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Introduction: This research aimed to reveal the subjective experiences, psychological difficulties, and feelings and 
opinions of myocardial infarction (MI) patients during their stay in the intensive care unit (ICU).
Methods: This research employed a phenomenological method as a descriptive qualitative method. The research 
was conducted in June–July 2022. The research comprised 13 MI patients who received treatment at the coronary 
ICU of a research and training hospital. The collected data were analyzed using Colaizzi’s phenomenological method. 
Necessary permissions were obtained from the ethics committee of the relevant university. The article was written in 
accordance with the Consolidated Criteria for Reporting Qualitative Research control list.
Results: The mean age of the participants was 59.92±13.62 years and their ages ranged from 37 to 84 years. Of the 
participants, 69.2% were males, 46.2% were graduates of primary school, and 38.5% were self-employed. Of the total 
patients, 53.8% quit smoking due to MI, but 7.7% continued drinking. Among the patients, 84.6% had chronic diseas-
es, which were mostly coronary artery diseases (92.3%) and hypertension (69.2%). The main symptoms experienced 
were chest pain (86.4%), getting tired easily (38.5%), breathlessness (30.8%), and burning in the sternum (23.1%). Three 
main themes derived from the analysis of the collected data were experiences with MI, experiences in the Coronary 
ICU, and new life after hospital discharge.
Discussion and Conclusion: The findings of the research showed the need for effective programs to cope with stress 
and cardiac rehabilitation programs to improve the psychosocial well-being of MI patients and maintain their adap-
tation to a new life.
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Cardiovascular diseases (CVDs) account for 40.4% of 
mortality caused by noncommunicable diseases 

and one-third of global mortality.[1,2] Mortality caused 
by CVDs is expected to increase to 22.2 million in 2030. 
Myocardial infarction (MI), because of CVDs, occurs due 
to cardiac ischemia induced by poor or lack of blood per-
fusion.[3] MI patients experience death threats and suffer 
from various important problems related to personal be-
liefs, lack of information, uncertainty about the process 
of recovery, management of symptoms and treatment, 
and changes in family, social, and professional relations. 
Serious physical and psychological problems may oc-
cur in individuals who suffer from a threat of death and 
bodily image. Anxiety and fear of death increase after 
hospitalization.[4] Patients may experience intense stress 
due to unexpected developments and recurrent cardiac 
events, which may occur together with various compli-
cations.[5] Most MI patients experience difficulties in psy-
chosocial adaptation. Negative feelings, such as anger, 
sorrow, fear, depression, impaired sleep, and fatigue, 
make it difficult for MI patients to return to their family, 
social, and professional life. These patients are affected 
by factors such as social support needs and the need 
for information about the management of the disease. 
Nehir and Çam[4] reported that MI patients experienced 
anxiety on the first and second days, followed by denial 
and rejection of treatment on the second day and de-
pression on the third and the following days. Anxiety and 
intense stress after MI may result in physiological chang-
es such as changes in coagulation, decrease in immune 
response, delay in wound healing, increase in heart rate, 
myocardial load, and oxygen consumption. These physi-
ological changes, in turn, may delay treatment and result 
in various complications. Independent of cardiac diseas-
es, negative feelings, such as anxiety and depression, 
may increase the rate of mortality.[6]

Psychological factors, such as anxiety and depression, 
may influence the patient’s prognosis if not diagnosed 
and managed after MI. Effective management has posi-
tive impacts on patient’s health, so it should be targeted 
for all critical care patients. This target requires the de-
termination and systematic evaluation of the psycholog-
ical factors experienced by MI patients. Nonverbal sup-
port and distraction may be effective in informing the 
patients about the disease.[7] Therefore, we may suggest 
that health professionals working in intensive care units 
(ICUs) should have information about the physiological 
and psychological reactions of MI patients. Within this 
context, this research aimed to describe the subjective 

experiences, psychological difficulties, feelings, and 
emotions of MI patients in coronary ICUs using a phe-
nomenological method. This research may have meth-
odological contributions to the literature and address 
the effective management of psychological factors ex-
perienced by MI patients.

Materials and Methods
Design

This study was designed based on phenomenology, a type 
of qualitative research. Phenomenology, as a qualitative 
method, analyzes the subjective experiences of the par-
ticipants and aims to define and explain why the partici-
pants behave in a certain way from their perspective.[8] This 
research dealt with the experiences of MI patients during 
their stay in the ICU. We encouraged participants to express 
their feelings and opinions in detail.[8,9] This study was guid-
ed by the Consolidated Criteria for Reporting Qualitative 
Research.[10]

This research used a purposive sampling method and in-
cluded MI patients who received treatment in the coronary 
ICU.[9,11] Participants were accessed through personal inter-
views. The research was conducted at the coronary ICU of 
a research and training hospital. The data collection ended 
when data saturation was reached. The research was con-
ducted in June–July 2022 and provided the subjective ex-
periences of 13 MI patients.

Research Team and Reflexivity

Members of the research team are lecturers (assistant pro-
fessors) of the faculty of health sciences, department of 
nursing, surgery diseases nursing, and faculty of nursing, 
basics of nursing. Researchers have been trained in quali-
tative research methods and have conducted research and 
publications using these methods.

Participants

The mean age of the participants was 59.92±13.62 years 
and their ages ranged from 37 to 84 years. Of the partici-
pants, 69.2% were males, 46.2% were graduates of prima-
ry school, and 38.5% were self-employed. Of the patients, 
53.8% quit smoking due to MI, but 7.7% continued drink-
ing. Among the participants, 84.6% had chronic diseases, 
which were mostly coronary artery diseases (92.3%) and hy-
pertension (69.2%). The main symptoms experienced were 
chest pain (86.4%), getting tired easily (38.5%), breathless-
ness (30.8%), and burning in the sternum (23.1%). Descrip-
tive characteristics are shown in Table 1.
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Data Collection

Before starting the study, patients were informed about 
the study. The second researcher conducted a face-to-face 
interview to collect the data. The Descriptive Information 
Form and a semistructured questionnaire on the experi-
ences of MI patients during their stay in the coronary ICU 
were used for data collection. The data were collected 
during the face-to-face interview. In-depth interviews were 
conducted with the participants who agreed to participate. 
In line with the suggestion of Charmaz,[12] no restrictions 
were placed during the interview. The interview started by 
obtaining data on the descriptive characteristics of the par-
ticipants. Next, an in-depth interview was conducted using 
the semistructured questionnaire. Each interview took 
about 30–45 min. The data collection process was finalized 
after 13 patients as data saturation was reached.

Descriptive Information Form

This form was prepared by the researchers and included 
questions on age, gender, marital status, education level, 
the person they lived with, diagnosis, length and weight, 
smoking, alcohol consumption, chronic diseases, and phys-
ical exercises performed.

Semistructured Questionnaire on the Experiences of 
the MI Patients During Their Stay at the Coronary ICU

This form was developed by the researchers to reveal the 
experiences of the participants during their stay at the cor-
onary ICU after MI. It included 17 open-ended questions on 
the following subjects:
•	 The process of decision-making on applying to a hospital
•	 Unforgettable feelings experienced during ICU stay 
•	 Times that made it difficult to cope with stress and cre-

ated emotional burden during ICU stay
•	 Expectations from health professionals and the social 

environment
•	 Opinions about life after hospital discharge

Data Analysis

Interviews were audio recorded and transcribed one day af-
ter each interview. The collected data were analyzed using 
Colaizzi’s phenomenological method. The interview data 
were analyzed separately by two researchers, meaningful 
expressions were revealed, and themes were formulated. 
After the analysis of the data, feedback was received from 
12 participants about the findings. All the participants who 
gave feedback stated that the research findings were ap-
propriate and did not give any additional opinions. The 
presence of at least 10 participants under the same cate-

Table 1. Descriptive characteristics (n=13)

		  n	 %

Age (years) Mean±SD	 59.92±13.62

Gender

	 Female	 4	 30.8

	 Male	 9	 69.2

Marital status

	 Married	 9	 69.2

	 Single	 4	 30.8

Education status

	 Illiterate	 1	 7.7

	 Primary education	 6	 46.2

	 Secondary education	 5	 38.5

	 University and above	 1	 7.7

Profession

	 Public servant	 2	 15.4

	 Self-employed	 5	 38.5

	 Retired	 2	 15.4

	 Soldier	 1	 7.7

	 Housewife	 3	 23.1

Smoking

	 Yes	 3	 23.1

	 No	 3	 23.1

	 Quit smoking	 7	 53.8

Alcohol consumption

	 Yes	 1	 7.7

	 No	 10	 76.9

	 Quit drinking	 2	 15.4

Lives

	 Alone	 5	 38.5

	 With family	 8	 61.5

Chronic diseases

	 Yes	 11	 84.6

	 No	 2	 15.4

Names of chronic diseases*

	 Reflux stomach pain	 3	 23.1

	 Diabetes mellitus	 3	 23.1

	 Hypertension	 9	 69.2

	 Coronary artery disease	 12	 92.3

	 Atrial fibrillation	 1	 7.7

Symptoms experienced**

	 Chest pain	 11	 86.4

	 Burning in the sternum	 3	 23.1

	 Breathlessness	 4	 30.8

	 Getting tired easily	 5	 38.5

	 Pain in one or both arms	 1	 7.7

SD: Standard deviation; *: Answered by the participants with chronic 
diseases; **: More than one answer was possible.
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gory indicates that data saturation has been reached. All 
participants were interviewed to increase the diversity of 
codes under categories. Besides, some of the statements 
of the participants were quoted. According to Colaizzi’s[13] 
phenomenological analysis, each transcript should be read 
to get a general idea of the whole content, important state-
ments about the studied phenomenon should be extracted 
for each transcript, meanings should be formulated from 
these important statements, and the participants should be 
asked to confirm the findings by subtracting categories and 
themes from the formulated meanings. As the research was 
a qualitative study, statistical analysis was not performed.

Ethical Consideration

Ethical approval was obtained from the Non-Invasive Clin-
ical Research Ethics Committee of a University (date: May 
2022, decision no.: 2022/92) before beginning the study. 
Consent regarding participation in the study was obtained 
from each participant and confirmed in the voice record-
ings. The researchers were assured that the data would be 
anonymous and that confidentiality would be protected. 
The study was conducted in accordance with the principles 
of the Declaration of Helsinki.

Results
Three themes were derived from the face-to-face inter-
views with 13 patients:

1.	 Experiences with MI

2.	 Experiences with the Coronary ICU

3.	 New life after hospital discharge

Table 2 presents the main themes, subthemes, and state-
ments as examples of subthemes. 

Experiences with MI

Factors Leading to MI

Physical or emotional stress may cause MI. Participants had 
MI and were hospitalized after intensive stress. The reasons 
for stress included traffic accidents, family and social prob-
lems, and workload. The participants believed that stress 
was the primary reason for MI. Besides, one participant ex-
pressed that smoking caused MI:

“I had chest pain before, but after the accident, 
the pain spread to my chest. The accident in-
creased stress, which, in turn, resulted with com-
plaints about heart.”. (P1)

“Stress is experienced everywhere. I don’t care 
about stress at work, but I am concerned about 
family problems. I have two children. Mostly 
I think of what they will do or be in the future. 
I am a bit obsessive. I cannot forget at once. It 
would be better if I was not like this. I think it 
harms me.” (P5)

“My daughter-in-law passed away four years 
ago. I take care of her two children. She passed 
away due to hearth attack in this hospital. My 
responsibilities increased; I feel sorry for the chil-
dren. My daughter is also ill, she has been expe-
riencing temporary blackouts since she was 20 
years old. She has epilepsy. I am exhausted and 

Table 2. Main themes, subthemes, and examples of expressions

MI: Myocardial infarction; ICU: Intensive care unit.

Experiences with MI 

 

Experiences in the coronary ICU 

 
 

 
 

New life after hospital discharge

Factors leading to MI 

Symptoms during MI 

Fears about MI 

Expectations from health 
personnel

Experiences about having 
no family caregivers

Sleeping pattern 
 

Returning to professional life 

Points to consider

I have two children. Mostly I think of what they will do or be in the future. I am a bit 
obsessive. I cannot forget at once. It would be better if I was not like this. I think it harms me

I felt like there was an anvil sitting on my chest. There was severe pain on my left shoulder. 
The pain was severe

I am scared since it may reoccur due to the disease. I am scared if cannot reach hospital 
and receive treatment on time. I am scared of death. Everyone gets scared of it

Social relations are vital for a patient. They are sufficient even the physician does not 
prescribe a medication

I wanted my son around. Although I told not to come, I expect someone around 

I could not sleep at night. I slept for an hour towards morning. I had a terrible low back 
pain. The night was a nightmare, I could not sleep. There were severe patients and one of 
them died. I was affected.

I must work. I have a partner and children. I must work for them; I have to recover as soon 
as possible. The only thing after here is to return to professional life

I will eat saltless things. I will avoid fried food and saturated fat, quit smoking, and do 
physical exercise

Themes Subthemes Examples
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I feel so sad. I was working in the daytime and 
taking care of my daughter at nights. It was ex-
hausting. There is no father. I have been taking 
care of everything.” (P8)

“I know my end if I don’t quit smoking. I have 
problems with my family, I can’t get along with 
my partner.” (P9)

“My partner passed away; its effect was persistent 
for years. My daughter was one years old; my son 
was one years old; I was in my twenties.” (P13)

Symptoms During MI

Major symptoms experienced by the participants were 
chest pain, burning in the sternum, breathlessness, stom-
achache, and gas pain. Some participants understood 
that they were having MI, while others thought they had a 
problem other than MI:

“I understood that I was having a heart attack. 
I had indigestion; everyone thought that I had 
stomach problem, but I understood that it was a 
heart attack. I felt chest pain. I had heart attack 
before. One month ago, but it did not take much 
time. This time, it took half an hour.” (P2)

“I woke up to toilet at night. An unendurable 
pain, I thought I was passing away. But I thought 
it was heartburn. I also had chest pain, but I al-
ways thought it was a stomach problem. It was 
such an unendurable pain that I thought I was 
going mad.” (P3)

“I had severe chest pain. I underwent angiogra-
phy. The pain was really strong.” (P4)

“The pain that came from the stomach squeezed 
at my chest. I felt weakness in my arm. I had eat-
en hot pancake; I thought it was indigestion. I 
thought I had stomach problem.” (P5)

“It started with chest pain; I felt like there was an 
anvil sitting on my chest. There was severe pain 
on my left shoulder. The pain was severe.” (P6)

“During the attack. I felt I was choking. There 
was pain on my jaw and neck.” (P11)

“I went to the gastroenterology clinic. I thought I 
was a stomach problem.” (P13)

Fears About MI

Some participants stated that they did not understand that 
they had MI. Once diagnosed by health professionals, they 
were very upset, afraid of death, and anxious because they 
could undergo surgery with uncertain outcomes:

“I was very upset when I learnt that I had a heart 
attack. I was scared when I learnt that I had to 
undergo surgery. I had not received angiogra-
phy up until now. You do not know what kind of 
thing it is; you just hear about it. You feel scared 
and anxious when you learn that you must re-
ceive angiography. There is uncertainty and you 
feel hopeless. Will I recover, will I survive? You 
may have another heart attack before the sur-
gery. You are an invalid person.” (P1)

“I had chest pain before, but they said that I had 
no problem. This time, the pain was different. I 
thought I did not have any problem. I was not 
aware that I was having a heart attack. I am 
obsessed with the possibility of another heart 
attack.” (P7)

“I thought about my grandchildren. I was scared 
about their future.” (P8)

“I got panicked when I heard of the diagnosis. 
I displayed pessimism. I was anxious. I was not 
scared of angiography, but I got panicked if I 
had to undergo bypass surgery. I was relaxed 
when I learnt that there was no need for a sur-
gery.” (P10)

“I am scared since it may reoccur due to the dis-
ease. I am scared if cannot reach hospital and 
receive treatment on time. I fear death. Everyone 
gets scared of it.” (P11)

“I thought I was too young. I thought I had to 
have more time to spend with my grandchil-
dren.” (P12)

Experiences with the Coronary ICU

Expectations from Health Personnel

The main expectations of the participants from health pro-
fessionals in the coronary ICU were good-humored care, 
being heard by the personnel, and communication based 
on trust. Besides, the participants demanded information 
about what to do after discharge:

“I was expecting good-humored care from the 
health personnel. Everyone here did their work; I 
am delightful”. (P1)

“Even this conversation is relaxing. It reduced 
distress. Here, health personnel are friendly, and 
I am satisfied with their attitudes. This environ-
ment gave me confidence. There is uncertainty, I 
want to ask about these.” (P7)
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“I want to learn about how to eat.” (P8)

“Social relations are vital for a patient. They are 
sufficient even the physician does not prescribe 
a medication.” (P10)

“I wonder if I will be able to climb the ladders af-
ter discharge.” (P13)

Experiences of Having No Family Caregivers

Although short visits were permitted, family caregivers were 
not allowed to remain in the coronary ICU, which made the 
participants feel lonely. However, they were glad because 
short visits were permitted and felt relaxed because they 
knew that somebody was waiting outside the ICU:

“I wanted my son around. Although I told not to 
come, I expect someone around.” (P1)

“Family caregivers are not permitted here but 
knowing that they are outside makes you re-
laxed.” (P13)

Sleeping Pattern

Participants had insomnia caused by stress and anxiety 
during their ICU stay. Lights and sounds caused by alarms, 
nursing care, or suffering of other patients had effects on 
their sleeping patterns. Besides, some of the participants 
experienced pain at the incision site, whereas others were 
disturbed by the sandbags over the body, which in turn, 
resulted in insomnia:

“I could not sleep since I was at the ICU. I could 
not fall asleep. I had inguinal pain after angi-
ology. I could not fall asleep due to the pain. I 
could finally fall asleep, thanks to fatigue and 
sleeplessness. Sounds of other patients and the 
treatment also influenced me, there was much 
sound. I fell asleep, woke up, and then fell asleep 
again.” (P2)

“I cannot sleep at nights. I am obsessed with my 
disease. I experience insomnia.” (P4)

“I could not sleep at night. I had to lay still due 
to the sandbag. It was my first angiography. 
Occasionally, I had pain. I could not sleep at 
night. I slept for an hour towards the morning. 
I had a terrible low back pain. The night was a 
nightmare, I could not sleep. There were severe 
patients and one of them died. I was affected. I 
had lower back pain since I had to stay sill; due 
to this reason, I could not sleep.” (P6)

“I was affected by staying in the ICU with other 
severe patients.” (P12)

New Life after Hospital Discharge

Returning to Professional Life

The analysis of the statements of the participants about 
returning to professional life revealed that some of the par-
ticipants would not return to professional life, whereas oth-
ers expressed that they wanted to earn money as soon as 
possible as they were the only ones who maintained their 
families:

“My professional life will end after the surgery; I 
could not work much already. I had fatigue and 
I was getting tired easily. From now on, since I 
learnt about my disease, I will feel as if I got tired 
even if I am not really tired.” (P1)

“I have cherries to be collected. I must go. I will 
return to my usual life after discharge. I have a 
garden of nuts. The garden should be cleaned; I 
think of this duty. I will feel relaxed when I clean 
there”. (P4)

“I constantly think when I will be able to return 
to my job. My mother also had angiography; she 
did not stay for a long time. Mine is severe and I 
know that I must stay for a longer time. I am a 
building worker; I wonder when I can return to 
my job.” (P7)

“I hope I will not have persistent problems. There 
is much time to retire. I cannot do hard work. 
But I must work. I have a partner and children. I 
must work for them; I have to recover as soon as 
possible. I am scared whether I can work again. 
I do not know when I will be discharged or what 
kind of life I will experience after discharge. The 
only thing I think about after here is to return to 
professional life.” (P11)

“When will I be discharged? I should immediate-
ly return to my work. I am responsible for two 
different departments. I should return as soon 
as possible”. (P13)

Points to Consider

Participants expressed that they would pay more attention 
to their diet, do physical exercise, and quit smoking in their 
new life:

“I will eat saltless things. I will avoid fried food 
and saturated fat, quit smoking and do physical 
exercise.” (P1)

“I will try to be more controlled in my new 
life.” (P7)
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“I stay with my family. When I am discharged, 
I want to rent a new house and cook my own 
food. I do not know what I eat at the crowds. I 
have to watch out what I eat.” (P8)

“Quitting smoking is my first target. I could not 
breathe one or two months ago. I smoke two 
packs of cigarettes a day. I feel I will have prob-
lems with my heart.” (P11)

Discussion
The participants expressed stress as the primary reason 
causing MI. Excessive hot or cold weather, excessive eating, 
impaired sleep, fit of fury, and severe influenza in adults 
were reported as the reasons for MI.[4] Besides, smoking, 
nonadherence to medication, and factors causing stress, 
such as workload, financial loss, leaving a job, financial 
debts, and loss of beloved ones, were the other reasons for 
MI.[14] One of the participants lost his/her partner at an early 
age and took all responsibilities, which was exhausting. An-
other participant was divorced and had to take care of his/
her grandchildren and children with epilepsy, which was 
also exhausting. MI patients in our research experienced 
sorrow and stress. Due to this reason, nurses can be sup-
ported to identify the levels of anxiety and stress in MI pa-
tients, evaluate the coping mechanisms, and use effective 
methods after evaluations. Besides, education programs 
on diets, physical exercise, medical adherence, quitting 
smoking, and coping with stress can be conducted.[4]

The primary symptoms experienced by the participants 
were chest pain, burning in the sternum, breathlessness, 
heartburn, and gas pain. Şahin and Köçkar[15] reported that 
pain was the primary stressor in ICU patients. Falun et al.[14] 
stated that chest pain was the primary symptom, whereas 
breathlessness and shoulder or arm pain were the less fa-
miliar symptoms. Other studies reported that the patients 
may experience acute chest pain due to either MI or ne-
crosis, vague pain, and other symptoms, such as sweating, 
vomiting, and fainting.[5,16] Özdemir[17] reported that nearly 
half of the MI patients defined chest pain as squeezing pain 
or pressure and noted that atypical symptoms, including 
dyspepsia, fatigue, exhaustion, dyspnea, and pain or dis-
comfort in the jaw, neck, arms, or shoulders, may be ob-
served. Some of the participants in our research thought 
that the symptoms they experienced were related to stom-
ach problems. The research of Hutton and Perkins[18] also 
noted that symptoms of MI may be confused with indiges-
tion or having slept on one arm. Ferry et al.[19] stated that 
reassurance, diagnosis, explanation, and advice were the 
key interventions to reduce the suffering of MI patients. As 

family caregivers are not allowed to remain in the coronary 
ICUs, nurses can avoid the loneliness of the patients, pro-
vide support, evaluate their needs, and inform them about 
the treatment process. Participants in our research were 
concerned about possible death, surgery, and uncertain-
ty. Similarly, Frazier et al.[7] reported that acute MI patients 
were in despair and experienced fear of death, leading to 
anxiety. Anxiety may be defined as a feeling of fear or un-
easiness caused by a perceived threat to the physical in-
tegrity, safety, or life of an individual.[20–22] After a cardiac 
event, symptoms of anxiety are observed in nearly 50% of 
the patients, and 25% of these patients suffer from anxiety 
disorders.[23] Some of the participants in our research ex-
perienced fear of death because they were worried about 
their children or grandchildren needing care. This situation 
showed that the fear of death was closely associated with 
a fear of the inability to fulfill parental responsibilities and 
concerns about the future of their children. Besides, the 
participants expressed that they feared death as death 
would prevent them from seeing their children grow, be-
ing a part of their life, and loving them. Sjostrom-Strand 
et al.[24] reported that MI patients wanted to spend more 
time with their children and grandchildren. Besides, the 
patients were also worried about having another MI and 
experienced uncertainty due to the ongoing symptoms 
they could not interpret. These factors, in turn, increased 
the anxiety levels of the MI patients.[23,24] Maddox et al.[25] re-
ported that angina pectoris was reported in 19.9% of 1957 
patients one year after MI. Consequently, the fear of recur-
rent MI is highly normal. Therefore, we may suggest that 
MI patients in ICU should be able to express their feelings, 
such as fears and concerns, their feelings should be system-
atically measured with a reliable and valid measurement 
tool, and anxiety interventions should be evidence-based.
[7] The impacts of fear and anxiety on the patients should 
be clearly identified, and health care needs should be eval-
uated.[15] The information needs of the patients should be 
evaluated based on their diagnosis, and required informa-
tion should be provided. Besides, health professionals who 
provide care may receive psychosocial care education.[26] 
Effective management of anxiety and fear may have pos-
itive impacts on patient outcomes.[7]

Good humor and giving information about the disease 
were the primary expectations of the participants. Cossette 
et al.[6] found that MI patients expected active listening and 
sympathetic behavior. Other studies also reported that 
anxiety levels of MI patients decreased when health pro-
fessionals reassured, listened to, encouraged, and provided 
advice and emotional support to the patients. Besides, the 
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establishment of reassurance between health care provid-
ers and patients and education on the disease may reduce 
uncertainty. In mild to moderate cases of anxiety, provid-
ing information about the symptoms may be helpful in the 
early stages. Providing information about the diseases and 
the patients’ understanding of health diseases may have a 
significant impact on recovery, symptom experience, and 
perception of risk factors.[23] By increasing knowledge, ed-
ucation may help to reconstruct the meaning and context 
of the situation and, in turn, reduce uncertainty.[6,16] Conse-
quently, patients will feel competent in managing symp-
toms. Besides, the relationship between health profession-
als and patients may be empowered when the patients 
have the freedom to express their concerns and when 
health professionals show empathy with and respond to 
individual circumstances.[19]

Although family caregivers were forbidden to remain, the 
participants were glad to see them for a short time and to 
feel their support, even behind the doors of the ICU. Dil-
la et al.[2] stated that family members and friends were the 
primary sources of social support, providing emotional 
support and encouragement. Social support is crucial to 
escape from stress and depression. It elevates the mood 
and contributes to the process of recovery.[18] Patients who 
experience traumatic events such as MI will be able to cope 
with stress if they are supported by their family members 
and friends.[5] Due to this reason, family caregivers may be 
provided the right to visit their patients within the bound-
aries of the rules of the hospitals.

All participants expressed insomnia during the ICU stay. 
Sleeping disorders are common among ICU patients af-
ter MI due to medications, psychological stress caused 
by physical disease, and environmental factors such as 
sounds and light during patient care in the ICU.[27] Per-
kins-Porras et al.[23] reported sleep disorders after cardiac 
events. Similarly, Tenekeci and Kara[28] observed poor sleep 
quality in MI patients. Participants in the research of Kala 
et al.[29] expressed that they woke up earlier and could not 
fall asleep again during their stay in the ICU after MI. An-
dersson et al.[30] also noted that MI patients experienced 
several physical and mental problems, such as impaired 
sleep, nightmares, and fear of dying in their sleep. These 
problems and their constant fatigue had a negative im-
pact on the daily life of the MI patients. Based on these and 
our findings, we may suggest that the sleeping patterns 
of MI patients may be determined and regularly followed 
up. Besides, the reasons for sleep disorders may be deter-
mined, and health care, education, and counseling may be 
provided to overcome problems.[28]

Some participants expressed their demands to return to 
professional life after recovery, whereas others were reluc-
tant to do so. Sjostrom-Strand et al.[24] reported that female 
MI participants preferred early retirement instead of work-
ing. Cossette et al.[6] identified uncertainties about recovery 
and house and work responsibilities among MI patients af-
ter recovery. Hutton and Perkins[18] stated that MI patients 
experienced uncertainty about the extent of their physical 
limitations and felt frustrated because they were being 
treated as invalids. The patients may experience difficulties 
in returning to their life or face social traumas, such as losing 
or changing their jobs, 4–8 weeks after MI. An MI patient in 
the research of Nehir and Çam[4] expressed that the employ-
er demanded the MI patient to return to profession without 
waiting for full recovery or maintaining support. Reassign-
ment or job loss may contribute to the feeling of uncertain-
ty and pressure.[30] On the other hand, Yardımcı[16] reported 
that MI patients demanded to return to the profession as 
soon as possible if they had a family to look after. The aim 
of nursing care should be to help the patients to have an 
active life and return to their profession as soon as possible.

Participants of this research expressed their intention to be 
more careful about their life, do physical exercises properly, 
have a healthy diet, and quit smoking. Existing studies re-
ported that MI patients should be referred to cardiac reha-
bilitation programs before discharge.[2] Evidence supports 
the benefits of attending cardiac rehabilitation on reduc-
tion of morbidity and mortality rate.[23] Cardiac rehabilita-
tion programs offer graded exercise, relaxation training, 
information, and the opportunity to meet with other pa-
tients.[18] Adopting a healthy life that includes regular phys-
ical activity, healthy diet, and quitting smoking may reduce 
the prognosis of MI and is a low-cost health strategy that 
decreases the risk of cardiac events in the future.[31]

Limitations

This research was limited to the experiences of 13 patients 
with MI who were hospitalized at the coronary ICU of a re-
search and training hospital.

Conclusions
This research found that MI patients had a stressful life or 
experienced stressful events before MI. They mostly applied 
to the hospital due to complications of chest pain. Follow-
ing MI, the participants feared death, felt despair, and had 
concerns about the possibility of undergoing surgery and 
uncertainty of the future. They expected good humor, ef-
fective interaction, information about the disease, and the 
support of family caregivers. Besides, they experienced in-
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somnia during the ICU stay. Participants who had to main-
tain their families expressed their demands to recover as 
soon as possible so that they could return to professional 
life. On the other hand, participants without responsibili-
ties did not have any intention to return to professional life.

Based on these findings, we may suggest that health pro-
fessionals might meet the demands of MI patients for in-
formation during their ICU stay. Besides, they may develop 
communication based on reassurance and aid and allow 
the family caregivers to visit MI patients within the limits 
of hospital rules. Besides, MI patients may participate in 
programs to cope with stress and cardiac rehabilitation 
programs to maintain their adaptation to their new life and 
improve their psychosocial well-being.

It is recommended to conduct a study on the experiences 
of patients after cardiac rehabilitation.
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