences.
Researcher’s Assumptions
From personal and professional experience, the researcher made the following
assumptions. Psycho-socio-spiritual healing
begins soon after any injury and is reflected in stages or patterns
is dependent on the severity of the injury or trauma.
is interrupted by psychological distress, lack of social support and stress
differs among men and women
is influenced by ethnicity, culture, values and beliefs
improves medical and psychological outcomes
Participants and Setting
A purposive sample of cardiac rehabilitation patients who had positive
perceptions of the life-threatening illness was determined using an experiential
questionnaire. Participants were recruited from a cardiac rehabilitation setting in a
hospital in the Mid-Atlantic part of the United States. Inclusion criteria included
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participants: had experienced an acute cardiac event, had participated in the phase 2 CR
program, were able to read and write English and were willing to participate in an
interview that would be audio recorded. Participants with congenital cardiac disease
diagnosed before 18 years of age, were less than 18 years of age and who were
emotionally distressed (as measured by the stress and distress thermometers) were
excluded from the study.
The Cardiac Rehabilitation Program at the Research Facility
The CR program at the hospital had both a phase 2 and a phase 3 CR program. As
part of the phase 2 CR program, each participant‟s cardiac rate and rhythm were
monitored continuously and vital signs were taken frequently during exercise. Phase 2
was a 12 week program. The phase 3 program was a maintenance program. Participants
could remain in the phase 3 CR program as long as they wanted to. In the phase 3
programs each patient‟s cardiac status was not monitored using a cardiac monitor, but
vital signs continued to be recorded at 15 minutes intervals while exercising.
Cardiac rehabilitation at the research facility had four main components that
included: medical evaluation, physical activity, lifestyle education and psychosocial
support. The medical monitoring was done to assess each participant‟s physical abilities,
medical limitations and other conditions. The medical monitoring was done by
cardiologists at the CR setting. Specific risk factor assessment for diabetes, high blood
pressure and stroke were done to prescribe an individualized safe and effective program.
The physical activity was directed towards fitness that included: walking, cycling,
rowing, biking and jogging. Strength training was also provided for appropriate
participants with minimal risk factors. Classes offered to participants at the CR program
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included education related to the importance of exercise, how to eat a heart healthy diet,
how to manage stress, and how to stop smoking. Occupational therapists offered
assistance with vocational and occupational therapy. Psychologists were available to
provide 1:1 personal counseling and support with how to cope with the cardiac disease.
Human Subjects Protection
Informed Consent
Participants in the study were asked to sign an informed consent form (Appendix
A) and a Health Insurance Portability and Accountability Act (HIPAA) form (Appendix
B) before enrolling into the study. This study was approved by The National Institutes of
Health (NIH) (Appendix C) and The University of Maryland, Baltimore (Appendix D)
Institutional Review Board (IRB). The sub investigator (SN) listed on the protocol met
with each potential participant to summarize the purpose of the study and what was
involved when participating. The researcher answered any questions about the study, the
informed consent form, and the HIPAA form. If the patient then wished to participate,
he/she was asked to sign the informed consent and HIPAA forms. Each participant was
given copies of these forms. The HIPAA form was then delivered to the office of
research review at the research facility before beginning study procedures.
Confidentiality
Confidentiality was assured by deidentifying the data soon after the data
collection. The identification logs were kept in separate locked cabinets from the data.
Access to the data was restricted by using a secured server and locked cabinets.
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Anonymity
The participants were identified in writings by pseudonyms. Any other identifying
information revealed during the interview was concealed. The documents and digital files
used for this study were kept in secured servers and locked cabinets.
Risks and Benefits
Participation in a research study after a cardiac event can be stressful. However,
the risks associated with participation in the study were expected to be minimal.
Although it can be an emotional and stressful time, researchers were sensitive to the
needs of the participants and arranged interviews at the most convenient time for the
participants. Each interview took place in a private room at the research facility.
Recruitment
The SI explained the inclusion and exclusion criteria for participant selection to
the Cardiac Rehabilitation Services (CRS) Director at the research facility. Following that
discussion, the identification and recruitment of CR participants was conducted by the
CRS director and staff. An NIH cover letter (attached on top of the NIH consent form)
(Appendix E) was given to each candidate by the CRS staff as a means of providing a
uniform invitation to all CR participants. All of the participants were aware that their
participation in the study or lack of participation in the study would not influence their
care at the CR program.
The cover letter further explained that the next step was to read the NIH consent
form, and then let the staff member know if they would like to meet the interviewer at the
CRS facility and talk to the PI if there were any questions about the study or the consent
form. No personal information about potential participants was shared with NIH
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researchers, until the participant indicated to the CRS Director that they were interested
in participating in the study.
Interested participants were then contacted by telephone to answer questions and
if they were still interested, participants were scheduled for a data collection session.
Informed consent and HIPPAA forms were signed at the time of the interview following
the procedure mentioned above, followed by screening.
Procedures
Screening was done by the researcher before beginning the in-depth interview.
Screening consisted of: gathering demographic information, testing stress and distress
levels, completing experiential scores and testing the audio recording set-up.
The demographic information form (Appendix F) was used to gather general
information about the participants. It included: age, gender, education, religious
affiliation, ethnicity, employment status, marital status, diagnosis and duration of the
illness.
Each participant‟s stress and distress levels were assessed using the stress and
distress thermometers (Appendix G). After obtaining demographic information, the
researcher explained the distinction between stress and distress. Participants then were
asked to circle the number on the stress and distress thermometers reflecting their level of
stress and distress at that moment. The stress thermometer scores ranged from 0 to 10
with 0 being no stress and 10 being stress. Participants were asked to circle the number
appropriate to their stress level at that moment. The stress thermometer scores were not
used for screening purposes but for distinction between stress and distress.
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The distress thermometer scores ranged from 0 to 10, with 0 being no distress and
10 being extreme problems that the participants felt they could not handle by themselves
and needed to be referred to counseling services. If the participant circled below 3, the
participant proceeded with the experiential questionnaire. If the participant scored
between 3 and 4, the participant was asked to reschedule for a time when the subject‟s
distress would likely to be lower. If the participant‟s score was greater than 4, the
participant was thanked for his/her interest and referred to the CRS director for
discussion of available counseling services.
The experiential questionnaire (Appendix H) consisted of ten questions. Only the
first two questions were used for screening purposes. On the experiential form, question
one asked the participants, “Overall, how much has having your illness or condition
affected your views about yourself and your life?” Both question one and two used Likert
scales. The Likert scale options for question one included: not at all-0, a little bit-1,
somewhat-2, quite a bit-3 and very much-4. If the participant answered 3 or 4, then the
participant was asked to proceed to the second question. Otherwise, the participant would
be thanked for his/her participation and the session ended.
On the experiential form, question two asked the participants, “How positive or
negative has the overall impact of your illness or condition been on your views about
yourself and your life?” For question two, the responses were completely positive-1,
mostly positive a little negative-2, a little more positive than negative-3, equally positive
and negative-4, a little more negative than positive-5, mostly negative a little positive-6
and completely negative-7. Participants with responses of five or below five were
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enrolled into the study. Participants with responses greater than 5 would be thanked for
their participation and the screening session would end.
Each participant was then analyzed for sufficient speaking volume and clarity by
speaking into the digital recorder. The researcher replayed the message to check whether
the conversation was clear and audible. If the volume or clarity was low, the participant
was asked to listen to the tape and encouraged to speak a little louder and clearly. The
researcher then rechecked the volume and clarity. If the volume and clarity still was not
adequate, the participant would be thanked for his/her participation and the interview
session ended, otherwise the participant proceeded to the interview session after all the
terms in the eligibility check list (Appendix I) were met.
Interview
The interviews were conducted using a semi-structured interview guide
(Appendix J). The main focus of the interview was to obtain information about each
participant‟s cardiac event and its effect on physical, psychological, social and spiritual
aspects of their lives. The interview was audio recorded with the permission from the
participant as part of the original consent. Participants were not compensated for their
participation.
Data Analysis
The aim of this study was to describe the lived experiences of psycho-socio-spiritual
healing in CR participants who had positive experiences in the context of an acute cardiac
event. A purposive sample of 10 participants were interviewed based upon redundancy
(Boyd, 2001; Creswell, 1994). Redundancy was achieved at the eighth interview. Two
more interviews were conducted to make certain that no new information or themes
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evolved from the successive interviews. The interviews were recorded with a digital
voice recorder and the audio files were transcribed using secured third party transcription
services.
All the participants were assigned a pseudonym for data analysis to protect their
confidentiality. Transcripts were printed and coded for each participant by the researcher
and the chair of the dissertation committee (DW). Data analysis was guided by Colaizzi
(1978) method. Each transcript of each participant was read several times to get a sense
of the whole. Each significant statement were extracted and coded. The researcher and
DW independently coded all of the data. They met and carefully reviewed and compared
the codes. Differences in coding were discussed until they agreed on a code. Codes were
entered into a table with participants across the columns and codes across the rows.
Codes are organized into themes, theme-clusters and categories. Participant summaries
were also developed. All analytical decisions were recorded in the audit trail. The
formulation of the structure was facilitated by dwelling with the data.
Trustworthiness
Scientific rigor was achieved through credibility, transferability, dependability
and confirmability (Lincoln & Guba, 1985). Credibility of the findings was achieved
through member checking. A synopsis of the study was sent to six participants via email
and participants were asked to review the synopsis and send in their comments and
suggestions. Four participants responded to the email. Three did not have any
suggestions or comments and said that the study reflected their experiences. One
participant wanted to know more about the outliers and wanted me to give attention to
those outliers in future research. Peer debriefing was done with the qualitative expert to
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ensure that the findings emerged from the data and also to get new perspectives of the
data.
Transferability was achieved by providing thick descriptions from the data so it
can be applied to similar population. Thick descriptions made the research process
transparent and helped readers to get to know the research participants. Dependability
was achieved through development of an audit trail and the findings were reviewed by
the qualitative expert. Confirmability was achieved through maintaining memos, notes,
and reflective journals during the entire process of data analysis.
Summary
This study used a descriptive, phenomenological approach which best suited the
purpose of the study to explore the lived experience of psycho-socio-spiritual healing in
CR participants. A purposive sample of ten CR participants was interviewed. Data
analysis was performed using Colaizzi‟s method. Bracketing was performed to reveal the
participants experiences and the findings were substantiated with participants.
Confidentiality and protection of human subjects were assured throughout the research
process.
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Chapter IV
Results
The results sections of the study are organized into three sections including:
demographics, screening and main findings of the study. The demographic section
describes the sample. The screening section reports the results of the participants‟ stress
and distress thermometer levels and the results of the experiential questions. The main
findings section describes the results of the phenomenological investigation.
Section 1: Demographics
Ten CR participants took part in the study. Six of the participants were male and
four were female (Table 4). Five of the participants were in the age group of 56 to 65.
Two of the participants were in the 46 to 55 group and three of the participants were in
the 66 to 75 group. Six of the participants worked full-time and four of the participants
had retired. Five of the participants had postgraduate degrees, four of the participants had
college degrees and one had some college education. Three participants were Jewish,
one was Greek orthodox Presbyterian, one was Islam, one was Presbyterian, two were
Catholic and two participants reported no religion. Seven of the participants were
married, one was divorced, one was single and one was partnered. There were no
Hispanics in the study. Nine of the participants were Caucasian and one was Asian.
All ten participants experienced an acute cardiac event (Table 5). Four of the
participants were treated with stents, four of the participants were treated with CABG and
two of the participants were treated medically. Participants were referred to CR mainly
by their cardiologists and in one occasion also by a nurse and physician assistant. All of
the participants in the study had completed the phase 2 CR program.
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Table 4
Demographics of the Study Participants

Characteristics

Gender

Age Group

Education

Work

Religion

Marital Status

Ethnicity
Race

Total n (%)
(n=10)
Male

6 (60%)

Female

4 (40%)

46-55
56-65
66-75
Post Graduate
College Graduate
Some College
Full-time
Self Employed
Retired
Greek Orthodox/ Presbyterian
Islam
Jewish
Presbyterian
Catholic
None
Did not Answer
Married
Partnered
Single
Divorced/ Separated
Hispanic/ Latino
Not Hispanic/ Latino
American Indian or Alaska Native
Asian
Native Hawaiian or other pacific islander
Black or African American
Caucasian
Other

2(20%)
5(50%)
3(30%)
5(50%)
4(40%)
1(10%)
5(50%)
1(10%)
4(40%)
1(10%)
1(10%)
3(30%)
1(10%)
2(20%)
1(10%)
1(10%)
7(70%)
1(10%)
1(10%)
1(10%)
0
10 (100%)
0
1(10%)
0
0
9(90%)
0

Six of the participants were one to two years from the cardiac event, three of the
participants were 5 to 6 months and one was 3 years from the cardiac event.
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Table 5
Clinical Characteristics of the Cardiac Rehabilitation Participants
Time
Since
Cardiac
Pseudonyms Cardiac Procedures
Event
Mr. Leo
3 years CABG

Phase 2
CR

Phase 3
CR

Not
Reported

Yes

Yes

CR Referral

Mr.Moham
med
Mr.Fred

1-2
years
1-2
years

CABG

Cardiologist

Yes

No

2 stents

Not reported Yes

No

Ms.Susan

1-2
years

1 stent

Cardiologist

Yes

Yes

Mr. Bill

1-2
years

Medical
treatment

Cardiologist

Yes

Yes

Mr. John

1-2
years

CABG

Cardiologist

Yes

No

Ms. Martha

5
months

Medical
treatment

Yes

Yes

Mr. David

1-2
years

CABG

Cardiologist
, Nurse
&PA
Cardiologist

Yes

Yes

Ms. Mary

5
months

3 Stents

Doctor

Yes

Yes

Ms. Milly

6
months

1 Stent

Cardiologist
& Internist

Yes

Yes

Experience of
the Cardiac
Event
Mostly
positive a
little negative
Completely
Positive
Mostly
positive a
little negative
Mostly
positive a
little negative
Mostly
positive a
little negative
Mostly
positive a
little negative
Mostly
positive a
little negative
Mostly
positive a
little negative
A little more
negative than
positive
A little more
positive than
negative

Note: CABG- Coronary Artery Bypass Graft
Section 2: Screening Results
All 10 participants were screened using the stress and distress thermometers and
two experiential questions. The stress thermometer score ranged from 0 to 10 and the
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distress thermometer score ranged from 0 to 10. Participant‟s scores on stress
thermometer ranged from 0 to 8. Four participants reported 0 to 1, one reported 2, two
reported 3, one reported between 2 and to 3, one reported 4 and one reported 8 on the
stress thermometer. On the other hand, seven of the participants reported 0, one reported
½, one reported 1 and one reported 2 on the distress thermometer. None of the
participants were eliminated due to the distress thermometer screening scores.
On the experiential form, question one asked the participants, “Overall, how much
has having your illness or condition affected your views about yourself and your life?”
The Likert scale options for question one include: not at all-0, a little bit-1, somewhat-2,
quite a bit-3 and very much-4 and the corresponding scores ranged from 0 to 4. For
question 1, one participant scored 2- somewhat, five scored 3-quite a bit and four scored
4-very much.
On the experiential form, question two asked participants, “How positive or
negative has the overall impact of your illness or condition been on your views about
yourself and your life?” The Likert scale options for question two included: completely
positive-1, mostly positive a little negative-2, a little more positive than negative-3,
equally positive and negative-4, a little more negative than positive-5, mostly negative a
little positive-6 and completely negative-7. For question two, one participant scored 1completely positive, six scored 2-mostly positive a little negative, one scored 3-a little
more positive than negative and one scored 5-a little more negative than positive. None
of the participants were excluded based on the screening.
Section 3: The Main Findings
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The main findings of the study were organized into: brief description about each
of the participants and the results of the phenomenological investigation.
Description of the Participants
Participant one: Mr. Leo, a 62-year-old married, retired male had an acute cardiac
event and was rushed to the nearby hospital by his friends. He had an emergent cardiac
surgery and he had a complicated recovery. He was transferred from the hospital and
stayed at the subacute rehabilitation for one month before going home. He did not have
any children but had one sibling who was very close to him. His wife was very sick and
needed help from him. He made significant lifestyle changes.
Participant two: Mr. Mohammed, a 62-year-old married, retired male was
diagnosed with three blockages after a regular stress test. He had cardiac surgery the next
day and his recovery was unremarkable. He had great support from his wife, children and
his extended family. He also made significant lifestyle changes but did not enjoy the
lifestyle changes.
Participant three: Mr. Fred, a 52-year-old divorced, male had chest pressure,
called 911, and was taken to the hospital where 2 stents were placed. He was divorced.
He did not have much support during his cardiac recovery. He had self-destructive
behavior before the cardiac event and made huge lifestyle changes after the cardiac event.
Participant four: Ms. Susan, a 66-year-old single, retired female had chest pain
after she came back from the movies and called 911. Since she was single and had no
children, she asked her friend to accompany her to the hospital. She arrested in the
hospital and had one stent placed. After the cardiac event, she formed a new circle of
friends and activities and focused on enjoying her life.
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Participant five: Mr. Bill, a 63-year old self employed, married male was
diagnosed with coronary blockages after he had his MI. Because of the retrospect nature
of the cardiac event, he had no intervention for his blockages. He received tremendous
support from his wife and made significant lifestyle changes. His cardiac event also
motivated his wife to make significant lifestyle changes and they supported each other.
Participant six: Mr. John, a 49-year-old partnered male, had chest pressure, called
911, and was taken to the hospital and was diagnosed with coronary blockages. He had
ventricular fibrillation right after the cardiac catheterization, was stabilized and had
cardiac surgery the next day. His recovery was unremarkable. He had no siblings and no
children and lived with his partner. He made significant lifestyle changes and his partner
was a huge support during his cardiac recovery. After the cardiac event, he grew
spiritually and even converted himself into a Roman Catholic.
Participant seven: Ms. Martha, a married female in her 50s had chest pressure at
home, called 911 and was airlifted to the hospital and had a cardiac catheterization. She
was diagnosed with an enlarged heart and was treated medically. She received
tremendous support from her friends and family. Her recovery was complicated by
marital issues. She used mind-body interventions and holistic medical care to reduce
stress and maintain her optimal health.
Participant eight: Mr. David, a 58-year-old married, male was admitted to the
hospital for a kidney stone, had chest pain and was diagnosed with coronary artery
blockages at the same time. He was transferred to another hospital and had cardiac
surgery. His recovery was unremarkable. He received tremendous support from his
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family, friends and from his work. To remain committed to his lifestyle changes, he
continued with the phase 3 CR program.
Participant nine: Ms. Mary, a 70-year-old married, female was diagnosed with
coronary blockages after a stress test. She had three stents placed and her recovery was
unremarkable. Since she was involved in various activities prior to her cardiac event, she
had challenges and difficulties in reordering her priorities. She also made significant
lifestyle changes but diet was a huge struggle because her husband did not want to
change his diet.
Participant 10: Ms. Milly, a married, female in her 60s had chest pain, arrested
when she was on a flight on Christmas Day. She was transported to the nearby hospital
by the airport firefighters and paramedics. Before reaching the hospital, she arrested
twice in the ambulance and also arrested one more time at the emergency department.
She was managed with one stent and her recovery was unremarkable. Her husband was a
huge support for her. She made significant lifestyle changes but struggled with her work
after the cardiac event.
The Phenomenological Experience
The phenomenological experience was divided into five main categories (Figure
1). The first category “cardiac injury” describes the initial experience of the acute cardiac
event. The second category “choosing life and healing” describes the experience of
changes made after the cardiac event. The third category “living with heart disease”
describes the benefits of heart disease and participant‟s day today challenges of living
with heart disease. The fourth category “facilitators of healing” describes the factors that
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facilitated healing. The fifth category “barriers of healing” describes the factors that
hindered healing.
Figure 1
The Psycho-Socio-Spiritual Phenomena

Category 1: Cardiac Injury
The category “cardiac injury” was used to describe the initial response of
participants and their families to the acute cardiac event (Figure 2). This category
includes theme clusters: dramatic cardiac event, experience of shock and the awareness
of life and death. The theme cluster “dramatic cardiac event” was used to describe the
seriousness and the dramatic nature of the acute cardiac event. The theme cluster
“experience of shock” was used to describe the participants and their families‟ response
towards the acute cardiac event. The theme cluster “awareness of life and death” was
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used to describe the participants and families response to facing a life-and-death
situation.
Figure 2
The Cardiac Injury

The Dramatic Cardiac Event
The majority of the participants had an acute and dramatic cardiac event. Three
participants had arrested during the acute cardiac event. Ms. Milly was on a flight on a
Christmas Day when she experienced chest pain. Paramedics and firefighters rushed her
to the nearby hospital. She arrested three times before she went for a cardiac
catheterization. Seven participants had an emergent cardiac event and were rushed into
the hospital. Mr. David was at the hospital for the management of his kidney stone, when
he had the acute cardiac event. He was transported to another hospital for cardiac
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management. Mr. Mohamed had an abnormal stress test; he had a cardiac catheterization
and had CABG the next morning. Ms. Martha was airlifted from one hospital to another
hospital for cardiac management. Mr. Leo had CABG and had complications post
operatively. His chest was open for four days and he was in a coma for 10 days. He spent
a month recovering at a subacute facility before going home. Ms. Susan and Mr. Fred
were alone when they had the acute cardiac event but prepared quickly by calling 911.
The Experience of Shock
The theme cluster “the experience of shock” was used to describe the participants
and their families‟ feelings towards the acute cardiac event. The cardiac event was a huge
shock for all of the participants. Many of the participants had a family history of heart
disease. In spite of this knowledge, the cardiac event that they experienced was a huge
shock for the participants. Some compared themselves with their family members and
thought that they would get heart disease close to the age other family member were. So
when they had a cardiac event, they were shocked as they were “too young” to have a
heart disease. These participants were diagnosed with heart disease at ages 46, 53, 65,
and 70. All of the participants thought that they were too young to have a cardiac event.
Ms. Susan thought that she would get heart disease at the age of 84 like her
mother rather than at 65. She said “I knew how you know these things (family history of
disease) in the back side of the mind, that probably I would end up with heart problems.
But Jiminy Christmas, I was only 65, and that was supposed to happen – Mother‟s
happened when she was 84. So that was going to be when I was 85.” Mr. Mohammed
was also shocked as he felt that 50 was too young to have heart disease. He said “Well,
like I said, it was a total shock. I had – it was all the more of a shock …You know, I –
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even though I have a whole family history from my father‟s side of heart disease, but I
had never really focused on it. "Yeah, it'll come sometime. Fifty is still too young," kind
of thing.”
Participants described the cardiac event as “a wake-up call”, “hitting rockbottom”, “a gift” and “a miracle”. The reaction towards the cardiac event included: “oh
my God”, scary, fearful, angry, lucky, fortunate, blessed, frightening and interesting.
Most of the participants were scared and fearful when they had the cardiac event. For Mr.
John who had unhealthy behavior prior to the cardiac event, the experience of the cardiac
event was a wake-up call and like hitting rock-bottom. He said “Well, at first, you know,
this was a huge shock. First, admitting the fact that I had a heart attack, the reality that I
did, and the fact that I survived, but that I had to accept that I‟m not going to live forever.
You know, the heart attack was my hitting bottom, or rock bottom.”
Mr. Mohammed felt lucky and fortunate to be alive. He did not have any
complications during and after his cardiac surgery. Mr. Bill was resentful and angry as he
believed that he did not deserve to have heart disease. He compared himself to other
people who did not take care of themselves. He said doing all kinds of stressful things
(such as mountain climbing), any one of which presumably could have been fatal in
retrospect and fortunately, obviously, so I felt lucky and then I felt somewhat scared, and
then I must say that I feel – I don‟t know that angry is the right word but somewhat
resentful.”
Mr. David was at the hospital when he had the cardiac event; he felt that it was a
gift and a miracle for him. He said, “And so, all of this just made perfect sense. So, my
whole view of what happened here is not, “Oh my God. Poor me,” but, “I just got
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another 20 years.” At least from the cardiac side.” For Ms. Mary, it was a frightening,
interesting and a life- changing experience. She said “It was a very interesting – I guess it
was a little frightening but I really found it more interesting than frightening …. So it was
just a – well, as far as a life-changing experience, that was a life-changing experience for
sure, you know.”
Participant‟s family members and friends also experienced shock towards the
cardiac event. Some of the family members were shocked because their family members
were the healthiest person that they knew. The cardiac event was also shocking because
there was no family history of heart disease for some. Mr. John‟s family and friends were
shocked because he was too young and did not have any problems prior to the cardiac
surgery. Mr. John said, “I think there was a lot of shock. I think with any event like that,
there‟s probably shock and, “Oh, my gosh.” I think what I heard often was, “You‟re so
young, and you haven‟t had any problems up until now,” and those sorts of things.” Ms.
Mary‟s children also had a similar reaction when she had the cardiac event. She said,
“My sons came, you know? “Mom? How can this be? You‟re the healthiest person I
know.” I said, “Well,” and it is in my family. I have had some heart issues with other
relatives.”
Some family members were expecting other family members to have the cardiac
event but were shocked when the healthiest person that they knew had the cardiac event.
For example Ms. Milly‟s husband was surprised when Ms. Milly experienced chest pain.
He took it seriously and told the flight crew that his wife was having a heart attack. Ms.
Milly described it as “I said, “I feel sick. I think it‟s my heart.” And he looked at me
with such astonishment because he‟s the one who has a history of heart disease. I have
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none, none that I was aware of or felt was of any significance, and I‟ve been described by
everyone as the healthiest person they know, so this did not compute for him.”
The Awareness of Life and Death
The theme cluster “the awareness of life-and-death” was used to describe the
experience of facing mortality. The cardiac event made the participants more aware of the
temporality of life. Mr. John came face-to-face with his own mortality and realized that
life was so fragile and could be changed in a minute. He said, “I think it emotionally, just
the realization of being so fragile, and then life being so fragile, realizing that things can
change so quickly in an instant, and really forever. That was clearly something that
dawned on me, so to speak, afterwards.”
As Ms. Mary experienced her cardiac event, she described mentally reviewing her
life and evaluating whether it was okay for her to die at that moment. She was happy that
she raised her two children and had a content life. She said, “I guess I thought about my
life and my family and that kind of thing, you know, that I had a very good life … I feel
like I‟ve done a lot of things, I‟ve raised two beautiful children and, you know, even
though my husband and I have had a stressful relationship, he is a very good man, has
always been adoring of me.”
Ms. Martha felt that her work was not done and was worried about her family.
She said, “I was not afraid to die. I really was not afraid to die. I thought, “You know
what? This would just be another adventure. My body will be – my energy will be
transformed into a different way … the next thought was, But my work is not done
….What would my family do if something happens? I don‟t want to go out like this.”
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For some of the participants, the awareness of the life-and-death situation was
closely related to their spirituality. Mr. Mohammed had a huge spiritual struggle the night
before the surgery asking God for more life. He said,
“So I have that one evening where I think I went to probably one of the most
intense spiritual experiences of my life where, "Okay," I said, "maybe this is it,"
you know? It was – I'm a fairly spiritual person but this really was, and for
several months afterwards, I couldn't actually relate this without breaking down,
but because what happened was – so, you know, I was being prepared. I was
being showered and shaved and all the rest of it but my mind was sort of worrying
away, you know, in terms of prayers of various kind. But the key prayer for my
own health and life or whatever, I found very hard because I couldn't make a
rationale – I couldn't put a rationale (as to why I should live longer) together for
it. You know, in other words I couldn't make a case to God.”
Ms. Mary described being refocused on a spiritual quest. She said “I would say
it‟s kind of brought it (spirituality) back into focus again and so I think that I think about
it more again, you know? I don‟t know whether that just has to do with the fact that you
are facing mortality when you have heart problems or it‟s just a good opportunity to reexplore these things and I‟ve had some conversations even with some of the people here
(cardiac rehabilitation).”
Mr. Fred questioned if there was an afterlife. He said “So the heart attack
changed that only because it made me look at the – I look at things very differently now.
I‟m much more questioning. I took things for granted that now I question, like the idea
of life after death, the idea of an afterlife,” For Mr. Leo and Ms. Susan, they described
surviving their cardiac events because God was not ready for them. Ms. Susan described
it as “I was a heaven reject and that the good Lord wasn‟t ready for me and I must be here
for some reason. Still haven‟t figured that out. Probably never will. But I wanted to
enjoy my life.” Mr. John became closer to God with more prayers and dialogues. He said
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“More prayer. I‟ve always been a believer, but I felt closer somehow, than prior to the
event, and probably had more dialogue between myself and God.”
Ms. Susan described death as “white”. She believed that when she dies she would
close her eyes and open her eyes in heaven and see all the people that she had missed.
She was not afraid of death like her mother. When she had the cardiac arrest at the
hospital, she had a surreal of experience of two bright white lights coming together but
never came together. When she woke up, she heard people saying that she had come
back. She did not understand initially but later realized that she had a cardiac arrest.
Now, when I was out, I saw two white lights coming together. There really is a
white light out there, folks, but there was no end of the tunnel and they (white
lights) never came together. Then, I woke up and everybody said, “Oh, she‟s
back!” I thought, “What are they talking about?”
For Ms. Milly, when she had the cardiac arrest, she came from a black space
which was comforting, nonthreatening and peaceful. She did not want to come back into
the confusion and chaos in the emergency department. She was not happy that she was
still there. She did not believe in God or any higher power. Sometimes she became
emotional as she wondered about the black space.
I came back from a very black place. I was in a comfortable place. I was – but it
was all black, and it was a comforting, enveloping blackness. And I awoke with a
jolt as if I had been dropped down on the table with a thud, which I guess I had, to
noise and commotion and confusion and a whole bunch of faces and bright lights,
and I was not wanting to come back to that.
Thus, the category “cardiac injury” described the participant‟s dramatic cardiac
events, the experience of shock and the awareness of life and death situation. Participants
then made a decision to choose life and heal.
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Category 2: Choosing Life and Healing
The second category “choosing life and healing” was the most important category
as it ties the whole experience together. If one had not made the decision to choose life
and healing, none of the positive changes would have happened. This category includes
the theme clusters: making a decision and reordering priorities (Figure 3).
Figure 3
Choosing Life and Healing

Making a Decision
All of the participants made an important decision. It kind of clicked in their mind
all of the sudden as though a light bulb just went off in their head. All participants chose
to live and knew that they needed to make significant lifestyle changes in order to do so.
The majority of the participants made the decision to make important changes right after
the cardiac event, but for some it took more time. Mr. Fred described,
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Life. Choosing life over death. Really, it becomes that simple … As I said, I was
a very heavy smoker before. Well, I quit immediately, and that was actually
really easy. Everyone says, “God that must have been so difficult.” It‟s not. It‟s
easy. You smoke and die. You quit and live. It‟s not that difficult. I quit eating
red meat. I can have a steak, and I can probably die. I can have a piece of
chicken and live. Life and death is a really good motivator, at least for me. I
have to exercise. I don‟t want to exercise, but I have to do it. So I chose life over
death.
For another participant, Mr. Bill, it happened soon after the doctor discussed the
seriousness of his heart condition. He said, “Oh, I think they (life style changes)
happened pretty quickly after I was told. This was not something that you mess around
with so I‟m a fairly smart guy, too, and when they tell you that this (cardiac event) used
to be fatal, you know, and then you sit up and take notice.”
Participants decided to choose life and make the necessary lifestyle changes to
live with the heart disease. All of the participants decided to include exercise as part of
their lives, lose weight, eat a heart healthy diet, and enroll in a CR program. Some
participants also decided to try and reduce their stress. For example Ms. Susan woke up
one morning in the hospital and said that she decided to live and make changes needed in
her life. She said,
So I woke up. I came in here (to the hospital) early Monday morning. I woke up
Tuesday morning, and our associate minister walked in. I looked at her, and I
said, “I decided something.” She said, “What?” “I want to live.” And she looked
at me, because they didn‟t know at the time what had really happened, and I was
putting it together. And at that point, I just made up my mind I was going to lose
weight and I was going to get in an exercise program. And that was it. I just
decided, and I did.
Mr. Mohammed also realized that exercise was missing from his life and so he
decided to enroll into the CR program as suggested by his cardiologist. He said, “But one
thing that was missing in my life – because like I said, I was reasonably careful with diet
and so on – the one thing that was missing was exercise. I mean, I hadn't exercised for 40
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years … too busy … So when I thought about that and the doctor sort of suggested the
cardiac rehab, I enrolled and this is one of the best things that ever happened to me, you
know? What I wanted - exactly what the doctor had said, you know, "It'll add to your
self-confidence."
Thus, the decision to choose life and heal motivated participants to make certain
decisions and change their lifestyle. They had to make a conscious decision to live and
heal. The decision to live and heal made participants choose what was important and not
important in their lives that led to reordering the priorities in their lives.
Reordering Priorities
All participants reordered their priorities. Reordering priorities was a challenge
for some participants. For the majority of the participants, getting to CR and exercising
was their priority. Sixty percent of the working participants went to CR before work, after
work, or during lunch break. Mr. Bill had to change his work schedule to get to CR. His
priority was to get to CR and to take care of himself. He would have accommodated his
clients‟ schedules prior to the cardiac event but not after. He described,
Yeah, so as something on the mundane level, you know, something as simple as
schedule is a change, you know? More profoundly, I – it sort of reordered my
priorities, in a way. I‟m now much more important to me than my clients are so
whereas, in the past, I would‟ve accommodated to them. I don‟t do that anymore,
you know? I have a place to be and a time to be here and if you can‟t live with
that then find somebody else but I can‟t do that, and I‟m the whole way that I
relate to work has changed and from – I don‟t push myself nearly as hard as I
once did, you know?
Mr. David had to block out three hours of his morning time for CR. His priority
was to exercise, follow his new diet and take care of himself. He said, “So, at the top of
my list was exercise. That was – if I had to make my list of priorities, so, exercise was
the top of the list. Diet was going to be the next. Self-care was number three. Those
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were the top three priorities. That was basically it ... The first is: I blocked out my
mornings. I don‟t show up (to work) in the morning … But other than that, I basically
told folks: (at work) I‟m not here before 12:00, and I was going to dedicate that time to
come here (cardiac rehabilitation).”
Participants wanted to spend their time only for things that mattered to them and
also with people whom they wanted to. As Ms. Susan said “Some of the things I was
doing with them (work friends) weren‟t stimulating. They were just time consuming.
Whereas it was like – this (heart disease) sort of gave me an excuse to back out of some
of those relationships or to keep them down real low, because I‟m finding other things
and more. It‟s fun.” Participants also recognized that life was too short to be spent on
trivial, small and unimportant things.
Ms. Mary was involved in numerous activities prior to cardiac event. She was a
tennis player and she participated actively in many women's groups. It was challenging
and distressing for her to prioritize her activities. At the same time, she wanted to be at
CR as suggested by her cardiologist. Therefore she went through a period of juggling and
balancing. She struggled with determining how to reorder the priorities in her life. She
said,
And the refocusing of my time and my life and my putting my priorities in order.
It‟s difficult for me, very, very difficult because and part of it is the fact that I do –
here‟s another [laughter] weird part of me, personally, I like to do things with
people that enjoy the thing to the extent I do therefore I have different people that
I do different things with so when you cut something out you are going to cut
some people out, see what I mean? ..but I‟m just to the point that I am now used
up. I‟ve got to find a way to scale back and that‟s a challenge right now.”
Thus choosing life and healing warranted CR participants to make a decision and
reorder their priorities to manage their heart disease. The priorities were mainly reordered

52

to include the lifestyle changes such as exercise, diet and stress management. The
lifestyle changes were facilitated by factors that included: a positive attitude and
commitment, cardiac rehabilitation, mind-body interventions and social support.
Category 3: Facilitators of Healing
The category “facilitators of healing” was used to describe the factors that helped
the participants to make the necessary lifestyle changes and live a healthy life in spite of
having heart disease (Figure 4). This category included theme clusters: a positive attitude
and commitment, cardiac rehabilitation, mind-body interventions and social support.
Figure 4
The Facilitators and Barriers of Healing

A Positive Attitude and Commitment
The majority of the participants reported that a positive attitude and commitment
to themselves were important keys for a successful cardiac recovery. Mr. Mohammed
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accepted the fact that he would never enjoy exercise but made a commitment to exercise.
He said, “So one of the things about exercise is and, you know, and I accept that about
myself and it's – I always have believed that in order to change, you first have to accept
about yourself, you know, so I accept the fact that okay, I don't like exercising. I don't
like getting up and, you know, where some people love it, you know.”
For Mr. Fred, commitment was the key to success for his lifestyle changes. He
said that one could not be helped unless he made a commitment to change himself. He
said “the only one who can do it is you, really, and you have to make the commitment to
yourself. Once you do that, you‟ll have all the support you need. But until you make that
commitment, it‟s like an alcoholic. He will never stop drinking until he decides to stop
drinking.” Similarly Ms. Susan also made a commitment to herself to lose weight and
exercise after her cardiac event.
A positive attitude was important for Mr. John, Ms. Martha and Mr. David. Mr.
John said, “I think remain positive, keep a focused, positive outlook and focus on what
you can get accomplished, and hopefully you‟ll feel well enough that you can focus on
those positives and move forward. I think attitude is key. I think it really is important to
have a good attitude, and I think that sets the stage for a lot of positives in terms of trying
to deal with the challenges that a heart attack or a critical illness might bring.”
Ms. Martha decided that she was going to have a good experience irrespective of
the environment. She considered herself as a resilient person. And she said,
I mean, I‟ve had an overall excellent experience because I‟m going to have a good
experience unrelated to the environment; I‟m going to make it a good experience
for myself. I‟ve made that decision … “I‟m going to make it good.” But that‟s
who I am, because I‟m a pretty resilient person.
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Mr. David had such a positive and grateful attitude. The positive attitude helped
him to put his family and healthcare providers at ease during the cardiac event. And he
used humor during the stressful situation. He said, “I was almost giddy, actually, in my
attitude. Again, „cause of my situation, I think that this was just the way I looked at it.
Extremely positive and grateful.”
Cardiac Rehabilitation
The theme cluster “cardiac rehabilitation” was used to describe the positive
experiences that participants had at the CR setting. This theme cluster included three
themes: lifestyle changes, a safe place and cardiac support group.
Lifestyle changes.
The lifestyle changes important for all of the participants included: exercise, diet,
stress management and smoking. None of the participants exercised consistently prior to
their cardiac events. None of the participants ate a healthy diet before the cardiac event.
All of the participants completed the phase 2 CR program. Seven transitioned to the
phase 3 CR program and the remaining two participants continued to exercise in new
environments.
Exercise.
Cardiac rehabilitation gave an exercise routine for all the CR participants.
Participants exercised either at CR or at home or at the nearby gym. The majority of the
participants exercised at least three days a week and for one to two hours a day. The
exercise activities included: walking, biking, spinning, cardio activity, rowing and others.
In addition to the exercise routine, some participants also did activities such as playing
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tennis and participated in yoga. Mr. Fred described his exercise routine as cardiovascular
exercise for at least an hour for five days a week. He also walked his dog four miles a
day. He said, “So now I do – I try to do five days a week, but more realistically, it‟s four.
Like today, I didn‟t go because of the weather. As a rule, I do at least an hour. I do an
hour of cardio at least four or five days a week, plus, I walk an additional four miles a
day just walking my dog.”
Mr. David completed his phase 2 CR but wanted to continue with phase 3 because
of his inconsistency with exercising. So he made a renewed commitment to come to CR
and exercise every day. He said, “After the first 36 visits, then when I got to phase two
(phase 3 cardiac rehabilitation), I could work out at home … So, this month, starting
May… my commitment is: I‟m in my head thinking, “I‟m coming here (cardiac
rehabilitation) every morning.” And if that leads me to come – end up three times a
week, fine, but I think that‟s the only way. So, every single morning, I intend just to
come here. So, so far, I came for four days on the first week. We‟ll see.”
Mr. John did not have a flexible job as Mr. David and couldn‟t get to CR every
day since it took 3 hours of time from his day. He set up a home gym with his partner and
wanted to exercise at home. He said, “We have a gym at home that we were fitting out at
the time, and so my decision was to continue exercising at home assuming there weren‟t
any problems that developed and that would be the way I‟d go.”
Diet.
All 10 participants reported changing their diet to a low-fat, low-caloric heart
healthy diet. One of the changes included reducing and even eliminating red meat from
their diets. Some of the participants substituted meat with fish. The majority of the
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participants increased their intake of vegetables and fruits in their diet. Others reduced
their consumption of soft drinks. Participants followed portion control guidelines and also
became more aware of the ingredients in their food. Most of the participants received
information from CR nutritional counseling, brochures, the internet, and from other
healthcare providers. Some of the participants knew what they had to do prior to the
cardiac event.
Mr. Leo changed to a predominantly vegetarian diet. He ate fish twice a week and
also ate turkey burgers. He said, “Yeah, beans twice a week. Beans twice a week, tofu
twice a week. Fish twice a week. Turkey burgers once a week.” Mr. Fred also changed
his diet but it was the most difficult part for him. He said,
The most difficult part of all of this is the diet. And it wasn‟t quit eating red meat,
even though I would eat steak four times a week before. It‟s not having a cookie.
I mean and I just – you know, not having that extra slice of pizza.
Mr. Bill also found that following a heart healthy diet was difficult. He needed
help selecting the right food. He attended a nutritional counseling session at CR. He said,
“One of the hardest parts of this, for me, is figuring out the diet stuff, you know? There
are a thousand different people who could give you a thousand different bits of advice
about what you eat, when you eat, that kind of stuff.” Mr. John eliminated fatty and high
caloric food from his diet. He said “I‟ve pretty much eliminated cheese from my diet,
sour cream, those sorts of things … So but I certainly have amended my diet. I‟ve tried
to eliminate a lot of unnecessary fat and high-calorie items.” Mr. David also changed his
diet to a Mediterranean whole-grain diet. He said, “And so, I‟m eating a Mediterranean
whole-grain diet with minimal red meat. I actually don‟t eat red meat at all, and minimal
animal protein except fish. Mostly good fats and whole-grains. It‟s a vegetable diet.”
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Stress Management.
Seven of the ten participants attended the stress management class at CR and
found it very helpful. Three of the participants also used the psychological counseling
services available at CR. Mr. Fred said, “I took the stress class, learning that the stressors
that I‟m under that lot of people are under. That made it easier for me. Also, learning
how simple techniques – breathing. Breathing. Something that we take so for granted.
Breathing can be a great way to calm down.” Ms. Susan used the counseling services at
CR and learned that many of the emotions that she was experiencing were normal. Ms.
Mary also used CR counseling services as she had many difficulties in reordering and
accommodating the changes that she needed to make in her life.
Smoking.
Only Mr. Fred smoked prior to his cardiac event. He never did anything without a
cigarette in his mouth but when he was faced with a life-and-death situation he quit
smoking.
A Safe Place.
All of the participants reported that CR was a safe place. CR gave the participants
the self-confidence they needed to exercise while being closely monitored by the CR
staff. Mr. John said, “I wasn‟t confident – didn‟t have the confidence that I could do
certain things, or was somewhat concerned about my abilities to do them safely and
without causing further harm to myself. But with the rehab, I was able to realize that –
to, number one, build my strength up, and, number two, to realize that there were things
that I could accomplish safely, and I still had the capacity to do.”
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Mr. David had hypotensive episodes when he exercised. He was asked to lie
down three times in the last year at the CR setting. He preferred to exercise at CR. He
said,
I tend to have hypotension during the episode sometimes … when I finish
working out here, my pressure is 82 over 55 sometimes. Sometimes it‟s dipping
to the 70s, and then I pass out, actually. I get real dizzy. So, three times in the
last year, I had to actually lay down, and they brought me into the room right here
(cardiac rehabilitation), and so, I kind of know where that is, and so I kind of cut
my beta blocker dose to just try to notch it up five points – but I‟d rather do that
(adjusting medication) here than anywhere else. So, it‟s just a little safer. Now,
when I work out in the gyms, I just don‟t do it as intensely as here (cardiac
rehabilitation).
For Mr. Bill, he would rather exercise at CR than a nearby gym as he was afraid
to do exercise alone. Participation in CR has increased his self confidence to exercise at
home. He said,
One of the things about the cardiac rehabilitation here as opposed to a gym with a
personal trainer and all that is that you‟re monitored and if you have confidence in
the people who are here and I do, it‟s an enormous relief. I mean it took me – we
have a tread mill in the house – and it took me a very long time to get to the level
of confidence that I would do the treadmill in the house when no one was home
because I didn‟t know so, I mean, having people watch you over a period of
months and tell you you‟re okay, it is a very big help and I think the peer group,
you know, I mean, I have a gym for all intents and purposes three minutes from
my house. I could join that and I have a feeling it‟s not the same but I like this.
Ms. Milly also described feeling more comfortable and safer exercising at CR
setting. She said, “And I‟ve got these people (cardiac rehabilitation staff) at the desk who
are jumping up and down if my heart rate goes up too high and – while I‟ve got that
monitor on, and so I trust them completely that I‟m going to be safe here. And I – there
certainly were times, in those first months, until very recently, when my chest hurt, when
my sternum hurt. All of that CPR broke my sternum or fractured my sternum in many
places … when they did the CPR for so long on you, they bruised your heart muscle ... So
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here were people monitoring me so closely and doing research and coming back to me
and saying, “Here‟s why you're feeling the way you are.” I thought, “How can I get
better care than this?”
Thus, CR provided a safe place to exercise and to build self-confidence during the
initial stages of recovery. Not only had the CR staff and setting made them comfortable
but they also received support from their CR peer group.
Cardiac Support Group.
The theme “cardiac support group” was used to describe the support received
from the fellow CR participants. Most of the participants were benefited by the peer
group support from the CR program. Since participants shared similar heart problems,
they learned and supported each other. Participants also found it positive to be around the
elderly people at CR because they gave hope to the participants that heart disease was
manageable if they did what they were supposed to do. Ms. Susan said,
And you‟ve got this strange friendship with them anyway, you don‟t know what
their last name is, but you know all about their heart problem. And every now
and then, they‟ll say, “I was really afraid about that,” … “Here are these big
grown men, can say that to me, because we have this thing in common.” So I
think it‟s kind of a real small – It‟s a real strong support group, and you need a
support group when – And some of these people are really – One man, I figured
out from what he said the other day. He must be 90, and here (cardiac
rehabilitation) he is coming to exercise, and you think, “Wow, they‟ve really got a
desire to live …” So you‟re around a bunch of people that really want to live, too.
So that has to be a real positive thing.
Mr. Bill also felt the same the way. The elderly participants at CR gave him
confidence. He said,
You see a lot of people who are a lot older than I am who have been doing this for
some number of years and that leads you think that, “Well, of course, everybody
dies eventually, but it‟s not imminent.” I mean, look, if these guys are shopping
around, and they‟re 75 and 80 and all that kinda stuff, and I‟m only 63 so there‟s
that so there is a sense that if you do what you‟re supposed to and you follow
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directions and all of that that (cardiac disease) this is manageable … doing this
(cardiac rehabilitation) has been very helpful, one, because, just like everybody
else, nobody likes to work out particularly, so having this peer group and having
this group of people who, in one way or another, share what you have, you know,
it‟s a very good thing.
Mr. John also described the benefits of the peer group as, “I also appreciated the
camaraderie with the other folks that were in the rehab program. I was probably on the
younger end of that spectrum, but we all have the same challenges and have the same
experiences or very similar experiences, so I really did appreciate that, overall, very, very
positive.” Ms. Milly was not happy initially at CR because she did not want to be
considered as one of the sick and frail elderly CR participants. She later described her
peer group as extraordinary people. She said,
And I initially was dubious because I don‟t want to be considered someone who‟s
sick with 78 year old men who seemed frail, but they‟re not frail. They‟re
working out hard. They‟re working out as hard as they can. Some of them are
frail, but others are – have either – they still have the heart monitors on, and so I
know that they had some kind of recent, but they‟re chatting away about their
lives, their doctors, their lawyers, their – one is a doctor, but he‟s a beekeeper.
We‟ve just got lots of stories. One man loaned me a book about [Country] that –
when I thought I was still going. We have wonderful conversations. They‟re
really interesting people that I wouldn‟t ordinarily meet.
Mind-Body Interventions
Seventy percent of the CR participants engaged in activities such as exercise,
walking, nature, prayers, books, music, biofeedback mind-body activities such as
meditation, focused breathing, yoga, and support groups. Mr. Bill attended the CR stress
management class and also took the yoga class that was offered at CR. He described yoga
as very satisfying and a challenging experience. He said, “I had never done this yoga
before and always sort pooh-poohed it and found it – did it here (cardiac rehabilitation)
and found it enormously challenging, enormously satisfying and I‟m very disappointed
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that they‟ve stopped. I mean, I really got to look forward to it and that was another peer
group, smaller.”
Ms. Martha experienced tremendous stress after her cardiac event. She had
professional friends who recommended biofeedback, yoga and some books. She said,
I just had this image, because I could look on the screen, of my brain kind of …. I
could see myself sort of pulling it – because I had that mental image. So, every
time I would feel – emotionally, I‟d start feeling the pain, I‟d start thinking about
my brainwaves, and I‟d think about, okay, I‟ve got it – what do I need to do? So,
it was an objective representation of moving into the more of the parasympathetic
state, right? That‟s useful for me, „cause I am a thinker. It (biofeedback) was just
very useful to me. And then she (friend) said to me, “I want you to get this (yoga)
tape. I want you to get the book. It‟s The Open Brain.” I don‟t know if you‟re
familiar with that. It‟s called The Open Brain. And then, she (friend) gave me
another CD which was a Yoga tape – a CD.
Mr. David managed his stress and refocused himself through meditation. He said,
“So, the combination – I also meditate every day. Not for 45 minutes – I‟m not, but I‟ll
do ten minutes at a time, just to kind of bring yourself back … Just mindfulness. Simple
breathing. Just a way to self regulate. I‟m not looking for new meanings or things; I‟m
looking to simply calm down.”
Ms. Mary received support from women she participated in groups with. She also
managed stress by immersing herself in nature. She said,
I play bridge with a group of women that I‟ve been playing – well, and I find
women to be a big part of my therapy, you know? They are more in tune with my
thinking, so if I feel like discussing something with them, but the main thing is I
relax and have a nice time.
When I‟m walking on my own, I go to places where I walk on a big field. I don‟t
usually see other people but if I do I‟m not there with them, you know? I‟m sort
of just enjoying being out in nature and I love trees. I love water. I love to look
at water. I also, I think I – don‟t know … I can just kind of almost take myself on
a little meditation and I went so far as to put an addition on my house that is all
windows so that I can look out into the green because I find greens and blues very
calming, like that picture, and whereas like reds and yellows are going to just
drive me crazy.
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Thus, mind-body interventions helped CR participants to relax and to recuperate.
Participants also received social support from families, friends and others.
Social Support
The theme cluster “social support” was used to describe the support that
participants received during and after the cardiac event. This theme cluster includes
themes: family support, friends support, support from others, and medical support.
Family Support.
Participants received most of their support from their immediate family members.
Spouses played a major role in the family support. They were a tremendous support for
all married participants and the one partnered participant. Mr. Mohamed felt very much
supported by his wife. She assisted him with showering, getting out of bed and walking.
He said, “So my wife was just unbelievable in terms of support and that made an absolute
difference, absolutely and, you know, and I mean, she's always been supportive but I
never really treasured it as much as I did then and I have told all my friends about it, you
know, which makes all their wives very jealous.”
Mr. Bill also said that his wife was supportive of his lifestyle changes and said,
“It‟s much easier to do this if two people are, in a sense, in it together than – I mean, if
one of them is worried about what one eats and the other one is bringing in Chinese food,
I don‟t know, so I mean, … I have a tendency – to backslide, you know, so it‟s good to
have somebody who says, “No, we‟re not going to buy the processed” this that or the
other thing, “because it‟s not good for you.”
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Mr. John had CABG as a result of his cardiac event; he needed physical support
during his recovery. Mr. John said that his partner‟s support made him less anxious as the
cardiac event was his first major health issue in his life. Similarly, Mr. David's wife also
supported him physically after his cardiac surgery and later to maintain his lifestyle
changes. He said,
I mean, I couldn‟t walk five minutes without being completely wiped out. To
take a shower in the morning was a 45 minute exercise. It took me 20 minutes
just to think about getting out of bed to take a shower, and I couldn‟t be in the
shower for more than five minutes and I was exhausted … Her support was
wonderful.
For Ms. Mary, her husband was supportive and reassuring when she felt down
about her progress at CR. Her husband reassured her and said that she was doing great
and even changed his lifestyle when Ms. Mary asked him to exercise and quit smoking.
Some participants including Mr. Leo, Mr. Fred and Ms. Susan did not receive as
much support from their immediate family members but did from extended family
members. Mr. Leo's wife had health issues and so she was in need of help herself and
could not support him but rather needed support from him. His sister supported him
initially and he also received support from his neighbors and friends. Mr. Fred was
divorced when he had the cardiac event and his ex-wife did not even bring his children to
the hospital. But he received support from his girlfriend.
Ms. Susan was single and had no children but she had cousins who supported her
during her cardiac event and recovery. Ms. Martha received meaningful support from her
granddaughter during her baptismal ceremony. She said,
All of a sudden, she goes, “Well, Grandma, I want to read you the letter that I
wrote to Jesus.” I was like, this makes me – this could make me cry. She opens
the letter and she says, “I love my grandmother. She just had a heart attack. I
care about her. Please make her live. I want her to see my – all these things
64

happen in my life.” To me, it was so beautiful.
The kid (grand daughter) came at me like – with like this pure love, just a pure
love, just couldn‟t stop hugging me. “Oh Grandma.” I mean, she‟s a 13 year old
kid. This is – “Grandma, I‟m so happy you‟re here. I just love you so much.”
She just was so – it was like pure love coming at me ... It was like, oh my God,
that‟s what everybody really needs.
Friends Support.
Participants also received tremendous support from friends. When Mr. Leo had
his cardiac event, his neighbors and his friends helped his wife by bringing food and
helping to drive Mrs. Leo to the hospital. Mr. Leo said, “Fortunately, we had a good
network of friends that took care of my wife and – she doesn‟t drive. And so we had a
good network of friends that helped out with buying her groceries and bringing her
groceries and things like that. I had another friend that would bring her to the hospital to
visit me.”
Ms. Susan had a big network of friends who supported her during her cardiac
recovery. She received support from her friends from work and her friends from church.
She also received support from her church minister. She said, “My support really is from
my church. They are great people, women, all around my age. We were all on session
together, on committees together, and I am closer to them than I am to my (work)
friends.”
Mr. David also received immense support from his colleagues at work. He said,
“Then I was overwhelmed for the next six weeks by cards, letters, gifts that came out.
The outpouring of support – I got this huge card from the (work), „cause they had a big
event, and then they were all worried, and so – that was very meaningful.”

65

Support from Others.
Three participants received support from other people with cardiac problems.
They discussed medications, reordering priorities and other cardiac management issues.
Mr. Bill said,
Somebody told me – it‟s interesting when you‟ve had a heart attack and maybe
it‟s the same if you have cancer or another serious illness that, when it becomes
known, then you find out that there are a whole lot of people that you know and
that you interact with who have had heart attacks as well so during the source of
all of this, I was talking to somebody and he said, “The most important thing that
you can do,” from his experience, “is you have to remember to take your meds.
You can never think that no matter how good you feel, you don‟t need the
medicine anymore,” and I thought that was sort of obvious but it‟s not! I can see,
you know, on days like when you feel good, you say, “No, maybe I shouldn‟t,
maybe I don‟t have to,” but you remember that lesson and you do, so there‟s
that.”
Mr. John said, “I do work with a gentleman who has some cardiac issues. I didn‟t
know that prior to. But then after I returned to work, he came to me and said, “I‟m doing
this, and this, and this.” So we‟ve talked.” After the diagnosis of heart disease, one of the
former tennis friends of Ms. Mary came in contact with her. At that time, Ms. Mary was
struggling to re-order her priorities and found talking with her helpful. She said,
I have a very good friend who was a former tennis friend who has gone
through a very similar thing so, of course, I find I really value her. She
did this. She had this about a year or two ahead when she had the whole
bypass business so I find it somewhat helpful to have a very good friend
who‟s experienced similar things so, you know, she‟s been particularly
valuable.
Medical Support.
Some participants reported that healthcare providers supported them during their
stay at the hospital and also at CR. Mr. Leo said that the staff members at the hospital,
subacute rehabilitation and at CR helped him with his recovery. Mr. Mohammed also
said,
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The nurses at (hospital) made a huge difference because you know, you'd have a
nurse come in and she'd light up the room, you know? But similarly here (cardiac
rehabilitation), the attitude makes a huge difference. They're all smiling, all
encouraging, you know, and all young … It made a huge difference.
Ms. Martha was also reassured by a nurse‟s aide in the emergency department at
the hospital. She said, “There was one woman who was like, I think, a nurse‟s aide – she
was not a nurse. She just held my hand and just said, “You‟re going to be okay. You‟re
going to be okay.” She just said those words, which were really very meaningful to me
in terms of helping me to get my head organized a little bit.” Ms. Milly also had similar
experience with the firefighter and the nurse at the hospital. She said,
The nurse was named … she is an African-American woman who was right in my
face on my right hand side, and I woke up to her … In between the ER and the
cath lab, running down the hallway, (the nurse) said to (my husband) “She wants
to tell you she loves you.” … And he leaned over and kissed me … (The nurse)
had come up because I had, of course, that groin bandaging, and she had come up
and she had fussed about someone messing with her bandaging and no one
touches her patients, and boy, they better watch out, and I was her girl, and I was
this Christmas miracle throughout the hospital. So she (nurse) sat with me for 15
minutes putting pressure on this (groin) before she pulled the catheter out. So I
got a lot of good stories.
Thus, facilitators of healing helped the CR participants to cope up with the cardiac
event. A positive attitude and commitment, cardiac rehabilitation, mind-body
interventions and social support helped participants with their healing. Participants not
only had these facilitators but also had some barriers to healing.
Category 4: Barriers of Healing
The category “barriers of healing” was used to describe the challenges and
difficulties faced by the CR participants during and after their cardiac events (Figure 4).
This category included two theme clusters: lack of support and psychological distress.
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Lack of Support
Ms. Mary found it challenging to eat a healthy diet because her husband liked to
eat fatty and rich foods. She said that she might have to cook two meals to satisfy both of
their needs. She described it as a constant battle. She said “He loves sausages and all
kinds of things that are terrible for you and it‟s a problem. It would be nice if he would
be – have a cooperative attitude and just say, “Well now we‟re going to eat veggies,
many more veggies, and much more fruit and so forth,” but, you know, even that, in
itself, is a little stress-producing.” Social support especially spousal support was
important during cardiac recovery.
Some of the participants reported lack of support from their healthcare providers.
After the cardiac event, Mr. Mohammed was asked to exercise but didn‟t feel like he was
encouraged enough to do it. He said “It was one of the things that was in the brochures
that was handed to me at the time. I mean, you know, the thing about exercise is that
most doctors, even now, basically, you know, say, "You really should be exercising," and
that's about it. You know, it's not like, "Look, this is a prescription. You have to
exercise," you know, regularly.”
Ms. Martha saw her cardiologist because she continued to have chest pain after
the cardiac event. She said,
I went to the cardiologist, and he was – he‟s a nice guy. He‟s a young guy, he‟s
fine, whatever. He‟s like, “Your problem is hormonal.” That‟s what he said to
me. And I was like – and he goes, “And I don‟t know anything about this
hormonal.” And I was like, “Shit. You don‟t know anything about it? You do
not know anything about this?” I didn‟t say this to him, but in my head – he‟s
smart, he‟s a mechanic, he‟s a car mechanic, he‟s not looking at all these other
variables … I‟ve got to get out of this medical model. Get me out of the medical
model. I am not a victim. I am a partner in my own damn health here.
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Lack of support from family and healthcare providers caused additional
challenges for participants. Participants also experienced psychological distress.
Psychological Distress
Participants reported feelings of depression and anxiety at different points in their
cardiac recoveries. Mr. Leo was worried about his chest pain prior to heart surgery. After
surgery, he was worried about his heart damage. He said “I had anxieties – anxieties
about not being able to do things because I – maybe after a block and a half, I‟d have to
stop. I have permanent heart damage. I mean that‟s one – that‟s one anxiety that I have
that, I could still overdo it, I suppose, and people warn me about that, you know, over –
over activity.”
After the cardiac event, Mr. Fred was depressed. He was fearful to let go of his
unhealthy behaviors and was hit by the reality. He said “After the shock wore off, I went
into a deep depression. I was very fearful. I felt like my life was over. Coming into this
environment in cardiac rehab, I mean I was literally 50 years old, and everyone else here
was at least 25 to 30 years older than I am, and I could barely do four minutes on a
treadmill. So it was rather depressing. I thought I was going to die.”
When Ms. Susan had her cardiac catheterization, her cardiologist showed her the
image of her heart. She was concerned about the scarring and that her heart was not able
to function properly. And she was also worried about death and being alone. She said,
“Well, talk about getting depressed! Because he said, “Oh, the scarring wasn‟t bad.” So I
still have, in my vision, the little heart that‟s just pumping away, and with a little round
thing, and there would be no scarring or anything. It was ugly. I thought, “Oh, this is not
very good.” … So you do think about that (death), how will I lay in bed or who‟s going
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to find me when (laughter). So being single and being by yourself, you have to do a little
bit more thinking in that respect, but I guess the heart attack just made me more aware of
life.”
Ms. Martha feared her own mortality after the cardiac event. She became sensitive
to death and needed protection from death. She said, “Where do I want to be? What‟s the
outcome? Where do I want to be?” I‟m going to be alive. I need to know where I want
to be in all (after the cardiac event) of this. I went to – I did go back to the biofeedback
one more time because I had had such sensitivity to death, intuitively. I mean, it was
like, I was like, “How am I going to do this? How the hell am I going to do this?” I need
protection … I was like, I‟m going to get this Miraculous Medal that I have from high
school. I‟m going to carry that with me.”
Ms. Mary developed rosacea after the cardiac event. She found out that rosacea
was aggravated by extensive exercise that she was doing as part of the cardiac
management. Also she went from no prescriptions to five or six medications that she
needed to take every day. It was depressing for her to cope with all of these issues at the
same time. She said,
Well, since I‟ve gotten the cardiac condition, I have just come down with rosacea
… I am now coming down with all this stuff (rosacea, 5 or 6 prescriptions, not
able to do prior activities) and it‟s a little depressing ... It‟s like, “Oh my God,
don‟t tell me I‟m not going to be able to do any of things, so the quality of life is a
little bit, you know, in the balance right now…. well, in my own personal
situation, you know, sometimes I just can‟t stop myself from getting this feeling
of wanting to explode and just calming down and sort of just being off by myself.
Some of the participants were worried about the medication, Plavix, a platelet
aggregation inhibitor that increased their risk of bleeding. Ms. Susan had diverticulitis in
addition to the cardiac disease. She was taking Plavix and was worried about stopping
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Plavix if she had to have gastrointestinal surgery. She was also worried that her heart may
not be able to handle the stress of surgery.
Now, the thought of having any type of surgery is frightening to me. One, on
Plavix, and I bleed like a whatever, and I would have to come off. And I always –
I now know that if I go in to have anything done, there‟s this heart that should be
handling fine, but it‟s not clean and neat and that maybe – So that sort of sits back
there.
Ms. Milly was also taking Plavix. She had to cancel a vacation after she fell and
had problems with bleeding. She said, “So, the next day, we were supposed to go on a
camping trip and with kids overnight. I had to go get my knee X-rayed and see the
doctor and catch up with the kids the next day, but the after-effect of having a heart attack
and being on this medicine is awful stuff, Plavix, is that you bruise like you're a punching
bag, and things blow up on you.”
Ms. Milly went back to work three weeks after her MI. She found it challenging
and frustrating. She questioned whether she wanted to continue working. She said,
I‟m often tired at the end of the school year, tired emotionally, tired physically,
and last week was the end of the school year. I thought, “This is not just normal”
I was thinking I‟m depressed. I‟m really – should I continue (work)? … It‟s just a
disaster on many levels. I was depressed by it. I don't know of that – how much
of that is a heart attack. I don‟t – and I‟m not normally I have not, in my lifetime,
been depressed or suffered from depression … So I know, on the one hand, I‟m
not suffering from depression and – but I have been a bit discouraged, at times,
after the heart attack, thinking, I was not happy with the A-fib and the drop in
potassium, and that – the effect of that to cancel a grant that I worked hard to get.
Thus, participants experienced psychological distress. Despite this participants
were able to recover and continue to live with heart disease.
Category 5: Living with Heart Disease
The category “Living with heart disease” was used to describe the positive
changes that happened as a result of heart disease and the challenges that the CR
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participants faced (Figure 5). This category included: benefits of living with heart disease
and challenges of living with heart disease.
Figure 5
Living with Heart Disease

Challenges of Living with Heart Disease
Despite the positive outlook on life and the significant lifestyle changes,
participants found it hard to live with the everyday challenges of heart disease. The theme
cluster “challenges of living with heart disease” was used to describe the participant‟s
everyday challenges and difficulties that they experienced. This included the themes:
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maintaining lifestyle changes, challenges of cardiac rehabilitation, genetic vulnerability
and fear of recurrence.
Maintaining Lifestyle Changes
Participants were able to make significant lifestyle changes but it was hard for
almost everybody to keep up with the lifestyle changes. The majority of the participants
were able to continue with exercise either at the CR setting or at home or at a nearby
gym. Mr. David lost about 33 pounds but gained 12 pounds back. He thought that it was
due to his lack of consistency with exercise because he traveled a lot. He said, “As soon
as my heart attack – my low point was 30 pounds lighter, actually a little bit more than
that – 33. And now, I‟ve gained back 12 – 13 pounds. „Cause it was erratic. I had my
weight really well balanced until three months ago. Now, it‟s gone up five pounds a
month. So, this is why I‟ve got to get in here (cardiac rehabilitation) every day. That
makes the difference. It‟s really the exercise.”
On the other hand, diet was the hardest of all lifestyle changes for many
participants. Mr. Fred lost 60 pounds but gained back 5 pounds. He thought it was due to
his diet and he said, “So everything – the only thing – the most difficult part of all of this
is the diet.” Ms. Mary said, “My husband and I both love to eat and so it‟s a constant
battle, you know? I feel like I‟m about 20 pounds overweight but I am very active and
it‟s like I feel like I need lots of [laughter] – anyway, it could be better, for sure. Less red
meat. I‟m trying to.” Mr. Bill also found it difficult to eat a heart healthy diet. He said,
We (colleagues at work) met a few weeks ago … from 10:00 a.m. to 5:00 p.m.
meeting and there was all kinds of junk around and I was – so I‟m great 6 days a
week and then I‟m terrible on the 7th day and they sent around a thing after the
meeting, an evaluation, “What can we do to improve the meetings and I wrote,
“Get healthier food because I can‟t – I don‟t want to be in a situation where I‟m
going to be eating potato chips for 4 or 5 hours and M&M‟s, and then have to
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work out just to lose the weight and the stress. I‟m pretty good now on other
metrics but the meeting and the snacks and the food just kills me. I don‟t have the
willpower to push it away.
Attending CR programs required a huge time commitment from the 60% of the
working CR participants. Mr. David had a flexible job and so it was easy for him to
accommodate CR in his everyday routine. Ms. Milly fit in CR either before or after the
work. She said, “I didn‟t do stress reduction. It‟s going to be another hour or two after
the workout, and my life just doesn‟t – I was off and going back to work at seven after I
left here (cardiac rehabilitation).”
Mr. John attended CR during his lunch break and decided not to continue with
phase 3 CR program but to exercise at home. Ms. Mary was frustrated as she had to
spend so much time to get to CR, exercise, take a shower and get back home. She said,
“but also this event (cardiac event) has caused me to take more time out of my day,
necessarily, to come to here (cardiac rehabilitation), you know, and this then ends up
taking time where you‟re going to shower and you go back and forth.”
After the phase 2 CR, participants had to decide to continue in phase 3 CR or to
exercise elsewhere. For participants older than 65, Medicare reimbursed their phase 3
CR. Therefore, elderly participants preferred coming to CR as they did not have to pay
out-of-pocket and it gave them a routine. Participants younger than 65 years of age had to
pay out of pocket for phase 3 CR, because they were not covered by their private
insurance. Therefore after the completion of the phase 2 CR most of the younger
participants exercised either at home or at a nearby gym.
Mr. David said, “And yes, it (cardiac rehabilitation) is expensive if you think
about four times a week, you know. That can cost $300 dollars a month. Oh, no. This
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(phase 3) is all out of pocket, „cause it‟s phase three. Phase two, the insurance covers it
all, when you‟re monitored. But phase three, you‟re basically using this gym when you
could go to any gym. I prefer to come here.” Ms. Mary also said that her decision of
coming back to CR for phase 3 would depend upon her financial situation as she may
have to pay out-of-pocket for phase 3 CR. Ms. Mary was debating whether to continue
phase 3 CR. She said, “if I stay with this (cardiac rehabilitation) so that‟s, you know, it‟s
not – it‟s not something we can‟t afford (phase 3 cardiac rehabilitation) but it‟s just that,
that‟s a big change and that enters into some of these decisions eventually, probably.”
Challenges of Cardiac Rehabilitation
The cardiac rehabilitation setting was initially intimidating for all participants.
Participants were intimidated by the complexity of some of the equipment and by the
intensity of exercise that they saw experienced participants doing. Mr. Leo, Mr. Fred, Mr.
Mohammed and Mr. David reported their struggle initially with the exercising at CR.
Some participants, mainly women were also turned away by what appeared to be a
competitive and aggressive male dominated environment. Ms. Susan said “I been told I
was not a happy camper. I didn‟t smile. That it looked like I was eating lemons every
time (laughter) I came in here (cardiac rehabilitation) for a long time. And then, finally, I
started figuring out – So what helped me was the fact I had some goals to work on, and
the whole thing became a challenge to me, that I can make this a self-improvement.” Ms.
Martha felt that she had to be at a place with reduced stress instead of a competitive CR
setting. She also said men were going at a hundred miles per hour on those machines. She
felt that she had to be at a Zen monastery instead of CR with loud music and depressing
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TV news. She said, “And then, I‟m coming here (cardiac rehabilitation), it‟s got the
lights, it‟s got the news, it‟s got the – yeah. I was like, this is crazy for me.”
Thus, CR participants experienced challenges and difficulties in maintaining
lifestyle changes and in some aspects of the cardiac rehabilitation program. Genetic
vulnerability remained an unresolved issue for some participants.
Genetic Vulnerability
Seven of the participants felt vulnerable and frustrated that they did not have any
control over their genetic predisposition for heart disease. Ms. Susan‟s cardiologist told
her that genetics was one of the risk factors of her heart disease and she said, “Now, he
told me that there were five things that cause heart attacks. Your genes, and boy did I
knew that I had those.” Mr. John also knew that one of the factors that caused his heart
disease was his genetic vulnerability. He said, “I guess what I‟ll say, take a step back, I
think my diet was not – it wasn‟t horrific to begin with. Certainly, obviously, there were
some issues, but I think a lot of it was genetic in terms of cholesterol, HDL, that sort of
thing.”
Mr. Fred also described genetics as one of his risk factors for heart disease. He
said, “Many people in my family are heavy, and that‟s just how it is. Actually, there‟s a
study that shows that I have a gene that many Eastern Europeans have that help us gain
weight and hold weight as a survival gene because in times of famine, we needed the fat
or something.”
Ms. Milly‟s father died of heart disease after a series of heart attacks. Her
cardiologist talked to her about the genetic vulnerability that she had for heart disease.
She said, “So talking to the cardiologist afterwards, he said, “Well, it‟s genetics, and it‟s
76

stress. Those are your two factors … I have admitted those into my life as factors that I
need to maybe worry about, and I think they‟ve made me a little bit sad or feel more
vulnerable. I mean I don‟t know how – I can reduce the genetic vulnerability.”
Fear of Recurrence
All ten participants worried about having another cardiac event and described it as
“something hanging over my head all the time,” “something at the back of my mind,”
“something at the subconscious level,” and “something that I am worried about.” Mr. Bill
was worried about every sign and symptom that mimicked his cardiac symptoms. He had
to stay at the hospital for one night just to make sure that it was not due to his heart. He
was much more cognizant of his survival than before. He stated,
Well, I mean, like, I think the hardest part to live with is not knowing if it‟s gonna
happen again … I mean I had to spend the whole night there (hospital) and had a
nuclear stress test the next day and I was fine and every time you feel something
in your shoulder or your stomach hurts, you wonder, “is this (cardiac symptoms)
it?” So there‟s that, I think, and – and, you know, I mean, I have a 22-year old
son and I have a wife and all that kinda stuff so worry about your mortality.

Similarly, Ms. Milly thought that she would die of Alzheimer's disease in her 90s
like all the other women in her family. But after her heart attack, she thought that she
would die sooner and of heart disease instead of Alzheimer‟s disease. Ms. Susan said, “I
don‟t like the idea that I really have something wrong with me, that I really honest-togoodness have heart disease. Nobody likes to know. This is the big thing (heart disease)
hanging over me – I‟ve never really had anything major wrong with me.”
Ms. Mary also wondered whether her progressive feelings of tiredness might be
due to the improper function of her stent. She said “ I think it‟s in my head that I wanna
be convinced, I think, because I have this experience that I think, “Well, sometimes these
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things (stents) fail or they‟re not working the way they‟re supposed to.” That‟s a
possibility.” Mr. Mohammed also said, “I'm sure it is but the fact that – I mean it's
(having another cardiac event) something that weighs on you all the time,
subconsciously.”
Thus, participants experienced challenges during their cardiac recoveries. Despite
these challenges, participants also had some positive changes as a result of their cardiac
recovery.
Benefits of Living with Heart Disease
The theme cluster “benefits of living with heart disease” was used to describe the
positive changes that happened after the cardiac event. This included three themes:
weight loss, motivation to others without heart disease and transformation and personal
growth.
Weight Loss
All participants lost weight. They lost between 4 pounds to 60 pounds. Weight
loss gave the participants a feeling of accomplishment in managing their cardiac disease.
Cardiac rehabilitation played a huge role in participant‟s weight-loss. Ms. Susan received
great compliments from others after she lost weight. She said,
And once you got 30 pounds off of you and you felt good, you‟ve got energy and
you have a whole different outlook on life. It‟s very unusual, and you do stop and
think about things ... And I find I‟m a little bit more flirtatious, being in the right
setting (cardiac rehabilitation) and with the right people. So I think there‟s a part
of me that‟s sort of bubbled out. And I‟d been told that I glow more than I used
to.
Mr. Mohammed said the exercise and diet helped him to lose weight and CR was
a huge support for him. He said “I've also, by the way, lost about 20 pounds. Hugely,
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you know, since the surgery – hugely difficult, meaning I had a session here (cardiac
rehabilitation), you know, the nutritionist here, and she started out – I told her what I eat
and she said, "You know, you should be giving lectures here. There's nothing for you to
learn." But then I said I still do want to lose weight and she gave some excellent tips and,
you know, it's a continuing struggle but I did lose about 20 pounds and very, very happy
about that, too.” Mr. Bill said, “The big difference to me, I‟ve lost probably 35 pounds
since the diagnosis. I was about, I don‟t know, 250-something, and I‟m down to, like,
218 today, so I‟m much more conscious of weight, much more conscious of diet.”
Motivation to Others without Heart Disease
Participants described additional benefits that their cardiac event had on some of
their friends and families. Ms. Susan wanted to lose weight and discussed it with her
friend. The two friends supported each other and each lost about 30 pounds.
Mr. Bill‟s spouse also started exercising and eating a heart healthy diet. He said,
The positive responses was that this was truly a wakeup call and I now work very
hard at exercising and thinking about what I eat and how much I eat and one of
the side effects of this is that my wife is now much more thoughtful about what
she does, how she does it. She goes to exercise classes now and so one of the
things that we share is like, “How tough was your workout today,” which, I mean,
we‟ve been married for 33 years and for the first 31 years, that would not have
been our conversation.
Mr. David motivated his colleagues to seek medical attention and supported one
of his colleagues when he was faced with a life-threatening situation. Mr. David said,
Someone going through a similar thing, and we have that – I have a colleague, a
friend of mine actually … needed a valve replaced, emergency. Now, „cause it
seems like the whole thing was unnecessary; it didn‟t have to happen, and it
happened. So, I‟ve been talking to him a lot. I say to him, “Look, think of it this
way: you‟ve got a new lease on life. This procedure saved your life. … I said,
“Just look at me. Tell me when you want to take a walk.” And so, three people in
the last year – my peers – have gone to the hospital with chest pains because they
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normally…. never would‟ve gone to the hospital … So, I like using myself as a
poster child. I say I‟m a poster child for cardiac recovery.
Ms. Milly‟s brother and his family made significant lifestyle changes in their diet
and exercise as a result of her cardiac event. She also recommended CR to one of her
colleague‟s husband after his cardiac event. She said,
And they (her brother family) ate –, my sister-in-law, feeds her family as if
they‟re going to starve next week. …. The two of them, within a week, I think,
after my heart attack or a week after I left, went to the doctor. Both got checked
out. Both were told the hard cold facts that they were letting themselves go in
dangerous ways. Joined a health club, go every morning at 5:45, have lost about
20 pounds. Their numbers are way down. They‟re eating differently. That – I‟m
so happy, so pleased for them. That is one of the happy outcomes for me that
they‟re – they took seriously what happened to me.”
Transformation and Personal Growth
The participant‟s experiences of facing the life-threatening situation transformed
their lives and made each participant new. Participants described the entire experience as
life transforming. Their whole view of life changed and they wanted to live differently.
Mr. David wanted to do things that really mattered to him. He said “What‟s
important now is to engage in things that matter; that I think will make a difference.”
Mr. Leo described his experience as, “I mean, you know, when I was able to do
things without having to worry about chest pains. I mean, you know, anything, climbing
steps, uh, to walk outside. You know, I feel really good … And, uh, and so I just – I –
you know, this business of the exercise has just been a – it‟s been life transforming for
me.”
Mr. Mohammed described how his life was transformed and said, “The evening
before (the day of cardiac surgery) was really the starting point. But, you know, the
whole – I wouldn't be what I am today and the way I feel today if I hadn't gone through
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cardiac rehab. The cardiac rehab itself was hugely transformative, hugely so, and the
team here – I mean, I owe a lot to them, yeah. So all of it sort of adds up, you know?
The support, you know the experiences.”
Participants described feeling more compassionate and nonjudgmental towards
others. Mr. John became much more sympathetic, empathetic, and compassionate and
wanted to help others. He said “I think being a bit more sympathetic or empathetic to
others who have challenges or special needs, whatever those might be. If it‟s
socioeconomic, whether it‟s physical, health related, what have you, maybe just a bit
more tuned into that, and then their experiences and/or their special needs. Perhaps not
being as judgmental or drawing conclusions as quickly as I may have in the past.”
Participants wanted to back down from things that were once important for them
or from the ones that drove them crazy. Most of the participants learned to say no to the
things that they did not want to do. Mr. Bill said, “I don‟t push myself nearly as hard as
once did, you know? I have much more of a sense that if I don‟t do it today, I can do it
tomorrow, the world‟s not going to end, and I wouldn‟t say that I was an enormously
compulsive person but somewhat of a Type A and trying to be less so.”
Ms. Susan also would have a fit if she did not complete her Christmas cards on
time and now it did not matter to her even if she did not complete them until January. She
took naps during the day that she never did before the cardiac event. She was okay with
that. She said,
So this year, my Christmas cards I didn‟t finish until January 20th. So what? I
would have had a hissy fit two years ago if I would have done that. I would have
done them if I‟d stayed up till 12:00 AM every night. So it‟s just looking at the
life and knowing, “This is going to make me very tired. If I get very tired, then
my body‟s going to rebel … and it‟s just that stress comes out … And guess
what? That means I‟ve got some problems. I‟ve always been Little Miss Goody
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Two Shoes, who made straight A‟s and didn‟t have anything. I mean of course I
have lots of things wrong, because I was human, but I‟ve always had this
perfectionist part about me. It‟s got to go to the wayside, let me tell you, big time.
So that‟s – To change at 65, 66, is a little hard.
Participants also recognized that life was too short to be spent on trivial and
unimportant things. Mr. Fred added, “And it‟s also – part of that is learning that the glass
is half-full, or even if it feels half-empty, it won‟t be half-empty forever. Pour a little
more water in it. The only thing constant about life is change. It‟s learning to accept that
change and live through it, I guess.”
Participants wanted to focus on the big picture rather than on small unimportant
things. They wanted to be engaged in activities that made a difference. Mr. John said
“First, it‟s very easy for us to become focused on the small things, and my first comment
earlier was, “Don‟t sweat the small things.” And I think that‟s one change that I‟ve
experienced just trying to understand the bigger picture and not get so focused on some
of those things that at the end of the day really don‟t matter.”
Some participants wanted to enjoy the extra time that they got after the cardiac
event. Ms. Susan worked hard all of her life until retirement. After she had the heart
attack, her whole view of life changed. She started going out with new friends and she
enjoyed doing things that she never did before. She said, “ You‟re sitting there watching
the swans and having French food and sightseeing and to me, and I think about all the
years and how hard I‟ve worked, and that‟s what it‟s all about – really finally enjoying
life. So I want to do some more of that.”
Participants also became closer to their family and friends. Ms. Milly described it
as, “Well, I‟m closer to my husband. I think he suffered, in many ways, as much or more
than I did. He was in the front seat of that ambulance thinking that his wife was dying, his
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perfectly healthy wife. So little instances like that have certainly brought my husband
and me closer together.”
Mr. Mark was emotionally attached to his family and friends. He said “I think
emotionally, probably a result was being and feeling more connected to certain people
and family and close friends, and appreciating those folks a bit more, perhaps, than in the
past.”
Thus, the benefits of living with heart disease helped participants to lose weight,
motivate others and also grow personally. Participants changed their behavior and
became closer to family and friends.
Summary
Having a cardiac event was shocking. Participants made a decision to choose to
live and to do what they needed to do to begin the healing process. Participants learned to
live with heart disease. Healing was facilitated by a positive attitude and commitment,
cardiac rehabilitation, mind-body interventions, and social support. Barriers of healing
included lack of support and psychological distress. Participants had ups and downs
during their recoveries. The cardiac event not only affected the patients but also their
families and friends. As it was described by Mr. Bill, “I think this is very hard to do on
one‟s own, you know, one‟s survival and thriving is sort of a group project.”
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Chapter V
Discussion
This study examined the experiences of people as they recovered from an acute
cardiac event. Participants described the entire experience as life-transforming.
Experiencing an acute cardiac event was shocking. Participants were suddenly faced with
their own mortality. When faced with this life and death situation, participants chose life
and changed their daily activities by reordering priorities and making necessary lifestyle
changes. Barriers to healing included lack of support and psychological distress. Healing
was facilitated by having a positive attitude and commitment, cardiac rehabilitation,
mind-body interventions and social support.
This section describes the significance and summary of the findings, compares the
findings in this study to the previous research, discusses the findings in the context of the
biopsychosocial model, identifies study limitations, and discusses implications to
practice, education, health policy and future research.
Significance and Summary of the Study Findings
The results of this study add to the body of knowledge related to understanding
the experience of people after they have experienced an acute cardiac event. The five
categories that emerged from the data included: cardiac injury, choosing life and healing,
living with heart disease, the barriers of healing and facilitators of healing.
The first category “cardiac injury” focused on the acute experience and response
of the CR participants and their families to the cardiac event. Participants were shocked
by the dramatic nature of the cardiac event, its acuteness, and the awareness of a life and
death situation. Participants came face-to-face with their own mortality.
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The second category “choosing life and healing” was used to describe each
participant‟s experience of making a decision and reordering priorities. Participants made
a conscious decision to choose life. This meant they had to make significant changes in
their lives. The changes involved lifestyle changes and reordering priorities. Reordering
the priorities was easy for some and difficult for others.
The third category “facilitators of healing” was used to describe the factors that
helped the participants to make the necessary lifestyle changes and live a healthy life in
spite of having heart disease. This category included: a positive attitude and commitment,
cardiac rehabilitation, mind-body interventions and social support.
The fourth category “barriers of healing” was used to describe the challenges and
difficulties faced by the CR participants during and after the cardiac event. This category
included: lack of support and psychological distress.
The fifth category “living with heart disease” was used to describe the benefits
and day-to-day challenges of having heart disease. The benefits of living with heart
disease included: weight loss, motivation to others without heart disease and
transformation and personal growth. As a result of the lifestyle changes, participants lost
weight. Losing weight made them feel stronger and better. The cardiac event also
motivated other family members and friends to make important changes and to take their
health more seriously. Having an acute cardiac event transformed participants‟ lives.
This study found that all participants needed to rearrange their schedules to find
time for cardiac rehabilitation, especially exercise. For those participants who were
working, fitting in time for cardiac rehabilitation and exercise was even more
challenging. Working participants did their best to exercise before work, after work or
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during their lunch break. The cardiac rehabilitation center was open Monday through
Friday from 6:00 am to 11:30 am and from 1:30 pm to 6:00 pm. Each participant
exercised for approximately one hour, but additional time needed to be allotted so that
participants could shower after exercising and for them to travel to and from the
rehabilitation center.
All of the participants described CR as a huge support for their lifestyle changes.
All of the participants had an exercise routine. They either exercised at CR or elsewhere.
Every one of the participants described CR as a safe place to exercise since their heart
was monitored by the CR staff. The monitoring helped participants to be more selfconfident. Most of the participants benefited from the peer group support at the CR
setting.
Participants received social support predominantly from family and friends. Four
participants had CABG and reported that their spouses were a huge physical support
during the initial periods of cardiac recovery. Most of the spouses of CR participants
changed their lifestyle as they were taking care of the CR participants. This change
benefited both the CR participants and their spouses.
Friends supported participants with everyday physical activities and also provided
emotional support during their recoveries. Some of the participants received support from
healthcare providers such as physicians, nurses, nursing aides, firefighters and
paramedics. The support from the healthcare providers was recognized as meaningful
support. Social support was important to all of the CR participants‟ cardiac recoveries.
Participants expressed feelings of anxiety and depression relating to having heart
disease, due to fear of another cardiac event, and related to family and work. Having
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heart disease made participants worry about their heart damage and the side effects of the
medications that they were taking. Three of the participants reported taking Plavix and
were worried about the risk of bleeding when taking Plavix. The heart damage caused
anxiety in some participants since it was not reversible.
Some participants experienced anxiety due to symptoms that mimicked angina.
Almost all of the participants lived with the fear of having another cardiac event.
Participants also worried about what would happen to their family if something happened
to them.
Use of alternative and complementary medicine (CAM) including meditation,
yoga, biofeedback, music, nature and participation in spiritual groups was reported by
most of the participants in the study. Participants used CAM primarily to reduce stress,
relax, refocus and meditate spiritually. Participants used CAM interventions out of their
own interest. Participants learned some of the techniques such as focused breathing and
yoga at the CR stress management class. Fifty percent of the participants reported prior
use of CAM interventions.
Participants reported benefits of their healing process. All of the participants in
the study reported weight loss. The cardiac event also motivated some of the participants‟
family members and friends to change their lifestyle and to take their health seriously. As
a result of this entire experience, participants were transformed. Participants became
more compassionate, less angry, more giving, and less worried about small trivial things.
They learned to back down and that it was okay for them not to be perfect. Some of the
participants became closer to God and some strengthened their relationships with family
members and friends.
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Comparison of Findings to Previous Research
Participants in this study experienced feelings of shock when they had an acute
cardiac event. A similar finding was reported by Fleury, Kimbrell, and Kruszewski
(1995a) and Hutton and Perkins (2008). Participants in those studies expressed feelings
of shock that they had a cardiac event. Uniquely in this study, there was one participant
who described it as “a gift” and “a miracle” to have a cardiac event at that moment and to
survive. He also described it as a new lease on his life.
This study found that reordering priorities was important. This supports the
findings also reported by Fleury, Kimbrell, and Kruszewski (1995a). They reported that
women recovering from an acute cardiac event reordered their priorities based on what
was important and valuable to them. They turned their focus on themselves. They
prioritized time for doing exercise and limited other family related activities. This finding
was similar to the experience of the CR participants in this study, as they evaluated and
prioritized their life after the cardiac event. Most participants, spent time participating in
activities that they found important to them. Participants wanted to spend time going to
CR. One participant focused her time on going to theaters and museums, another
participant refocused his work priorities on mentoring students.
Participants in this study had a positive attitude and commitment towards
recovering from their cardiac events. This helped the participants to make and maintain
important lifestyle changes. A similar finding was reported by White, Hunter, and
Holttum (2007). Women participants in their study expressed a sense of optimism and a
positive attitude towards cardiac recovery. Maintaining a positive attitude in the current
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study helped the participants to reduce their anxiety and make the necessary lifestyle
changes.
Seventy percent of the participants in this study continued with phase 3 CR and
maintained their lifestyle changes in spite of challenges and difficulties. Bock et al.
(2003) compared three groups of patients recovering from an acute cardiac event. One
group never participated in phase 3 CR, one group completed phase 3 CR and one group
was enrolled in the phase 3 CR program. Participants of the phase 3 program were more
likely to continue exercise than participants that did not enroll in the phase 3 CR
program. This finding was similar to the finding in this study as participants in the phase
3 CR program also exercised regularly. Thus, participation in a phase 3 CR program can
provide the discipline and commitment to maintain an active exercise program.
Sharp and Salyer (2012) measured self-efficacy of healthy eating habits in
patients participating in CR and in those not participating in CR. They reported that CR
participants had higher self-efficacy in maintaining healthy dietary habits compared to
non-CR participants. Thus, participating in phase 2 CR resulted in healthy eating habits.
Participants in the current study also maintained healthy dietary habits.
Suter et al. (1996) reported that 74% of the participants who completed phase 2
CR continued exercising and eating a heart healthy diet. This finding supported the
findings of this study as participants in this study maintained exercise and healthy dietary
habits.
Condon and McCarthy (2006) reported that smoking cessation was the greatest
lifestyle changes reported by their participants. The current study had only one
participant who smoked prior to the cardiac event and he immediately stopped smoking.
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Weight loss was one of the positive changes that all of the participants reported
having after the cardiac event. Participants lost four pounds to 33 pounds. Participants
lost weight with information and guidance that they received from the CR program.
Savage et al. (2002) reported that participants with usual care lost only about 1.7
kilograms compared to the intervention (nurse-led weight loss intervention that included
a prescription of individualized daily caloric goal, exercise regimen, discussions on
behavior modification and weekly group meetings) group who lost 4.3 kilograms after 12
weeks of the CR program. Participants in the study conducted by Savage et al. (2002)
study did not lose as much as weight as participants lost in the current study.
Participants in this study experienced mutual support from the fellow participants
in the CR program. With the peers they discussed their physicians, their feelings of being
scared, social activities, cardiac management and mind-body interventions. Participants
felt positive about the support from their peers. Medich, Stuart, and Chase (1997) also
found that CR supported and learned from each other. Exercise, diet and medical
monitoring were the major topics discussed by their participants. Fleury, Kimbrell, and
Kruszewski (1995a) found that women shared their difficulties and challenges and
supported each other as needed to get through their cardiac recovery. Hildingh and
Fridlund (2004) found that participants in the heart and lung school program (various
group activities that included exercise, diet, stress management, discussion,
cardiopulmonary resuscitation, smoking cessation and educational lecture) reported
significantly higher social support compared to the participants not in the intervention CR
program.
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White, Hunter, and Holttum (2007) reported that participants in their study did not
feel comfortable in the CR group setting and found it stressful. Some of the participants
in their study did not like fellow CR participants describing the details of their cardiac
events and they did not want to be a part of a group; some dropped-out. This finding was
in contrast to the finding of the present study as the participants in this study found that
the CR peer group was supportive rather than negative.
Interestingly in this study, some participants initially viewed elderly participants
at CR negatively. They perceived them to be sick and frail. This perception gradually
changed as the elderly CR participants were viewed more positively. Having an elderly
group of participants in the CR, gave study participants confidence that they could
successively manage their cardiac disease if they did what they were supposed to do. This
finding has not been reported.
Also in this study, most of the participants were overwhelmed at the initiation of
the CR program due to various reasons. Some of the participants were frustrated and
anxious as they began exercising. They could not exercise for long and at the same level
as the other CR participants. Some participants felt overwhelmed by the number of
different exercise machines. These participants felt that everybody in CR knew what they
were doing with the machines except for them. Exercising made some participants feel
like they were going to die and that something was seriously wrong with them. This was
not reported in any other studies. Thus, CR participants need to be counseled on what to
expect in CR before the initiation of the CR program.
Although CR participants felt overwhelmed at the initiation of CR, they felt safe
being there and eventually exercising there. This study supports Moore (1996)
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investigation that CR is a safe place. Moore (1996) reported that patients felt safe as their
heart was monitored by the CR staff. The monitoring also increased the self-confidence
and comfort levels of the participants to exercise and resume daily activities of living.
This study confirmed those findings.
Participants in this study obtained social support from families, friends and others.
Social support helped them to cope with lifestyle changes and reduce their psychological
distress. This finding also supported the findings of other researchers who have studied
social support. Shen, McCreary, and Myers (2004) measured physical functioning,
coping, social support and psychological distress in 142 CR participants at baseline and
after completion of a phase 2 CR program. Social support was positively correlated with
the physical functioning and negatively correlated with negative coping and
psychological distress.
The married participants and the partnered participant in this study predominantly
received social support from their spouses and partner during cardiac recovery and in
maintaining their lifestyle changes. Franks et al. (2006) measured spousal support and
spousal control, CR participants‟ health behavior, and mental health in 96 couples.
Spousal support was positively associated with CR participants‟ health behavior and
mental health. Spousal control decreased CR participants‟ health behavior and mental
health. Investigators in another study reported that spousal support was a “double edged
sword” and it was perceived either as positive or negative or both by the CR participants
(Goldsmith, Lindholm, & Bute, 2006). Kärner, Dahlgren, and Bergdahl (2004) described
the various roles of CR participants‟ spouses including: participative role (taking part in
the lifestyle changes), regulative role (authoritative control), observational role (passive
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but communicated empathetically), and incapacitated role (communicated positively but
unable to provide support). The participants mostly belonged to the participative role
with some taking the observational role.
Seventy percent of the CR participants in this study reported some form of
psychological distress. In a study of 143 cardiac patients entering CR, about 50% of the
patients were psychologically distressed. Forty three percent of the patients had anxiety,
20% had major depression or dysthymic disorder and 26% had both depression and
anxiety (Serber et al., 2009). This finding supports the fact that the prevalence of
psychological distress is high in CR participants and therefore anxiety and depression
should be routinely assessed. Interventions can be incorporated into each participant‟s
plan of care.
Some of the participants in this study reported fearing a lack of control after the
acute cardiac event. The lack of control and vulnerability were directly related to their
inability to eliminate heart disease, change their predisposition to genetic risk, and
mortality. Moser and Dracup (1995) measured perceived control in 228 patients who had
an acute MI. The patients with high perceived control experienced less psychological
distress than the patients with low perceived control. Although control was not measured
in the current study, the lack of control was discussed by some of the participants and
may have contributed to feelings of anxiety and/or depression.
Kristofferzon, Lofmark, and Carlsson (2007) interviewed 39 adult patients after
an acute cardiac event. The researchers reported that participants felt vulnerable and
worried about having another cardiac event. Most of the participants in this study also
described similar fears. The fear of having another cardiac event was described as
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“something hanging over their head”, “something at the subconscious level” and
“something at the back of their mind.” These fears caused feelings of anxiety and
depression.
In addition, none of the previous studies reported anxiety related to cardiac
medications or their co-morbid conditions or the functioning of their heart. Participants in
this study were anxious about the management of their co-morbid conditions. The major
concern was due to the cardiac medications such as Plavix that they were taking after the
cardiac event. The risk of bleeding was viewed as negative as participants were easily
bruised and injured. Also participants were concerned regarding stopping Plavix if they
had to have surgery, since they knew Plavix was helping for example, their stents to
remain patent. The participants were also concerned about paying for Plavix as it an
expensive medication. After the cardiac event, participants were concerned about not
having a heart with normal function to handle any kind of stress such as a surgery.
Evenson and Fleury (2000) conducted a survey on barriers of CR participation
and adherence. Cardiac rehabilitation patients reported that lack of CR participation was
related to lack of motivation, work time conflicts and lack of physician support. The CR
program directors reported that most of the participants dropped-out because of financial
reasons and lack of motivation. None of the participants in the current study dropped-out
of the CR program. However, some of the participants who wanted to continue in the
phase 3 CR programs could not continue because of lack of private health insurance
coverage. Some CR participants were willing to pay approximately $300 a month to
participate in the phase 3 CR program.
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Participants in this study reported growing spiritually. Six of the participants were
religious and four described themselves as spiritual. Sixty percentage of the participants
in this study believed that they survived the cardiac event due to the grace of God. A
similar finding was also noted in a study conducted by Albaugh (2003) who interviewed
seven patients (three patients with myocardial infarction, three patients with cancer and
one with pulmonary fibrosis). Those participants reported that spirituality provided peace,
hope and comfort to the participants when they were faced with a life-threatening illness.
They also expressed gratitude for being given a second chance at life. Kristofferzon,
Lofmark, and Carlsson (2007) also found that spirituality provided meaning in life for
some of the participants in their study. Participants in the current investigation also
described similar feelings. They described themselves as “lucky,” “fortunate,”
“gratitude,” and “blessed to be alive.”
In spite of the worry about having another cardiac event and death, several
participants described being not afraid to die. Most of the participants felt calm about the
possibility of death even though some of them said that they were not ready to go
anywhere and that their work was not complete. Medich, Stuart, and Chase (1997) also
found that the participants in their study were not afraid to die.
A systematic review of the literature conducted by Grant et al. (2012) found that
22% to 68% of the cardiac patients used CAM. The current study found this percent to be
higher as 80% of the participants used some form of CAM interventions. The
interventions included: meditation, focused breathing, yoga, music, biofeedback and
nature. Forty percent of the CR participants in this study used meditation. Chang et.
(2010) and Casey et al., (2009) reported that the practice of the relaxation response
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improved medical and psychological outcomes. Medich, Stuart, and Chase (1997) also
reported that participants practiced meditation to reduce stress. Another systematic
review of the use of CAM interventions in a CR population was conducted by Arthur,
Patterson, and Stone (2006). They recommended that tai chi and transcendental
meditation could be integrated in CR programs.
A key finding in this investigation was that participants felt that their lives were
transformed. This transformation would not have happened if they had not had the acute
cardiac event. Participants felt they were more compassionate, nonjudgmental, less
absolute, no longer sweat the small things, were more giving and described wanting to do
things that made a difference. Even though transformation was mentioned in the study by
Medich, Stuart, and Chase (1997), participants in the current study seemed to experience
more personal growth and it was positive for both them and others around them. Medich,
Stuart, and Chase (1997) described participants‟ transformations as upbeat and positive
attitude, acknowledging the interaction between mind and body, moving towards a sense
of whole and following direction from others. Thus, transformation is a consistent theme
for patients who have experienced an acute cardiac event. This is a powerful finding
because it made participants feel less anxious about unimportant things and focus on
more important things. It also reduced the psychological distress and kept participants
focused on self care and changed their perspectives so they were more compassionate and
caring towards others.
Participants reported motivating others without heart disease. They motivated
family members and friends and some of their coworkers to begin to exercise and eat a
heart healthy diet. This finding was not reported in the existing literature. Seeing changes
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in others motivated participants to maintain lifestyle changes and also to take heart
disease seriously.
Integration of the Study Findings with the Biopsychosocial Model
The Biopsychosocial model by (Engel, 1977, 1980) was used to provide a
framework for investigating healing after an acute cardiac event. Typically risk factors
for cardiac disease include modifiable and non-modifiable factors. Modifiable risk factors
include diet, smoking, sedentary lifestyle, elevated cholesterol levels, high blood
pressure, diabetes, stress, and obesity. Non-modifiable risk factors include age, gender,
race and family history (Wilson et al., 1998). The participants in this study were
encouraged and supported to reduce their modifiable risk factors. By modifying risk
factors, the risk of experiencing another acute cardiac event can be reduced (Ebrahim et
al., 2011).
Medications are typically managed by nurse practitioners and cardiologists.
Nurses and physicians also make referrals to cardiac rehabilitation centers. The staff at
the cardiac rehabilitation center consists of registered nurses, exercise physiologists,
dieticians and psychological counselors. Rehabilitation historically has focused on
increasing each patient‟s exercise capacity, teaching patients how to eat a heart healthy
diet, and giving advice on how to reduce or eliminate stress. The primary aspect of the
model that has been integrated into the care of cardiac patients include the biological
aspects that have focused on promoting exercise, promoting a healthy diet, and managing
each patient‟s medication regimen.
The psychological aspect of the model has also been integrated into the care of the
cardiac patient. Cardiac rehabilitation programs usually help patients by teaching them
97

strategies that they can use to reduce or eliminate stress. Cardiac patients are supported
and encouraged as they make the necessary lifestyle changes. Some of the cardiac
rehabilitation centers also offer psychological counseling services. In this study, 70% of
the participants used some form of CAM interventions. CAM interventions offered at the
CR center included: focused breathing and yoga. Adding additional interventions such as
tai chi, meditation and relaxation response may further reduce psychological distress.
Social support facilitated the support and healing for CR participants. Social
support was from families, friends, health care providers and others. Peer group support
at CR was also reported as positive by most of the participants. Some participants
reported receiving additional support from women‟s support groups and spiritual groups.
Some participants received advice from other people with cardiac disease. Therefore
incorporating additional forms of social support for cardiac patients may be very
beneficial.
Five participants in the study refocused on spirituality after the cardiac event.
Spirituality provided comfort and reduced stress in some of the CR participants.
Spirituality also provided a sense of survival and meaning for some of the participants.
Therefore, spiritual interventions may provide a sense of comfort and peace and also
reduce psychological distress in CR participants.
Health care providers need to understand the complexity of cardiac disease to
effectively treat and promote healing. For example, an acute cardiac event not only
causes a serious threat to the myocardium, but also may affect the individual
psychologically. The psychological distress experienced by the person may further
complicate the healing process and could potentially lead to another acute cardiac event.
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Social support can promote healing through supporting and learning from each other.
Also spirituality may provide comfort and peace which may reduce psychological
distress. Since the biopsychosocial model did not include spirituality, it was added.
Spirituality is an integral part of healing. The biopsychosocial-spiritual model provides a
clear framework for studying the healing experience after an acute cardiac event.
Limitations of the Study
Participants for this study were recruited from a cardiac rehabilitation center
located in a suburban area. Generalizability of the findings may be limited to similar
cardiac rehabilitation centers. The participants enrolled into this study had predominantly
positive experiences from the cardiac event, so the findings cannot be generalized to the
entire CR population. Also study participants were predominantly Caucasians and did not
include an underserved population. This was a well educated sample as all of the
participants had a college degree.
Participants in this investigation were interviewed at various time points from the
cardiac event. This was done to obtain a thorough understanding of experiences. Some
evolving themes for example lack of control, new friends and activities, heart disease did
not have a label, and effect of heart disease on work, could not be explored in depth as
not all participants had reached that point in his or her illness recovery.
Practice Implications
As participants were experiencing the acute cardiac event, participants
experienced psychological distress. It is obvious that priority attention needs to be given
to stabilizing the patient and revascularizing the myocardium as quickly as possible.
Although the psychosocial needs may not receive top priority, they should and can be
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addressed. Psychological support provided by paramedics, nurses, and physicians
included: compassionate words, therapeutic touch and sincerity in providing care. The
support provided by health care providers made participants less anxious and gave them
hope during uncertain situations.
Participants also reported that CR programs were primarily recommended by their
cardiologists. Patients are usually discharged from hospitals by nurses and nurse
practitioners. Therefore, nurses and nurse practitioners need to be strong advocates for
cardiac rehabilitation and should recommend CR programs to all cardiac patients.
Automatic referrals may further increase participation in CR programs.
Participants in this study reported being overwhelmed at the initiation of the CR
program. Typically, when patients come to the CR setting for their initial assessment and
evaluation they walk through the setting where all the CR participants are actively
exercising. The environment is overwhelming for some who have never exercised before.
To ease the cardiac patients in to the CR setting, patients need to be counseled at a
different place so that they are prepared for what to expect. This might prevent the
overwhelming experience that one might have and reduce unnecessary anxiety during
orientation to CR.
Cardiac rehabilitation programs should be made available during the weekends.
The additional weekend hours may eliminate the distress experienced by working CR
participants who had to integrate CR and their work schedules during weekdays.
Adding additional CAM interventions to the CR program may help to reduce or
eliminate stress. Various modalities of CAM interventions should be introduced as
different people learn in different ways. Some additional options might include: tai chi,
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meditation, relaxation response, pet therapy and healing environments such as pictures of
nature, water fountains and others.
Social support must be facilitated as this might help the CR participants to know
each other and support each other. This might also eliminate the stress of the presence of
an unknown person in the group. Regular group sessions may further facilitate
communication among the CR participants and therefore the support. As this is
important, having grouped sessions during the week and weekend may increase success
and facilitate social support.
Spouses and significant others should be included in the CR program as they help
to take care of and support the CR participants. Inclusion of the significant others may
reduce the psychological distress of the significant others and also provide them with
necessary information about heart disease and its management. This will benefit the
significant others of the CR participants to become healthy and adopt healthy lifestyle
changes too. This may also facilitate the communication between the significant others
and the CR participants.
As spirituality provided comfort and peace, adding spiritual support members
such as clergy to the CR staff may facilitate communication regarding spirituality and
religiosity. A nondenominational spiritual support group might be helpful for some
participants. Therefore, adding a spiritual component to the CR program might help to
close the gap of providing holistic care for the cardiac patients.
Active participation in the CR program was the key for making lifestyle changes
in the present study. As referrals to the CR program are limited in current practice
(Balady et al., 2007; Leon et al., 2005), more ways to increase referrals such as automatic
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referrals suggested by Grace et al. (2004) should be implemented across the health care
system to benefit cardiac patients.
Educational Implications
Secondary prevention of cardiac disease should be emphasized in the training of
healthcare providers. Offering students clinical rotations in CR settings would help them
to learn about the importance of secondary prevention programs. Some of these clinicians
may eventually work in the acute care setting and may be more likely to refer patients to
CR. As cardiac patients need holistic care, future healthcare providers need to be taught
about the importance of a holistic approach in treating cardiac patients.
Policy Implications
All of the participants of this investigation participated in the phase 2 CR
program. The program was recommended by their health care providers and provided the
impetus and support needed to begin necessary lifestyle changes. Participation in the
program was paid for by each participant‟s health insurance program. The cardiac
rehabilitation program provided a safe and comfortable environment.
Seven CR participants continued in the phase 3 CR program. The difference
between the phase 2 and phase 3 programs is that CR participants in the phase 3 CR
program do not have continuous monitoring of their heart rate and rhythm, but
participants in phase 3 will continue to have their vital signs taken during and after their
exercise. The phase 3 CR program continues to support CR participants to maintain their
healthy lifestyle changes and also provides structure for an everyday routine of exercise.
A major obstacle to participation in a Phase 3 CR program is cost. Medicare pays for
Phase 3 CR, whereas private insurance companies do not. This is a major societal
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problem as a significant percentage of people with cardiac disease do not receive the
additional structure and support that they may need for secondary prevention. It could be
argued that, younger people (those under 65 years of age) need more support in managing
their cardiac disease and preventing its progression. Conducting a cost comparison
analysis of the outcomes of CR participants in phase 3 and not in phase 3 programs may
provide data to support the efficacy of phase 3 CR participation.
Research Implications
The findings of the study have raised some interesting research questions in the
acute and long-term management of cardiac disease. Research is needed in the acute care
environment, during the transition from the hospital setting, and in the long-term cardiac
healing.
Participants described experiencing psychological distress during the acute
cardiac event and appreciated the compassion and caring provided by the health care
providers. Little research has been conducted to address the psychosocial needs of
patients during the acute phase of their illness. Studies need to be conducted that test
interventions that best meet patient needs for example, including a chaplain in the
emergency phase of treatment, facilitating patient and family communication, decreasing
unnecessary stimulation, and by providing timely information.
Lack of participation and adherence in the CR programs is related to lack of
motivation, co-morbid health problems and domestic duties (Jones et al., 2007).
Particularly in women, lack of participation and adherence is related to transportation
issues, insurance barriers, co-morbidities and having exercise equipment at home (Halm
et al., 1999). Participants in this study also reported similar problems such as
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transportation problems, lack of insurance coverage and time commitment at CR.
Additional research is needed to address the needs of cardiac patients to increase the rates
of CR participation. One way is to provide alternative methods of CR such as monitored
home-based CR program.
Most of the CR participants completing phase 2 CR program do not continue with
the phase 3 CR program. A home-based phase 3 CR program may help CR participants to
stay on track and receive feedback from the CR staff. The information from the CR staff
may be sent to the cardiologist to provide a comprehensive picture of the CR participant‟s
health status and their cardiac management. This type of home-based phase 3 CR
program may help to reduce the incidence of having another cardiac event and therefore
the cost of the program and the medical care. Research is needed to identify if there are
specific patient needs during this time frame and the efficacy of a home-based phase 3
CR program. Various technological advances such as Facebook and online programs may
be integrated into home-based programs. Further research is necessary to determine if a
home-based CR program is feasible and effective for the working CR participants.
Exercise is the primary focus of secondary prevention programs and typically is
the only component attended by all of the CR participants. Participants in this study
reported using mind-body interventions such as biofeedback, focused breathing,
meditation, music, nature, yoga and spiritual groups to reduce psychological distress.
Further research is essential to study the efficacy of the various mind-body interventions
in CR programs.
Participants in this study experienced psychological distress as they were faced
with a life and death situation. The majority of the participants in this study described
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their personal views on end of life. It may be beneficial for cardiac patients to be exposed
to the aspects of palliative care as a part of CR program. Considering the chronic nature
of cardiac disease this may be the best time to discuss and encourage patients to complete
advance directives. Additional research in this area is essential, especially since cardiac
disease is the leading cause of death in the United States.
The current study focused on participants who had a positive experience after
experiencing an acute cardiac event. Research focused on CR participants with negative
experiences is needed. Research comparing these two cohorts will provide a deeper
understanding of different healing processes and may direct different interventions.
Participants in this study had different cardiac interventions such as CABG, stents
and medical treatment. It may be beneficial if the groups of patients are studied
separately as we may be able to identify the unique needs of each group.
A future study may include measurement of physiological biomarkers,
psychological, social and spiritual measures that can be used to understand the
interactions of each other in the process of healing. Future studies will include
participants from different cardiac rehabilitation settings, thus will include a more diverse
sample and will also collect additional data such as anxiety and depression scores to
understand different aspects of healing.
The present study used a phenomenological approach to study the experience of
CR participants. A future investigation may use a grounded theory approach to develop a
theory of healing that is specific to the recovery process for those with cardiac disease.
The theory may provide further insights into the development of healing interventions.
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Conclusion
This study explored the healing experience of CR participants. As facing a lifeand-death situation is a significant experience, a holistic approach to patient care may
help to support and hasten recovery. Cardiac rehabilitation programs offer a safe
environment where holistic care can be provided, offering a number of options to
improve health and promote healing is essential. Programs should be made flexible so
they meet unique patient needs. Having this patient oriented approach may help to
achieve better health outcomes. The healthcare providers at the different levels of the
health system should continually update practice through research towards the current
needs of the cardiac patients, as everything changes with time. Social networking could
be used to our advantage in secondary prevention programs. The healing interventions
should be extended into the community as CR participants are part of the bigger
community. Living with the heart disease can be difficult, but it can be made easier
through effective support and channelizing patients in the right direction.
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Appendix A
Informed Consent Form
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Appendix B
HIPAA Form
AUTHORIZATION FOR USE AND DISCLOSURE OF
HEALTH INFORMATION FOR RESEARCH
Principal Investigator:
Application Number:
Title of the Study:

Dr. Ann Berger, NIH Clinical Center
.
NIH Protocol 09-CC-0227
.
Phenomenological study of psycho-socio-spiritual healing in
the context of chronic or life-threatening illness

You have been given a separate consent form that tells you about the above study,
including the procedures and activities that are part of the study.
This privacy form tells you what information about you may be collected in the study and
who might see or use it.
Johns Hopkins* has rules to protect information about you. Federal and state laws also
protect your privacy.
Generally, only people on the research team will know that you are in the research study
and will see your information; however, there are a few exceptions such as the ones that
are listed later in this form.
The people working on the study will collect information about you. This includes things
learned from the procedures described in the study consent form. They will collect other
information limited to your name and phone number.
The research team will only need to see your information that you give them in their
research forms and interviews. Sometimes other people at Johns Hopkins may see or
give out your information from those research forms and interviews. These people
include people who review the research studies, their staff, lawyers, or other Johns
Hopkins staff.
People outside of Johns Hopkins may need to see your information for this study.
Examples include government groups (such as the Food and Drug Administration), and
safety monitors, other hospitals in the study and companies that sponsor the study.
We cannot do this study without your permission to use and give out your information.
You do not have to give us this permission. If you do not, then you may not join this
study.
We will use and disclose your information only as described in this form and in our
Notice of Privacy Practices; however, people outside Hopkins who receive your
information may not be covered by this promise. We try to make sure that everyone who
needs to see your information uses it only for the study and keeps it confidential – but we
cannot guarantee this.
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The use of your information has no time limit. You can cancel your permission to use and
disclose your information at any time by calling the Johns Hopkins Hopkins Privacy
Officer at 410-735-6509 or by sending a letter to:
Johns Hopkins Privacy Officer
5801 Smith Avenue
McAuley Hall, Suite 310
Baltimore, MD 21209
Fax: 410 735-6521
Please be sure to include the name of the principal investigator, the study number and
your contact information.
If you do cancel your permission to use and disclose your information, your part in this
study will end and no further information about you will be collected. Your cancellation
would not affect information already collected in this study.
Johns Hopkins* is a group of organizations that includes
The Johns Hopkins University
The Johns Hopkins Hospital
Johns Hopkins Bayview Medical Center
Howard County General Hospital
Johns Hopkins Community Physicians
Suburban Hospital
If The Johns Hopkins University School of Medicine IRB reviews a Kennedy Krieger
Institute (KKI) study, “Johns Hopkins” also includes KKI.
________________________________________________________________________
_____________________________________________
Signature of Participant
Date
________________________________________________________________________
_____________
Signature of Person Obtaining Consent
Date
NOTE:A COPY OF THE SIGNED CONSENT FORM MUST BE KEPT BY THE
PRINCIPAL INVESTIGATOR; A COPY MUST BE GIVEN TO THE
PARTICIPANT; THE PI MUST FORWARD A SIGNED COPY TO THE
SUBURBAN HOSPITAL PRIVACY BOARD.
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Appendix C
University of Maryland IRB Approval Letter
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Appendix D
NIH Cover Letter
Dear Cardiac Rehabilitation Patient,
Thank you for your interest in the National Institutes of Health (NIH) research
study to better understand “healing” – the positive changes in a patient‟s psychological,
social, or spiritual life that may occur after a life-threatening illness or serious disease.
One of the ways that Suburban Hospital participates in this study is by connecting the
NIH research team to those patients and survivors who have had healing experiences
themselves. The staff at Suburban‟s Cardiac Rehabilitation Service have identified you
as a possible participant for this research study.
To learn more about this study before deciding whether to enroll, the first step is
to read the consent form which is attached to this letter. The consent form provides you
with important information about this study including:
its purpose
what kind of participants are needed
what participants do during the study
the risks and discomforts of the study
how we protect the confidentiality of all information we gather
and your rights as a research participant
Once you have read the consent form, just let the Cardiac Rehabilitation Service
staff know if you would like to participate. Beverly Press, Director of the Cardiac
Rehabilitation Service, will then arrange for you to be introduced to the NIH interviewer
at Suburban Hospital. The interviewer will answer any questions that you may have
about the study or the consent form.
If, after reading the consent form and discussing the study with the interviewer,
you would like to participate, we will obtain your written consent. We will answer any
remaining questions that you have before you finalize your decision.
Once you have signed the consent form, we will schedule your study interviews
session at a mutually convenient time. If you wish, you may schedule your interviews
session to begin immediately after signing the consent form.
Your care at Suburban Hospital will not be affected in any way, whether you
choose to enroll in this study or not. The choice to enroll is completely yours.
Thank you again for your interest, and we look forward to meeting you if you
choose to enroll in this study!
Yours sincerely,
Sheeba Nadarajah, MSN, RN
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Appendix E
Demographic Form
1. Age Group: (circle the number)1 = 18-25 years, 2 = 26-35 years, 3 = 36-45 years
4 = 46-55 years, 5 = 56-65 years, 6 = 66-75 years, 7 = 76 years and up
2. Sex:

1 = Female

2 = Male

3. Racial Background: (include all that apply) 1 = White/Caucasian 2 = Asian/
Pacific
Is. 3 = Latino/Latina 4 = Amer./Alaska Native 5 = Black/African
Amer. 6 = Other _________
4. Educational Status: (select highest achieved) 1 = 8th grade or less, 2 = Some
high school, 3 = High school graduate, 4 = Some college, 5 = College graduate, 6 =
Post graduate
5. Work-related roles: (include all that have applied in the past year)
1 = Employed (avg. work hours per week:______), 2 = Homemaker, 3 = Caring for
children, 4 = Student (avg. credits per semester:______), 5 = Volunteer (avg. actual
hours per week:______), 6 = Unemployed, 7 = Disabled, 8 = Retired (how many
years:______)
6. Marital Status:1 = Married, 2 = Never married, 3 = Separated, 4 = Divorced,
5 = Widowed
7. Who lives in your household? (mark as many as apply) 1 = spouse, 2 = significant
other, 3 = children, 4 = parent, 5 = someone else (please specify:_____________)
Total number of people in household (including yourself) _____
8. Spiritual/Religious affiliation:
_______________________________________________________________
9. Illness: (if both, select the one which brought you here) 1 = cancer, 2 = cardiac
10. How long ago was the onset of your illness? Less than 3 months, 3 – 6 months ,
7 – 11 months, 1 – 2 years, 3 – 5 years, more than 5 years
11. Has your initial treatment been completed (not rehab.)? 1 = No, 2 = Yes
12. How long ago was your initial treatment completed? Less than 3 months, 3 – 6
months, 7 – 11 months, 1 – 2 years, 3 – 5 years, more than 5 years
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Appendix F
Stress and Distress Form
Your Stress and Distress Levels Today
Please circle the numbers on the thermometers below that best describes how much stress
and distress you feel today.

Stress means you have problems
that you are able to handle.
If the crew on a ship finds that
pleasing the captain is very hard
but they can deal with it, then
that situation is stressful for
them but they are not in distress.

Distress means having problems
that you are unable to deal with.
For example, the crew on a ship
will send out a distress signal if
there is a problem they can‟t
deal with themselves (ship
sinking, engine failed and can‟t
repair it, attack by pirates, etc).

STRESS

DISTRESS

10

“10” means you have
extreme problems

10

9

9

8

8

7

7

6

6

5

5

4

4

3

3

2

2

1

1

0

“0” means you don‟t
have any problems
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Appendix G
Experiential Questionnaire
1

Overall, how much has having your
illness or condition affected your views
about yourself and your life?

0 = Not at all
1 = A little bit
2 = Somewhat
3 = Quite a bit
4 = Very much

2

How positive or negative has the overall
impact of your illness or condition been
on your views about yourself and your
life?

1 = Completely positive
2 = Mostly positive; a little
negative
3 = A little more positive
than negative
4 = Equally positive and
negative
5 = A little more negative
than positive
6 = Mostly negative; a little
positive
7 = Completely negative
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Appendix H
Eligibility Checklist
Current age 18 years or older?
Has the subject had cancer or heart disease (doctor diagnosed)?
Age at diagnosis 17½ years or older?
In relation to the subject‟s illness, has the subject completed a
healing program after cancer diagnosis (SFC), or completed the
first phase of cardiac disease rehabilitation (CRS)?
Does the subject have score less than 3 on the Distress
Thermometer (DT)?
(If score is 4 or more, refer subject to staff psychologist, social
worker, or spiritual counselor)
In relation to the subject‟s illness, has the subject experienced a
change along psychological, social and/or spiritual dimensions:
(a) for 6 months or longer,
with a “how much” score of 3 or more,
and a “positive or negative” score of 4 or less?
or
(b) for less than 6 months,
with a “how much” score of 2 or more,
and a “positive or negative” score of 6 or less?
Does the subject have sufficient English reading proficiency for
understanding of English text documents during enrollment,
including written standard psychological exams?
Does the subject have sufficient ability to enable clear perception
of the interviewer‟s spoken questions?
Is the subject able to participate in oral interviews with sufficient
speaking volume and clarity to enable clearly audible recording of
the participant‟s verbal responses?
Does the subject have sufficient English speaking proficiency for
interview transcription and coding processes?
Does the subject consent to audio recording during interview?
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Appendix I
Interview Guide
1.
2.
3.
4.
5.
6.
7.
8.

Could you please describe your experience of cardiac event?
Did the cardiac event affect you physically? If so please explain.
Did the cardiac event affect you emotionally? If so please explain.
Did the cardiac event affect you socially? If so please explain.
Did the cardiac event affect you spiritually? If so please explain.
What helped you with your cardiac recovery?
What did not help you with your cardiac recovery?
Do you want to add anything else before we end the interview?
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