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Background: Coronary artery disease (CAD) is a major cause of death globally. Myocardial 
infarction (MI) secondary to CAD affects patients’ quality of life and their lifestyle. The 
experience of war can affect people’s perception of phenomena. Given the scarcity of 
information in Kurdish patients with MI, the current study was designed to explore the 
lived experiences of individuals after MI in Kurdish patients affected by Iran–Iraq war.
Methods: This interpretive-phenomenological study was conducted on eleven patients with 
MI (9 men, 2 women) at Imam Ali Hospital, Center for Heart Diseases, in Kermanshah, Iran, 
considering MI as a phenomenon. Data was collected by a semi-structured interview and 
analyzed using the Van Mannen method. We employed the Lincoln and Guba criteria to 
examine the credibility, confirmability, dependability, and transferability of data. MAXQDA 
software was used for data management. We followed the COREQ checklist to ensure the 
rigor of our study
Results: Four themes and ten sub-themes were emerged as (1) “changes in the quality of 
life” including (a) negative physical outcomes, (b) mental effects, (c) social support, (d) 
adopting healthy behaviors, (e) increase or decrease in self-efficiency, (f) previous experi-
ence, and (g) developing future behaviors; (2) “bodily perceptions and medical care” 
including (a) medical care: saving or terminating life?, (b) a new message from the heart; 
(3) “returning to spirituality against death” including (a) spirituality as a guiding principle, 
(b) accepting death as an eventual destiny; and (4) denial.
Conclusion: The results suggest that MI could change the quality of physical and mental 
health of the person, anywhere from deterioration to full recovery. Furthermore, the influence 
of spirituality and previous experience of war to overcome the complications of MI has been 
discussed, leading to either acceptance or denial of MI, and the consequences.
Keywords: myocardial infarction, qualitative research, phenomenology quality of life

Background
Cardiovascular disease (CVD) is the leading cause of morbidity, mortality, and 
disability, worldwide1 and accounts for the deaths of 7.3 million people (>30%) 
annually.1,2 Nowadays, CVD is becoming an epidemic because of the growing risk 
factors, which include obesity and diabetes.3 Over 75% of the associated death 
occurs in low and middle-income countries.4 In the high-income nations, the rate is 
much lower due to the availability of many preventive measures.5,6 In Iran, it is 
estimated that the disability-adjusted life years (DALY) caused by CVD will be 
doubled by 2025 compared to that in 2005.7
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Myocardial infarction (MI), a consequence of CVD, 
occurs due to cardiac ischemia induced by poor or lack 
of blood perfusion.8 The causes of MI include a) dislodged 
blood clots, and embolism, b) imbalance between the 
demand and supply of blood to the heart tissue, c) percu-
taneous interventions, d) atherosclerosis induced by stents, 
and e) following coronary artery bypass surgery. However, 
the primary cause of MI is ischemic cardiac disorders.9 

The severity of MI varies depending on the extent of the 
infarcted lesion, length of coronary artery occlusion, and 
the number of collateral arteries.8 Moreover, the impact of 
MI on patients’ life includes decreased physical activity 
secondary to low cardiac output, medication side effects 
(e.g., headache and dizziness), unemployment, stress, 
anxiety, and various socioeconomic issues.10–12

Despite the cardiovascular risk factors in the developed 
countries, the burden of the disease on patients is three 
times greater in low-income nations. The disparity is 
directly associated with the quality of healthcare services, 
diagnostic equipment, and treatment followed by appro-
priate cardiac rehabilitation programs.8 Therefore, the 
complications and consequences of MI are dependent on 
various contextual and socioeconomic factors.12 

Therefore, researchers have proposed using qualitative 
studies to support policy making in the care of cardiac 
patients.13,14 The data derived from such studies will 
uncover new facts including the true experiences of 
patients with MI.15 In this context, a study conducted in 
2017 examined the experiences of young men with MI 
within three to six months after the incident. The results 
uncovered three main themes: “Being less than a man”, 
“Facing a bleak future”, and “Life has lost its meaning”.16 

Other qualitative studies in Iran have assessed the experi-
ences of male and female elderly with CAD from which 
the following themes emerged: “ Having lost peace”, 
“Finding peace in spirituality” and “Having lost ones 
health and sexuality”.17–20

War as a social determinant affects the mental health 
among war survivors. Previous studies demonstrated the 
long-term effects of war and the original experience of 
war-trauma on post-war life. War causes the persistence of 
certain symptoms in some individuals, such as anxiety, 
depression, alcohol and drug abuse, and post-traumatic 
stress disorder (PTSD). In the phenomenological context, 
these mental health states are the normal aspects of cog-
nitive functioning and response to a conflict situation.21

Despite the wealth of published literature, the experi-
ences of patients post-MI have not been evaluated at all in 

Kermanshah, Iran, where the largest Kurdish Iranians 
reside who carry the bitter memories of the 8-year, Iraq- 
Iran war. We assumed that the Kurdish people’s memories 
and experience with that war may have influenced their 
perception of MI differently. Thus, the aim of this study 
was to explore the lived experiences of patients post-MI in 
Kermanshah, Iran.

Methods
Study Design
This qualitative study used an interpretive phenomenology 
to discover the patients’ experiences about a specific issue, 
ie, personal experience from MI. Phenomenology explores 
the essence of individuals’ experiences with specific 
issues.22,23 For the purpose of this study, we employed 
hermeneutic phenomenology of Van Mennen, adapted 
from Heidegger, with a focus on the interpretation of the 
participants expressed views and experiences after having 
suffered an MI.24,25

Participants
The research community included patients who had a heart 
attack. Participants were eleven MI patients (2 women and 
9 men) referred to the Cardiovascular Clinic of Imam Ali 
Hospital (a major cardiac center in western Iran) during 
the prior four months in 2018. The inclusion criteria were 
consent to participate in the study, being physically and 
mentally stable, aged 30 years or older, having at least 
a 6-month history of post-MI, and lack of other chronic 
conditions including neurological disorder and musculos-
keletal disease. Also, we provided anonymous written 
informed consent forms to the participants. The informed 
consent specified in advance that the data collected would 
be used and how they would be applied. The informed 
consent also included consent to publish quotes from the 
participants’ interviews. They reviewed the form and 
signed it before we enrolled them in the study. The parti-
cipants were assured of the confidentiality of their infor-
mation. All of the study documents were kept under lock 
and key and were only accessible to the authors. The face- 
to-face semi-structured in-depth interviews were held in 
a previously agreed upon place between patients and 
researchers. We recorded the interviews by a tape- 
recorder and wrote down the non-verbal gestures. The 
interviews lasted between 30 to 45 minutes. Both the 
first and second authors, who were trained in in-depth 
interviewing method and were graduate with a B.Sc. in 
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public health, performed the interviews at Imam Ali 
Hospital in the cardiovascular meeting room and away 
from patients care rooms over a 2 or 3-day period. Each 
participant was interviewed individually, without other 
participants being present. Four authors coded the data. 
The medical and some socio-demographic variables 
including age, sex, ejection fraction of the heart, marital 
status, educational level, occupational status were 
extracted from patients’ medical records.

The fourth author selected the interviewees using 
a purposeful sampling method. Purposeful sampling 
allows in-depth interviews with patients that are assumed 
to be rich sources of information. Before the interviews, 
the study aim was described to the participants. So, the 
participants knew the researcher’s role and the reasons for 
the study were disclosed during the informed consent 
process. In the first session, both interviewers were intro-
duced to the patients by the fourth authors to explain the 
reasons for the research. However, no relationship with the 
participants was made before the study began.

The participants did not belong to specific political or 
social parties and were interested in the research topic. Of 
the 13 primary selected patients, two of them refused to 
participate in the study due to having no time to interview.

The researchers were graduates of medical sciences 
including medicine, nursing, public health, and rehabilita-
tion. Specific characteristics of the researchers may have an 
influence on data and analysis. Nevertheless, we established 
strict protocols to carry out the interviews and analysis of 
the data to reduce bias. Except for the first and second 
authors, other authors were faculty members. Three of 
them were male, and the other was female. As the main 
aim of researchers in the phenomenological studies was the 
transformation of data to the lived experience, interviewers 
tried to bring individual experiences into phrases and 
attempted to understand those experiences based on the 
participants’ statements. The interviews continued until it 
was clear that no additional concepts or themes were emer-
ging. The sampling proceeded until data 
saturation.26 Disagreements were discussed by the two 
interviewers until consensus was reached. In addition, 
Boyd et al (2001) consider two to 10 participants as ade-
quate to reach saturation27 and Creswell et al (1998) suggest 
“long interviews with up to 10 people” to conduct 
a phenomenological study.28 Therefore, the selection of 
the 11 patients to perform this study was adequate. 
MAXQDA software was used for data management. We 
followed the COREQ checklist to ensure the rigor in our 

study (Supplementary Table 1).29 Data was collected by 
semi-structured interviews. The interview is one of the 
common methods, which is conducted in structured, semi- 
structured, or unstructured style.30 We asked some open 
questions such as: “What will be in your mind when you 
hear the myocardial infarction?”, “What are the effects of 
cardiac disease on your life?”, “Compare your situation 
now to what you were before your MI”, and “Describe 
your feelings about heart disease”. We also asked “How 
old were you during the war?” “How did the Iran-Iraq war 
affect your life?” “How has your illness affected your past 
experiences?” This type of interview made it possible for 
personal experiences to be broadly and freely expressed. 
Essential skills for conducting interviews are paraphrasing, 
clarification, summarizing, and reflecting the feelings 
freely.30 Limited probing questions were raised during the 
interviews for clarification, for instance “What do you mean 
by this statement?”, “Please give an example”, “Why?” or 
“Please elaborate or explain”.

Data were analyzed using the Hermeneutic approach 
developed by Van Mannen (1990), under seven categories 
as follows:

● Narration: The data were written as narrative texts.
● Interpretation: The texts were reviewed several times 

to enable interpretation.
● Coding: Each statement was coded after a thorough 

interpretation.
● Sub-themes: Similar coded statements were categor-

ized into sub-themes.
● Themes: Relevant sub-themes were used to form 

distinct themes.
● Stories: Groups of themes were combined to develop 

Stories.
● Assessment: We critically assessed the rigor of the 

stories by both the authors and an external 
reviewer.31

The story rigor, was assessed by Lincoln and Guba’s 
criteria,32 for being credible, dependable, confirmable, 
and transferable. We also held regular meetings to inter-
view and consult the patients, asking them to read and 
check the subthemes and themes derived from the delib-
erations. Finally, the patients had the opportunity to con-
firm, clarify or reject the stated themes and concepts.

Also, additional contacts made between the story authors and 
patients over the subsequent four months enhanced the credibility 
of the statements. The dependability of the statements was 
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checked after recording, transcribing, and analyzing the interview 
contents. Further, the data were analyzed for consistency follow-
ing the interviews. The confirmability was established based on 
the objectivity level of the data. To enhance this process, we 
developed an audit system to record the deliberations at each 
session throughout the study. The transferability was addressed 
by carefully recording the descriptions of the patients’ lived 
experiences. At the end of the study we provided feedback on 
the findings to the participants.

Results
This study examined the lived experiences of MI patients, 
for which we recruited 12 voluntary participants into the 
study. One participant who could not continue with the 
study was excluded. Of the 11 participants, most of them 
were married (2 women and 9 men) at the ages of 47 to 
74 years old (mean 52±4.5;), with the mean of 33.7±6.7 
ejection fraction. (Table 1)

Since two researchers who performed the interweaving 
codes of the transcripts, they were mutually compared and 
interpreted. Upon the completion of data analysis four 
themes and 10 subthemes were extracted, which were 
written up in details as represented in Table 2:

Changes in the Quality of Life
Three of the participants shared their post-MI experi-
ences of physical, psychological, and social outcomes 
spanning two different perspectives. At one end of the 
spectrum, the experiences were linked to physical func-
tioning, feeling of dependence, low tolerance threshold, 
inability to manage social relationships, aggression, 
need for social support, feeling of sadness, and slow 
the healing process. On the other end, positive changes 
occurred in lifestyle and healthy behaviors, resulting in 
improved social relationships, stress, a healthy diet, 
appropriate physical activity, and quitting smoking. 

Table 1 Demographic Characteristics of the Participants

Patient Age Range* Sex Ejection Fraction Marital Status Education Level Occupational Status

P1 60–64 Male 45% Married M.S./M.A. Retired teacher

P2 70–74 Male 35% Married Elementary Retired worker
P3 45–49 Male 53% Married Diploma Employed

P4 60–64 Male 40–45% Married Elementary Driver

P5 60–64 Male 25% Married B.S./B.A. Retired worker
P6 50–54 Female 10–15% Widow Elementary Housewife

P7 50–54 Male 40% Married Elementary Self-employed

P8 60–64 Male 25–30% Married M.S./M.A. Clergy
P9 85–89 Female 15% Married Illiterate Housewife

P10 75–79 Male 40% Married B.S./B.A. Retired teacher
P11 60–64 Male 47% Married B.S./B.A. Retired officer

Note: *The age ranges are grouped in 5-year brackets because of being anonymity.

Table 2 Themes and Subthemes Emerged from the Interviews

Themes Sub-Themes

1 Changes in the 
Quality of Life

Negative Physical 

Outcomes

Mental Effects Social 

Support

Adopting 

Healthy 

Behaviors

Increase or 

Decrease Self- 

efficiency

Previous Experience, 

Developer of Future 

Behaviors

2 Bodily Perceptions 
and Medical Care

Medical Care: 

Saving or 
Terminating Life?

A new Message 

from the Heart

3 Returning to 
spirituality in way 
of death

Spirituality as 
a Pharos

Accepting 
death as an 

eventuality

4 Denial
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Within the changes in the quality of life theme, the 
following seven sub-themes emerged:

Negative Physical Outcomes
Five participants referred to MI as a debilitating condition 
and stated that it restricted their ordinary physical activities. 
Participant 1, a 60-year-old man with a 4-year history of heart 
disease, stated: “I should stay away from some of the activ-
ities I wish to do, for example, being careful when doing 
exercises”. This participant stated that he could not walk 
steadily on uphill roads. Physical limitations, such as short-
ness of breath, choking feeling while asleep, and inability to 
lift and carry heavy objects were his major physical concerns. 
This patient also discussed some of the consequences of his 
physical illness. Participant 3, a 47-year old man stated: 
“I retired because I couldn’t earn income”. He also com-
plained of financial hardship due to a lack of income and was 
concerned about becoming physically weak. Participants 4 
and 5 expressed concern about their physical strength to do 
ordinary, daily work. They believed people with disabilities 
would be frustrated or saddened at the realization of losing 
power to work, especially heavy exercises. Another partici-
pant compared himself, physically to what he could do prior 
to his MI and said: “I used to go mountain climbing and had 
fun, but now I don’t have the power to do any of that” 
(Participant 8).

Mental Effects
Some participants compared themselves to their pre-MI 
and complained about their low tolerance for handling 
difficulties, mood changes, anger, depression, and the feel-
ing of hopelessness. Participant 2 stated: When I encounter 
clients at work, I feel I am not the same person I was 
before; I am becoming more aggressive. When I reflect on 
my heart attack, I feel sad and wonder why I had a stroke; 
I get upset with myself for getting into this condition; my 
voice sounds sick, and my temperament with my family 
has deteriorated; my mood is unstable, and I cannot laugh 
at all. (Participant 2)

Participant 6 stated: I get into a lot of thoughts about 
my life; I get depressed and irritated with people around 
me; I would get angry quickly, and each spoken word 
makes my heart ache. (Participant 6)

Participant 8 shared this with us: “I get angry quickly, 
I feel I am more isolated than before due to my MI; 
I believe the disease has had a negative effect on me, 
with no positive outcome”. Participant 11 indicated: I get 
upset, depressed, very frustrated, and I always say to 

myself I wish I could have died then; I haven’t had 
a pleasant night sleep since I had my MI; I am seeing 
a psychologist because I feel my spirit has broken. 
(Participant 11)

Social Support
Participants believed that MI had impacted their social 
relationships and expectations of others. Some had no 
specific expectations of the family, but most relied on the 
family presence for peace, comfort, and strength in the 
spirit. Participant 7 said: “I am very dependent; I do not 
like my daughter to be away from me. When I was in the 
hospital, I did not even let her go as far as the hospital exit 
door. Participant 6 said: “I expected those around me to be 
nice to me”. Similarly, participant 8 said: “I expected 
people around me to do my job for me; while Participant 
9 stated: “I would complain to them if they did not come 
to visit me at the hospital, bringing fruit juice for me.” In 
this context, Participant 5 indicated: “My social relation-
ships have become overly hectic. This allows me not to 
think of problems; my surroundings have become kinder, 
their affection to me has increased, and my commute is 
longer now. For one thing, it is OK because I have ample 
time, which allows me to participate in my family gather-
ings. Unlike others, Participant 4 said: “I have neither 
expectation of myself nor of my wife or children.”

Adopting Healthy Behaviors
A number of participants attributed the positive changes in 
their diet, and physical activity as a result of MI and stated 
that it had persuaded them to adopt healthy diets 
Participant 1 said: “The stroke effects on my diet have 
helped me to stay away from salt, fatty foods, and 
unhealthy stuff. In this context, Participant 8 said” I used 
to eat everything before I got sick, but now I eat low-fat 
foods and watch my diet carefully.” Participant 3 said: “I 
try to avoid high-fat foods and do not do the heavy 
exercises, because my doctor advised me so.” Participant 
5 said: Now, I have increased my hiking schedule, trying 
to exercise and get involved in light sports activities, but 
no heavy ones. I eat much less fat and red meat; rather, but 
I have white meat more often now than before and watch 
my eating habits carefully too.

Increase or Decrease in Self-Efficiency
Some participants mentioned that MI had enabled them to 
have better control over their thoughts, emotions, and daily 
behaviors. For instance, Participant 1 said: If I die of 
hunger, I won’t go for sausage or bologna at all. He further 
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indicated that everyone must be their own doctor, and 
know what is good or bad for them. Now, I know better 
what my problems are; sometimes I get nervous or angry; 
of course, MI has had its effects on me, but I try to tolerate 
comments from others without getting angry quickly.

Similarly, Participant 3 said: “I try to stay as calm as 
I can. I try to have more peace in my life because I have no 
other choices.” Participant 5 said: I was involved in stress-
ful administrative work before, but now, I wouldn’t accept 
them even if I am still offered similar jobs. And if a bitter 
thought comes to my mind, I won’t pay attention to it. 
Also, I am careful about taking my medications regularly 
and on time.

Influence of Previous Experiences on Future 
Behaviors
Among the participants, there were individuals who had 
gone through difficult and tragic life events. These experi-
ences included the Iran–Iraq War, and the related stresses 
on themselves, families, and relatives. We founded that 
war experience affects the patients’ coping strategies. 
These experiences had various effects on the participants, 
some of which led them to be more self-dependent than 
before. In fact, they used war experiences as a pattern to 
deal with their MI. An example of this was a participant 
who had first-hand involvement in the war and took the 
opportunity as a source of developing resistance against 
hardships and illnesses later in life. In this context, 
Participant 1 shared the following views: Emotionally, 
a person who is ready will take it easy with any disease. 
But if the person is mentally weak, he may feel he is 
dying with a simple illness. I experienced the Iran–Iraq 
war, so this disease didn’t have much impact on me 
because I was in Halabja (an Iraqi town on the Iranian 
border) and I went through those painful times. The 
situation I am going through now is not very important 
to me. You have to be resilient; otherwise, you will lose 
the battle in life.

One participant believed that his resistance had 
increased as a result of his heart condition He believed 
he could fight the illness by following a simple plan in life. 
Participant 5 said: I try to stop the disease to impact my 
life; I am now able to fight the disease and am not afraid, 
despite the eventual consequences. Everyone must have 
a plan to resist the disease otherwise one cannot fight back. 
We must overcome the disease, and don’t let the disease 
take over us.

Bodily Perceptions and Medical Care
Medical Care
Saving or Terminating Life? In this study, the Participants 
believed that physicians could play a key role in promot-
ing or diminishing health in people with cardiovascular 
disease. In their opinions, doctors played a key role in 
patients’ survival by diagnosing the heart attack and pre-
venting death from MI and other serious illnesses. Some 
patients went even further and considered medical 
advancements and equipment facilitated the recovery 
from the heart attack. They commented that unlike the 
old times, no one should be afraid of cardiovascular dis-
ease now with the available medical knowledge and tech-
nology. “It’s not like the old times, managing heart disease 
is now as simple as extracting a tooth (Participant 1).”If 
I had not been diagnosed correctly by the emergency 
physician in the first place, I would not be in great trouble 
today (Participant 5).” “Doctors can do miracles.”

When I had a stroke, I had a cold sweat and he grabbed 
my hands, I supposed, he gave me fresh spirit when he 
prescribed the right medication for me; Otherwise, I would 
have been dead now. (Participant 9)

A New Message from the Heart
Unlike most ordinary people who have positive thoughts 
about the word “heart”, patients with heart disease have 
conceptualized the word “heart” as a new term, calling it 
a heavy, stressful, and distressing word that is reminiscent 
of the hard days they had in their lives. “When I hear the 
word ‘heart’, I subconsciously experience a strange stress 
in me.” (Participant 1) ”I also feel very sad when I hear the 
word stroke.” (Participant 2). “Similarly, a heart attack has 
become a heavy stressful word to me” (Participant 7).

Returning to Spirituality
Spiritual Guidance
Some of the participants used certain words and phrases in 
describing their relationship with God before and after 
their heart attack, such as “God willing”, “thanks to 
God”, “trust and leave it to God”, “divine experimenta-
tion”, “submission to divine judgment”, “trust in God”, 
“rely on the sacred faith”, “God forgives”, “miracles hap-
pen”, and “essence of life”. Many of the participants 
believed in God and resorted to Him under difficult cir-
cumstances, and regarded God as the ultimate source of 
support. Participant 1 stated: “we must leave everything to 
God because if one believes in God, He will save that 
individual from all perils. We have to trust God and leave 
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the rest of our health affairs to physicians. “After the 
illness, I am very thankful to God” (Participant 1).

Thank God I didn’t need anything else for my heart 
attack; it was a miracle that I didn’t need a balloon or 
stent. I believe whatever God wishes, that will happen. 
I trusted God’s will and I called upon the Imams (holy 
persons in Islam), asking them to save me. After the 
stroke, I was thankful to God, because He is our Creator, 
and all our body parts are given to us by Him. I feel like it 
was a divine test for me and I came out of it successfully. 
(Participant 3)

Accepting Death as an Eventual Destiny
After a stroke, most participants felt they were closer to 
death than ever before. Some tried to think about death 
more than before their MI, and dreamed of life after death. 
They thought of death as a reality that would eventually 
happen to everybody. “When I had my chest pain, 
I thought I was going to die right away” (Participant 2).

I believe everyone goes through the experience of 
death. One day we are born and another day we will die; 
so, we are in God’s grace. I only prayed to God when 
I was sick and prepared myself for death, but thank God 
I was allowed to survive. I didn’t think death was really 
that close, but now I say that death is very close and will 
happen to everyone. Death is so much easier to fit into our 
mind, and the moment that a cup is filled (Persian proverb: 
when the path of life is over), be rest assured that there is 
no escape from death. After the stroke, my belief of death 
as a reality strengthened and I prayed to God to grant me 
the opportunity to serve the people honestly and enjoy life 
after death. (Participant 3)

“I am now thinking more about the next life hereafter 
because I know it’s our destiny, which is the same for 
everyone” (Participant 8). “I am afraid of death; I always 
say I will die soon” (Participant 7).

Denial
While most participants accepted their illness by changing 
their lifestyle and tried to live a healthy life, some denied 
their illness and did not cope with the resultant psycholo-
gical stress they experienced. “My wife says you had 
a stroke; you have to be careful; you don’t have to do 
heavy work; do not eat most foods; try to do exercise” 
(Participant 10). I do not feel anything unusual other than 
a little shortness of breath, so it is unlikely that I have 
a heart problem; I do not see myself as being sick” 
(Participant 10). “Where’s the heart? What is heart disease 

anyway? The family wanted to take me back to the hospi-
tal some time ago, but I don’t have any problem” 
(Participant 9). Others commented on the unexpected or 
expected heart attack: “I had no high blood pressure or fat 
in my blood, and I always went for a walk; so, I don’t 
know why I had a stroke (Participant 5).” After my hus-
band died, I was very sad, depressed and I was expecting it 
to happen to me too” (Participant 6).

Discussion
This study explored the lived experiences of 11 Iranian 
patients after a heart attack. To our knowledge, this is the 
first study to evaluate the effects of the Iran–Iraq war on post- 
MI patients One of the most important results we observed 
was “changes in the quality of life (QoL) of the participants”, 
that happened for many reasons. The changes included: 
physical disorders, mental effects of the disease, and changes 
in social life and interactions with others. Most patients 
explained diets low in fat, low in salt, and high in vegetable. 
Heo et al33 offered multiple definitions for QoL in the opi-
nion of people with heart disease. The definition covers the 
capability of getting engaged in physical and social activities, 
feeling happy, and continued relationships with others. 
A meta-analysis of 30 qualitative studies, entitled “Lived 
experiences of people with heart failure” “A narrative review 
showed” showed that cardiovascular disease caused various 
life issues including social isolation, living with the fear of 
death and pain, and losing control on various personal 
aspects of life. All of these side effects collectively reduce 
the QoL in patients with heart disease.34 Changing in lifestyle 
and adopting a range of coping strategies were emerged in 
previous studies conducted among patients affected by MI.35 

Coping strategies define as specific behavioral and psycho-
logical efforts, that individuals employ to master, tolerate, 
reduce stressful events. In our study, patients adopted some 
strategies to deal with their new lifestyle such as trying to 
avoid stressful situations and to keep calm.

The mental effect was another issue that emerged from 
our analysis. It took the form of sadness, anxiety, depression, 
and despair. Staniute et al36 confirmed that some mental 
symptoms, such as depression and anxiety are the determi-
nants of decreased QoL in patients with CAD. Studies 
showed that anxiety is an important determinant of each non- 
adherence in myocardial infarction.37 In contrast to our study, 
some patients after MI had reported that they found positive 
consequences, new life values, and hopes in the future.38

Relying on others, ie, “social support” was one of the 
main consequences of the current study. The participants 
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were often in the spotlight of their families and were 
supported by them; so they tend to be dependent on their 
care more than before. A meta-analysis shows in Post-MI 
patients, lack of social support are more likely to increase 
mortality and morbidity, with an odds ratio of 2.0 to 3.0. 
This impact was marked by depressing, indicating an 
inverse interaction between social support and mental 
issues.39 This could hypothesize for future qualitative stu-
dies whether the lack of perceived social support in post- 
MI patients could be the result of depression that disables 
patients to accept support. However, some post- MI 
patients could not carry out self-care because of the dis-
ease severity, and patients receiving a low level of support 
are characterized by a lower level of self-care than patients 
who had a high level of support.40 Our result regarding 
seeking social support was in line with the study con-
ducted by Jones et al (2019) among African American 
women patients with MI.41 In contrast, women in another 
study experienced only tangible support and a lack of 
emotion after MI.42 Further, it appears that in Kurdish 
family-centered culture, people are used to paying more 
attention to their sick family members, and the care is 
known to be effective for patients with chronic than 
those with acute conditions.43 So, such results are not 
surprising in previous studies in Iran, given that good 
family support always is available in Iranian culture. 
Further studies are needed to evaluate this assumption.

In this study, the participants learned about the con-
sequences of a heart attack, which led them to adopt 
healthy behaviors and positive changes in lifestyle. They 
remarked that they had gained on self-efficacy compared 
to what they knew of themselves before. Other qualitative 
studies also show that patients take responsibility for life-
style changes after MI.44 For adaptation, lifestyle changes 
are required, which are associated with both mental fasci-
nators and physical barriers. The fascinators include posi-
tive physical feedback, interpretation of the disease in 
patients’ viewpoint (opportunity to heal or not), identify-
ing the risk factors, and developing self-management of 
the symptoms. Lack of knowledge, and considering low or 
no value in changes have been noted as the barriers.45 

Other important factors accounting for positive changes 
in patients are their relationships and communication skills 
with healthcare providers.46 However, initiating adaptation 
and smooth lifestyle changes in socioeconomic, demo-
graphic, and cultural perspectives require careful planning 
and learning preventive measures from healthcare provi-
ders that fit the uniqueness of each individual patient.4748 

In the current study, we concluded that previous experi-
ence would impact on coping strategies, including explora-
tion and initial strategies through strategy refinement. Our 
results confirm that post-MI patients used coping strategies 
such as keeping calm, which is in turn affected by previous 
experience regarding the Iran–Iraq war.

The findings of this study demonstrated that the parti-
cipants regarded the healthcare providers as their life 
savers and were pleased that the cardiovascular facilities 
were generously available to them. In contrast with our 
results, patients with heart disease are distressed and fear-
ful when the healthcare facilities and medications are not 
available.49 This notion may arise from the confidence and 
trust that patients have in their healthcare providers, which 
is an essential aspect of convincing patients to adhere to 
the treatment and follow-up plan.49 In Iran, public health 
services are available, such as general hospitals, outpatient 
clinics, and private practice medical offices for many 
patients including those with cardiac conditions. 
However, there are problems with the distribution or 
with inadequate healthcare equipment in certain 
regions.50 Further, there is evidence to suggest that the 
private healthcare system is steadily growing in Iran.51,52 

However, some patients are not satisfied with the services, 
depending on their location and/or economic status.

In our study patients found a new concept from the heart. 
Hutton et al (2007) showed that patients had an experience of 
changing in self-image after MI.35 According to the illness 
perception model, these changes can be interpreted that car-
diovascular disease categorized as a chronic condition, 
mostly needed long-term medical care.53

Lastly, spirituality is an important factor in Iran for 
patients with MI, which helps them cope better with the 
condition. In this respect, a qualitative study was conducted 
in Iran by Shahrbabaki et al in 2017, investigating patients’ 
spirituality and coping.53 In that study, the patients’ ideas 
were categorized as “religious beliefs” with such the sub- 
categories of “inner faith” and “search for meaning” and 
“connection to God as a supreme power” (with subcate-
gories of seeking healing through supplication and rituals”, 
“worship as a barrier to the flood of problems”, and “sub-
mission to and trust in God”).54 Additional studies have also 
documented the role of spirituality in dealing with chronic 
diseases in Some communities.55 However, spirituality 
positively contributed to better QoL in post-MI patients in 
studies conducted outside Iran.17 Patients with MI need to 
have a peaceful and calm living environment to be able to 
live without symptoms. In this context, spirituality is 
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a practical approach to achieve this goal,56 because it pro-
vides strengths to the patients to strive and overcome the 
negative aspects of the disease.57

Study Limitations
This study had certain limitations. First, interviewing 
patients with comorbidities, such as cancer was not easy. 
Second, some patients had forgotten their experiences 
about the Iran–Iraq war due to the passage of time. 
Despite the limitations, this study is the first of its kind 
to report on patients with MI in the Kurdish population 
that had also experienced the Iran–Iraq war.

Conclusions
This study provided qualitative evidence that patients’ 
lived experience post MI could impact their lifestyle, 
perceptions about their body and the health care system. 
War as a previous experience played an important role in 
illness perception in post-MI patients. The study demon-
strated that the illness leads the patients to seek spiritual 
motivation to overcome their stressors. Denial to over-
come stresses also observed in some patents. It is impor-
tant that healthcare practitioners have a realistic idea about 
the patient’s perceptions and experiences with their disease 
in order to adopt their health behavior when they are away 
from the healthcare institutions. We also recommend that 
further qualitative and quantitative studies be conducted to 
explore and develop creative approaches to enhance the 
quality of life in patients with prior heart conditions, such 
as heart failure and MI.
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MI, myocardial infarction.
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