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Background: Readiness for hospital discharge (RHD) in patients with myocardial infarction (MI) is a key concept in the discharge
process. This study was conducted to explain the barriers and facilitators of preparation for discharge in patients with MI.
Materials and methods: A qualitative study was conducted using conventional content analysis from April 2021 to 2022. Data
collection was done in a targeted manner through semi-structured interviews until the data saturation stage. Nineteen participants
(11 patients, 3 family members, and 5 healthcare team) were interviewed. Data analysis was done in eight steps according to the
suggested steps of Graneheim and Lundman. MAXQDA18 software was used for coding.
Results: From the interviews, 348 primary codes, 11 sub-categories, and 5 categories were extracted. Finally, after continuous
analysis and comparison of interviews, codes, and categories, two themes including “supporting platform” and “caring atmosphere”
were extracted, which were the result of the participants’ experience and understanding of the barriers and facilitators of RHD. The
supporting platform included “family support” and “social support” and the caring atmosphere included “care gaps” and
“professional healthcare team performance”.
Conclusion: The results of this study indicate several factors affecting RHD in heart attack patients. According to the results of the
study, the participation of the patient, family, healthcare team, and community in creating RHD is recommended. It is also suggested
to pay attention to these factors in care and treatment planning to help improve health and control complications and prevent re-
hospitalization in these patients.
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Introduction

Myocardial infarction (MI) is one of the most common cardio-
vascular diseases in developed countries[1–4]. Studies show that
there is a possibility of death due to MI even 30 days after the
occurrence of a heart attack due to the complications and con-
sequences of the disease[5,6]. The consequences of MI can lead to
re-hospitalization and death in these patients. In the prevention of
these consequences, in addition to immediate care and treatment
of these patients, the implementation of preparation programs for

discharge has a helpful and effective role[7–9]. While the results of
studies onMI patients show that the readiness for discharge is not
at an optimal level[10,11].

Nowadays, due to the importance of minimizing the length of
stay in the hospital, most patients are discharged from the hos-
pital with partial recovery, for this reason, the care needs after
discharge are the responsibility of the patient and family[12].
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Therefore, it is important to prepare properly for discharge[13].
Examining readiness for hospital discharge (RHD) is an impor-
tant part of the discharge planning process[14,15].

RHD is based on the performance of the healthcare team, which
is based on the achievement of clinical criteria[15]. Meanwhile,
nurses play a significant role in RHD due to their close relationship
with patients[16]. The many complications and diversity in the
treatment and care process of patients suggest the need to pay
attention to RHD. Considering the shortcomings and limitations of
health-medical centres in terms of equipment and nursing personnel
and emphasizing the need to implement community-based health
services, nurses must pay attention to the issue of RHD[17]. Clinical
nurses have the duty of preparing the patient, providing healthcare
for discharge and post-discharge care, and ensuring the patient’s
readiness before discharge[16]. RHD is mostly based on whether the
patient is ready or not, and in a few studies, it is done from the
perspective of health service providers, and often their assessment
of the patient’s health status has been the only criterion for
RHD[18]. Most studies also focus on the mere education of the
nurse’s discharge and skills in the patient’s education for RHD, and
the dimensions and barriers, and facilitators of this experience are
paid less attention from the viewpoints and health staff[19–21].

In Iran, few studies have been done about RHD and most of
the studies have investigated the amount of RHD in mothers and
newborns using questionnaires and in the form of quantitative
studies[22]. Some studies have also investigated the discharge
programs and models available in different patients[17,23,24].
While the measurement of RHD and the barriers and facilitators
of this experience from the perspective of patients with MI and
their understanding of this condition, based on the experiences
and perceptions of people, can be very different[15]. Also, RHD as
a complex and multi-dimensional concept can be different in
patients with different physical and mental conditions[25,26].

Therefore, identifying the barriers and facilitators of RHD in
MI patients is important in the correct implementation of the
discharge process and the readiness of the patients. To deeply
understand and identify these factors in the experience of RHD, it
is necessary to conduct studies with a qualitative approach for a
deep and comprehensive investigation of this process. Therefore,
considering the limited knowledge available in the field of RHD
in patients withMI, it seems that there is a need to conduct studies
with a qualitative approach to investigate and discover the
experiences of these people in the field of barriers and facilitators
of RHD. Therefore, to clarify the nature of this experience, the
purpose of this study is to explain the barriers and facilitators of
RHD in people with MI based on a qualitative study.
Understanding and identifying the facilitators and barriers to
preparation can improve the RHD process by formulating the
necessary strategies. As a result, the planning and discharge
process will be based on a practical model. Therefore, the com-
plications and consequences of inappropriate discharge, re-hos-
pitalization, and subsequent physical and financial costs are
avoided and lead to the improvement of the quality of patient care
and the development of nurses’ professional roles.

Methods

Design and setting

The study is a qualitative study with a naturalistic paradigm[27],
that conducted with the qualitative content analysis approach[28].

Qualitative studies are a part of studies that help to produce
knowledge in different fields of science[29,30]. Qualitative
descriptive designs are common in nursing and healthcare
research due to their inherent simplicity, flexibility and utility in
diverse healthcare contexts. However, the application of
descriptive research is sometimes critiqued in terms of scientific
rigour[31].

This study qualitatively and deeply examined the factors
affecting Readiness for hospital discharge. This study made a
detailed and comprehensive examination of the RHD process by
using interviews with patients, family and medical care team.
Qualitative studies have a small sample size due to in-depth
investigation and conducting open and semi-structured
interviews[27,28]. In references and most studies, the number of
participants in content analysis study is 10–20 people. Although
the number of participants is low compared to the quantitative
studies, the interview with each participant is in-depth and deals
with different aspects of the subject[27,32].

To achieve the purpose of the study, the qualitative approach
of conventional content analysis was used. This study was con-
ducted using a purpose-based sampling method on patients with
MI. The location of the study was a heart specialist hospital in the
north of Iran, which is the referral centre for MI patients in the
entire province of Guilan, located in the north of Iran. The present
study was reported in line with the Quality Improvement
Reporting Excellence (SQUIRE) criteria.

Participants

In this study, nineteen participants including eleven patients,
three family members, and five people from the healthcare team
(physicians and nurses) were interviewed from April 2021 to
April 2022 to collect data. The inclusion criteria for the study
included all patients with a medical diagnosis of MI, the health-
care team working in this centre with at least 1 year of experience
in treating and caring for MI patients, and family caregivers who
had experience caring for MI patients. Also, the ability to
understand and speak Persian, favourable physical, mental and
cognitive conditions, and willingness to participate in the study
were considered as inclusion criteria.

Procedure and data collection

To access the participants, after receiving the necessary permits to
start sampling, the researcher attended the hospital during the
morning and evening work shifts, then identified the participants.
After explaining the purpose of the study, informed consent was
obtained from the participants. According to the agreement and
convenience of the participants, most of the interviews were
conducted at the patient’s bedside in the hospital, at the patient’s
home, and in the waiting room of the hospital clinic. The inter-
views with the healthcare team were also at their workplace and
restroom in a quiet environment. Before starting the interview,
permission to record the audio was obtained from the partici-
pants. All interviews were conducted by the first researcher of the
study and the privacy of the participants was preserved.
Considering that the patients were considered as the key parti-
cipants of this study, to ensure maximum diversity, the samples of
MI patients with different economic, social, and demographic
characteristics were selected.

First, five interviews were conducted with the patients, but
according to the initial analysis of the data and the identification
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of the role of the family members and the healthcare team in the
RHD process, an interview was also conducted with them. In
total, based on the criterion of data saturation in qualitative
research, twenty-two individual interviews were conducted with
the participation of nineteen people. The duration of each inter-
view was between 30 and 110 minutes. To observe the maximum
variety in the sampling of patients at different times of hospita-
lization (patient no. 15), on the day of discharge (patient no. 1–5
and 9), one week after discharge when visiting the physician
(patient no. 17), and one year after discharge from the hospital
(patient no. 13 and 19) were included in the study. Some patients
were also interviewed in several stages from the time of hospita-
lization to after discharge (patient no. 10).

To collect data, at the beginning of the interview with the
participants, brief information related to personal characteristics
and related to health was completed. The interview started in a
semi-structured way with an open question based on the main
research question. Gradually, based on the data analysis,
exploratory and in-depth questions were asked about the barriers
and facilitators of RHD (Table 1). MAXQDA v18 software was
used for coding.

Data analysis

The process of data analysis was done simultaneously with data
collection. Graneheim and Lundman’s proposed steps were used in
the data analysis process. The steps of data analysis were as follows:
(1) The recorded interviews were typed and the contents were read
again to obtain a general and detailed understanding; (2) All
information was considered as a unit of analysis; (3) Paragraphs,
sentences, and words were considered as semantic units with rela-
ted concepts and content, and then according to their content, they
were summarized and placed next to each other; (4) In the con-
tinuation of the process, according to the hidden concept in the
units, they were brought to the level of conceptualization and
abstraction and named with codes; (5) Taking into account the
similarities and differences in the codes, they were compared with
each other and they were classified with a more precise and abstract
concept; (6) Repeated comparison of the categories with each other
was done at the end of the process and the content hidden in the
data was introduced as the content of the research[33].

In the present study, sampling continued without any restrictions
until the completion of communication between categories. No
participant was excluded from the study after entering the study
and conducting the interview. After analyzing the last three inter-
views, the researcher concluded that new data related to the pur-
pose of the study was not obtained and the data are repetitive. Also,
the characteristics of the categories have been completed and the
relationship between them has been specified. Therefore, due to
reaching saturation, data collection was stopped.

To ensure the accuracy and strength of the qualitative data,
Lincoln & Guba’s scientific accuracy standards including cred-
ibility, dependability, transferability, and confirmability were
used[32]. In this study, to increase the validity of the data, the
researcher had a continuous interaction with the data during the
study for 12 months, and all the text of the interviews and the
codes and categories were reviewed by other colleagues of the
researcher with a history of qualitative research. Also, through
the member check process, the initial coding of several interviews
was returned to the interviewee in the initial stage of analysis, to
determine their accuracy. On the other hand, the confirmability
of the data was confirmed by placing the different sections of the
categories at the disposal of two faculty members familiar with
qualitative research and comparing their opinions and inter-
pretations, which showed a lot of agreement. To audit the
research, the researcher accurately recorded and reported the
steps and process of the research so that it would be possible for
others to follow the research. For the transferability of the find-
ings, the quotes of the participants were presented in the same
way as mentioned. Sampling with maximum diversity made the
data fit more.

Results

The participants in the study were eleven patients with MI, three
family caregivers, two cardiologists (one cardiologist and one
resident), and three nurses (working in the internal heart
department, responsible for health education, and nursing clinic)
(Table 2).

The result of the data analysis was 348 primary codes, eleven
sub-categories, and five categories. Finally, two themes were
extracted including a supportive environment and a caring
atmosphere(Table 3), which were the result of the participants’
experience and understanding of “Obstructing and facilitating
conditions for hospital discharge” (Fig. 1).

Supporting platform

The supporting platform was one of the barriers and facilitators
of RHD, which includes “family support” and “social support”.
When patients are exposed to MI, they are hospitalized due to
life-threatening conditions and during diagnosis and treatment.
During the hospitalization until discharge, medical care was
carried out, and after discharge, they need to be careful, follow-up
and supported. One of the most important issues in life-threa-
tening diseases to improve the patient’s condition and the quality
of care is the supporting platforms that can be an important
factor in the patient’s RHD with MI.

Table 1
Questions asked in the interview

Patients Healthcare team Caregivers

• What steps were taken from the time of admission to the
time of discharge to prepare you to go home?

• What factors help you to be more ready to go home?
• What factors prevent you from getting ready to go home?

•What steps do you take to prepare your patient
from admission to discharge?

•What factors help the patient to be more ready
to go home?

•What factors prevent your patient from getting
ready to go home?

• What measures were taken for your patient from the time of
admission to the time of discharge to prepare him/her to go home?

• What factors help your patient to be more ready to go home?
• What factors prevent your patient from getting ready to go home?
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Family support

One of the important sub-categories of patient support is the
support that a person receives from his family. This support will
continue from the time of the onset of the disease and hospitali-
zation of the patient until after discharge at home. “Persistent
family” and “safe family” as facilitating factors of RHDwere the
concepts that explained the category of “family support”.

Persistent family

One of the situations, when patients need the support of their
family, is when they are away from home and in the hospital. The
occurrence of a sudden and debilitating disease disrupts the
normal conditions of a person’s life. In this situation, most par-
ticipants refer to the constant presence of a companion during
hospitalization, physician visits, and when receiving training. In
many cases, the patient is unable to understand the condition due
to the instability of the mental and physical condition and is not
ready to receive information and discharge from the hospital, and

feels the need for an informed companion. These factors were
identified as facilitators of RHD. One of the nurse participants
stated about the presence of a companion at the patient’s bedside:
“Education of the patient is always a priority, he should be in the
course of his illness, treatment, and care. If there is a companion
next to the patient or if wemake sure that he is themain caregiver,
it will be very good. He should also be taught.” (Nurse No. 6).

Another thing that is important about the presence of the
family is the level of involvement of the family with the patient’s
problems and issues and following up on the patient’s condition in
the hospital, preparingmedicines, and how properly care at home.
The caregiver of one of the patients, who was a 20-year-old girl,
said the following about her father’s medication and diet: “Since
he was discharged from the hospital, I give him his medicine.
Every time he needs to take medicine, I check one by one and give
him medicine… I also take care of his eating.” (Caregiver No. 19).

Post-discharge care plays an important role in the patient’s
recovery process and in reducing complications and disease
recurrence. One of the nurses said about this: “The family is very
important. If the family is persistent, they take the patient to the
physician on time, listen to the physician, and follow the physi-
cian’s advice. He constantly emphasizes to his patient that if they
have a heart attack, you must take these medicines and follow the
diet. It does not make the patient greedy so he wants to be
mentally and psychologically pressured and do MI. If the patient
has financial problems, he helps him.” (Nurse No. 12).

Safe family

The feeling of peace is one of the most beautiful feelings that a
person experiences. When the patient is faced with the fear and
tension caused by the disease, he takes refuge in his safe family
environment. The interviews that were conducted with patients
emphasized that the presence of patients at home and with their
families gives them peace. This concept was one of the facilitating
factors of RHD. Most of the participants had the desire to

Table 2
Demographic characteristics

Total
(n= 19)

Patients
(n= 11)

Healthcare
team
(n= 5)

Caregivers
(n= 3)

Age 54.81
(SD= 7.69)

39.00
(SD= 9.51)

21.00
(SD= 3.60)

Sex, n (%)
Male 11 (57.89) 8 (72.73) 2 (40.00) 1 (33.33)
Female 8 (42.11) 3 (27.27) 3 (60.00) 2 (66.67)

Marital status, n (%)
Single 4 (21.05) 1 (9.09) 1 (20.00) 2 (66.67)
Married 15 (78.95) 10 (90.91) 4 (80.00) 1 (33.33)

Place of residence, n (%)
City 14 (73.68) 7 (63.64) 5 (100) 2 (66.67)
Village 5 (26.32) 4 (36.36) 0 (0) 1 (33.33)

Duration of hospitalization in
patients (day) or work history
in healthcare team (year)

8.18
(SD= 3.84)

13.60
(SD= 11.71)

N/A

Table 3
Barriers and facilitators of RHD in patients with MI

Sub-category Category Theme

1 Persistent family Family support Supporting
platform

2 Safe family
3 Social pressures Social support
4 Supportive community
5 High workload of the healthcare team Care gaps Caring

atmosphere
6 Deficiency in therapeutic

communication with the patient
7 Defects in patient-centred care
8 Defects in professional

communication
Professional healthcare
team performance

9 Medical patriarchy
10 Incoherent healthcare team

MI, myocardial infarction; RHD, readiness for hospital discharge.

Figure 1. Barriers and facilitators of RHD. RHD, readiness for hospital
discharge.
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discharge patients to achieve this peace and the availability of
facilities at home. One of the patients attributed the peace and
comfort at home to its facilities and conditions: “Well, I am more
comfortable in my own home. I feel more relaxed. I can sleep and
eat whenever I want, and the bathroom and toilet are available to
me.” (Patient No. 15).

One of the other issues that created a sense of peace in patients
after discharge was the conditions of long-term hospitalization.
These conditions caused patients to stay away from their families,
and this issue was uncomfortable for most patients. Especially the
patients who were under observation in the special care units had
this problem because the visiting permission was limited and they
were not allowed to be accompanied in the department. “After
15 days of hospitalization, I finally went home and felt calm. My
family was also relieved. They were in the corridor of the hospital
every day. They were not allowed to stay with me in the ward and
they always sat outside.” (Patient No. 10).

Social support

Another important sub-category of patient support is the support
a person receives from their community. Social support is a
condition in which persons are supported by the people around
them, the work environment, and society. It is a feeling of peace
and security that is instilled in people by others, as a result, people
consider themselves a part of society and feel valuable. With such
spiritual support, the patient is assured that they are not alone in
case of problems or danger after discharge from the hospital and
some people can help them in these situations. In this study, the
supporting platform is one of the factors affecting the RHD
process in the patient. Based on the results of data analysis,
“social pressure” as an barrier and “supportive community” as a
facilitator were the concepts that explained the content of “social
support”.

Social pressure

The analysis of the interviews showed that the main social pres-
sures that patients suffer from are based on financial issues,
earnings, and health insurance that cannot cover the costs of
hospitalization, diagnosis, continuation, and follow-up of a
treatment and during the recovery process at home. Social pres-
sure is one of the barriers to RHD.With the occurrence of disease,
the exorbitant costs of treatment andmedicine are imposed on the
patients. Now, if the patients provide for themselves and their
families living expenses, they lose their ability to work due to
hospitalization and physical disability caused by the disease, and
they remain in their normal livelihood. Poor financial conditions
are one of the important issues that have an important impact on
the unpreparedness of patients to be discharged from the hospital.
A person who does not have the financial ability to purchase
medicines and visits and follow-ups after a discharge increases the
possibility of disease complications, relapse, and re-hospitaliza-
tion. In this regard, one of the patients said: “I have nomoney and
everything I have is from the “Emdad committee”, so I was afraid
that the longer I stay in the hospital, the more it will cost. I just got
busy somewhere, I go to a real estate consultant, I work daily, and
I get a commission so that I can make some money. Both I and my
wife are sick and we need a lot of money for our treatment.”
(Patient No. 15).

Inadequate insurance coverage was also one of the concerns of
patients. Maintaining health is one of the basic and priority

human needs, and according to human rights laws, it is the right
of all people to be covered by health programs. One of the sup-
ports that people in society are looking for is health insurance
coverage. According to what was obtained in the data analysis,
one of the main concerns of the patients was not having health
insurance and not properly covering the exorbitant medical
expenses in the private sector. In this regard, the 61-year-old
patient, who was covered by the “Emdad committee”, said: “I
don’t have proper insurance, I have to worry about money and
the cost of treatment. Health insurance doesn’t help at all.”
(Patient No. 15).

Supportive community

One of the facilitating factors of RHD that was raised in this
study was the existence of supportive facilities and conditions in
the workplace and society for patients. Receiving support from
the work environment and society is an important part of social
support. One of the aspects that are greatly affected after MI and
heart damage is the level of activity and working conditions of
patients. To control disease conditions and prevent complica-
tions, facilitating working conditions according to the patient’s
physical ability can be considered a sign of receiving favourable
support from the work environment. Therefore, one of the
effective supports in society is adjusting the working conditions of
these patients after returning to society. In this regard, one of the
patients said: “I was a construction worker, I kind of did what-
ever work came my way. But since I had my first heart attack, I
couldn’t go back to my previous job. One of my employers
introduced me to a company and now I have been working there
for a while…” (Patient No. 15).

The experiences of the patients indicated that receiving a
pension has made them feel more at ease about financial concerns
and physical disability after discharge. The existence of a fixed
monthly income was one of the important factors in the mental
peace of patients. Also, having supplementary insurance is
financial support for continuing treatment and follow-up in a
hospital with better facilities. One of the patients said: “ I have no
problemworking after discharge from the hospital. Thank God, I
am retired. I live alone with my wife. There is a salary that we can
live with. Because of this, I don’t have to worry about working
and I can rest at home… I also had supplementary insurance for
hospital expenses, which my son followed up on, and now that
we have settled it, it did not cost much. I only need money for the
next visit to the physician, which is my salary. God willing, that is
enough.” (Patient No. 1).

Caring atmosphere

The data analysis showed that patients are placed in a caring
atmosphere to obtain RHD, which they face due to hospitaliza-
tion, from the time of admission to discharge from the hospital,
and it provides a basis for the preparation of patients. The care
environment is the source of care-treatment events and incidents
that occur during hospitalization and are influential in the RHD
process. Observing the conditions and facilities of the hospital,
the relationship of the healthcare team with the patient and the
family, and some personal characteristics, put the participants in
a caring atmosphere, which were factors influencing RHD. “Care
gaps” and “Professional healthcare team performance” as bar-
riers to RHD were the concepts that explained the theme of the
“Caring platform”.
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Care gaps

One of the sub-categories that were obtained in the caring
atmosphere is the care gaps that the participants in the study
mentioned. These gaps were extracted from both the patient’s
and the nurses’ experiences. In the observations, gaps in patient
care and education by nurses and physicians and inappropriate
feedback were evident.

High workload of the healthcare team

One of the things that caused the complaint of many participating
patients and were a barrier for RHD is the high workload of the
healthcare team. The high volume of work in the department,
especially in completing numerous sheets of medical files, and
working with the electronic system for recording drugs, tests, etc.,
in nurses leads to a decrease in their presence at the patient’s
bedside. Also, the high volume of patients under the treatment of
one physician, the simultaneous busyness of physicians in private
hospitals and private offices, and the high number of angiography
and angioplasty procedures per day lead to a decrease in the
presence of physicians at the patient’s bedside. This issue has a
negative impact on the provision of patient care as well as the
relationship between the patient and the healthcare team. Some of
the interviews indicated that the physician did not come for a visit
and that there was insufficient time to visit the patient and even
provide care to the patient. In this regard, one of the patients said:
“Most of them have a lot of conflict and busyness. The arrival of
the physician is a moment, they visit very soon and leave quickly.
Not the main physician, but all of them are like this. They do their
work very quickly and in a moment and leave.” (Patient no. 10).

Deficiency in therapeutic communication with the patient

One of the negative aspects of the space governing the wards,
which led to inappropriate therapeutic communication with the
patient, is the condition that was observed in the internal wards of
the hospital. Due to the busy work of the staff, the low ratio of
nurses to the number of patients, as well as the stable conditions
that the patients have compared to the critical care units, it was
usually associated with the dissatisfaction of the patients in the
provision of care and the communication of the staff with them.
Sometimes, patients consider this crowded and routine atmo-
sphere of the departments and the busyness of the staff as a sign of
disrespect to their personality. To meet their care, treatment, and
educational needs, patients emphasize communication with the
healthcare team and consider it as their strength. The nurse also
considers communicating with the patient as one of the basic
principles of patient education and care. But what is more
noticeable in the data analysis is the lack of proper verbal and
non-verbal communication, which discourages the patient from
even expressing their needs, expectations, and questions. This
factor was proposed as a barrier to RHD in this study. One of the
patients said in this regard: “It’s obvious that they didn’t have
time or didn’t want to answer me and gave me an answer
impatiently. It was not convincing for me and I chose not to
continue anymore and to search more on the internet about
things I don’t know. When a question is asked, they don’t even
look at you and leavewithout answering. I think it can be a sign of
disrespect.” (Patient No. 10).

Defects in patient-centred care

When the majority of participants talked about the care provided
in the hospital, the evidence points to deficiencies in the provision
of patient-centred care. The nurse’s complaint about the lack of a
complete healthcare team and taking over all the duties of the unit
alone, as well as the patient’s complaint about the physician not
allocating enough time and discharging the patient based on
physical evidence, shows the disease-centred care instead of being
patient-centred care. These conditions prevent adequate and
appropriate preparation for patients to be discharged from the
hospital. But some experiences also indicated attention to the
individual characteristics of the patient in the matter of care and
education. The healthcare team paid attention to the individual,
special and unique characteristics of the patient, including age,
sex, education level, etc., in the matter of care, which was one of
the facilitating factors of RHD. One of the participating nurses
said in this regard: “Education is a very long process that requires
carefulness and time because the understanding of some patients
is really low, their education is low and their age is high. This
requires continuous education and more detailed education. It
should be taught in simple language.” (Nurse No. 12).

In this regard, one of the patients said: “Everyone should be
treated as they are. That is, the way you deal with an educated
person should be much more reasonable than with an ordinary
person, of course, not to treat that person disrespectfully, but a
series of issues should be considered according to people’s literacy
and personality.” (Patient No. 10).

Professional healthcare team performance

The lack of personnel, the need to reduce medical errors, and the
ever-increasing expectations of patients are some of the things
that highlight the importance of a strong healthcare team and
teamwork. Teamwork is essential for better patient management
and RHD development.

Defects in professional communication

Based on the analysis of data and the opinion of the participants,
RHD is achieved under the shadow of the participation of a
professional healthcare team consisting of physicians, nurses,
nutritionists, social workers, rehabilitation, and psychologists.
The need for the presence of a multidisciplinary professional
healthcare team can be seen directly and indirectly in patient and
healthcare staff interviews. To achieve quality care, the health-
care system needs harmonious and successful relationships
between team members, patients, and families. But what was
most evident in the experiences of the participants was the
inconsistency, inappropriate and inconsistent communication
that existed between the members of the healthcare team with
each other and with the patient and family. The lack of sufficient
multidisciplinary specialists, inappropriate professional commu-
nication between team members due to hierarchical commu-
nication and patriarchal view, and inconsistency in providing
multidisciplinary care to the patient were destructive factors that
affected the performance of the healthcare team and
hindered RHD.

Professional communication between the members of the
healthcare team is one of the most important effective factors in
providing quality care and creating preparation for the patient.
No one professional alone will be able to meet all care needs.
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Inappropriate professional communication and the presence of
inconsistency between the healthcare team were negative
dimensions of therapeutic communication and barriers to RHD.
One of the participating nurses said about her experiences in the
field of inappropriate professional communication: “In our
working environment, it is operated in a stair-step manner, and
the physician is at the top of the stairs and is looking at the patient
from above, and the rest are under him. Unfortunately, as long as
it is like this, no correct results will be obtained. Unless the group
works together in a way that eliminates the difference and hier-
archical relationship. “(Nurse No. 11).

Medical patriarchy

One of the dimensions that were evident in both interviews and
observations as an barrier to patient preparation is medical
patriarchy. Medical patriarchy was achieved by not responding
properly to the patient’s questions and the physician’s harsh
behaviour toward the patient, creating fear in the nurses and
subordinate physicians of being reprimanded and insulted in the
presence of others. Participating nurse number 12 said: “For
example, the behaviour of one of our physicians is such that none
of the staff can communicate with him at all. He speaks so harshly
that sometimes one thinks he is insulting the patient, his family,
and even the ward staff…”.

Incoherent healthcare team

The nurses participating in this study acknowledged that in the
process of discharging MI patients from the hospital, there is a
need for a cohesive and coordinated team of physicians, nurses,
psychologists, medical assistants, nutritionists, and physiothera-
pists. Even some patients mentioned the existence of a consultant
and a discharge team in their conversations. However, the lack of
a complete team or professional inconsistencies between the
members of the healthcare team has led to the role of the entire
team being the responsibility of the nurse. This issue was con-
sidered one of the barriers to RHD. Nurse number 6 said in this
regard: “A complete team of physicians, nurses, psychologists,
nutritionists, physiotherapists, and assistants is needed for dis-
charge, but the conditions are not ready here… If there is a team,
that is very good, but if not, we as nurses will take care of all this.”

Discussion

In this study, themain theme from the analysis of the participants’
experiences regarding the barriers and facilitators of RHD
included the supporting platform and caring atmosphere. The
category of supporting platforms included family support and
social support. The sub-categories of the caring atmosphere
included care gaps and professional healthcare team
performance.

One of the facilitating factors of RHD was the presence of
family support[34]. Family is the first base of support to provide
unconditional care, love, and help when needed. The presence of
the patient in a safe house was a sign of mental and physical
security to receive care. The presence of a persistent family next to
the patient was considered a motivation to control the condition
of the disease, improve the conditions and improve the quality of
life of the patients[35–41]. The findings of the study of Ezati
et al.[34] showed that the support of family and important people

in patients’ lives can help them face and better adapt to the
complications and consequences of the disease. Family support
has a significant impact on reducing hospitalization, and disease
complications, reducing stress, adapting, and providing optimal
performance.

In a study, Kaya et al.[42] showed that marital status and the
presence of a caregiver at home were predictors of RHD. The
results of the study by Siow et al.[20] also showed that not having a
caregiver and lack of family support were negative factors
affecting RHD. The study of Yazdanparast and colleagues on
heart failure patients showed that the family often plays an
important role in helping patients control and treat the disease.
Family support leads to improved health and is considered the
most important factor in fighting disease. The continuous and
effective support of family members to these people in the con-
dition of illness and expressing sympathy and affection to them
was expressed in the study[43]. By increasing the amount of family
support, patients experience fewer worries about their illnesses.
People’s satisfaction with family support prevents fear and psy-
chological helplessness, and as a result, better social efficiency and
a greater sense of responsibility for health.

Social support is another factor that can affect RHD. The
concept of social support deals with receiving support from the
environment and relationships with others. Social support can
reduce the incidence of adverse physiological effects and have a
positive effect on a person’s physical performance[44]. But there
were circumstances in the study that some factors indicated the
absence of a suitable support platform. The existence of economic
problems due to the high costs of treatment, not having a stable
source of income, and the inability of the sick person to return to
work and earn income was among the barriers to RHD. In con-
trast to economic problems, some analyzes showed the existence
of a supportive society for patients with a fixed monthly income
and the existence of health insurance and supplementary insur-
ance to go through the treatment process.

The results of the Kosobuka et al.[11] study showed that the
economic status of MI patients had a significant effect on RHD.
Wangui Odoi et al.[45] found that the lack of health insurance not
only prevented timely access to cardiac care but also reduced
access to preventive and therapeutic care necessary to minimize
more diseases in the future. The effective role of society and social
support and interactions in the RHD process emphasizes issues
that are effective in creating well-being and comfort for patients
and their families during illness and hospitalization. With special
attention to these cases, the RHD process can be facilitated by
creating a favourable and supportive environment.

In this study, the caring atmosphere played an important role
in the RHD experience. With the occurrence of illness and
admission to the hospital, the patients were placed in a caring
atmosphere that affected their physical and mental health and the
way of treatment and care. The high workload of the healthcare
team, defects in treatment communication, and inappropriate
performance of the professional team were important barriers to
the RHD of MI patients.

The existence of a coherent healthcare team and interprofes-
sional cooperation is a type of communication that refers to the
interaction of professionals with each other and the division of
responsibilities. Professional communication between members
of the healthcare team is one of the most important factors in
providing quality care. Effective nurse-physician communication
is a key need for collaboration and a challenge in the healthcare

Monfared et al. Annals of Medicine & Surgery (2024)

1973



system. Effective interprofessional cooperation can bring many
benefits to physicians and nurses and improve the quality of
medical care, increase the knowledge and skills of nurses, increase
the efficiency of physicians, improve patients’ conditions, reduce
hospitalization time, and reduce patients’ treatment costs. A
study shows that improper communication between physicians
and nurses has caused a decrease in the quality of care, an increase
in medical errors, a decrease in patient safety, and prolongation
of patients’ stay in the hospital[46].

Regarding the therapeutic relationship between the healthcare
team and the patient, the results of the Olaisen and colleagues
study showed that the improved relationship between the phy-
sician and the patient was associated with the improvement of the
functional health of the patient, while the bad relationship was
associated with the deterioration of the patient’s health and
physical performance. Therefore, the quality of the physician-
patient relationship is positively related to the health of
patients[47]. Defects in professional communication between the
members of the healthcare team were also one of the character-
istics of communication in the caring atmosphere prevailing in the
study. The criterion of interaction in interprofessional coopera-
tion is the existence of mutual respect for professional values, and
individual abilities, benefiting from each other’s knowledge and
experiences, as well as seeking opinions and consultation in the
decision-making process. Effective communication between
nurses and physicians is a key need for cooperation and a chal-
lenge in the healthcare system[48]. Improper communication
between physicians and nurses reduces the quality of care,
increases medical errors, reduces patient safety, and prolongs
patients’ stay in the hospital[49].

Patient-centred care based on the characteristics and individual
preferences of the patient was an important facilitating factor in
promoting health and RHD. Providing care and education based
on the patient’s understanding, age and education provide the
basis for patient-centred care based on the patient’s needs. Such
conditions have a positive effect on RHD and self-care and health
promotion. While not paying attention to these conditions, it
provided disease-oriented care and prevented adequate RHD in
patients. Kaya et al.[42] showed that age, educational status, and
duration of hospital stay were predictors of RHD. The individual
social conditions of the patients were a field that attention to in
providing care to the patient is a facilitating factor for RHD.
Patients who were older and had lower education had unfa-
vourable conditions to achieve RHD. Therefore, it is necessary to
provide unique care according to the individual characteristics of
the patient.

The analysis of data and concepts shows that factors such as
personal and family characteristics of a cardiovascular patient,
the caring atmosphere in the hospital, and finally social support
are barriers and facilitators of preparation for RHD. This present
qualitative study provided a real basis for the diagnosis of barriers
and facilitators of RHD in patients with MI based on Iranian
culture. These findings show that from the point of view of the
patient, caregivers, and healthcare team, there are many factors
affecting RHD and it is not limited to the patient and the hospital.
In addition to the patient and the healthcare environment, the
patient’s family, members of the healthcare team, and the com-
munity are also involved.

Limitations

One of the limitations of this study is the occurrence of the
COVID-19 pandemic, which caused problems in accessing
patients and conducting interviews, which was tried to be con-
trolled by observing social distance and health protocols during
the interview.

Another limitation of the research was that some nurses and
doctors did not want to record the interview due to the fear of
ethical and legal issues that might be raised during the interview
about the RHD process. The researcher obtained the satisfaction
of the participants by providing explanations and assuring them
of the confidentiality of the interviews. Also, after finishing the
interview and turning off the recorder, the researcher would raise
and take notes on the questions that he felt the participant might
not have addressed deeply due to the audio recording.

Recommendations for future research

It is suggested to carry out qualitative studies about the barriers
raised in this study, to examine RHDmore closely and to provide
suitable solutions to remove the existing barriers. It is also
recommended to design and conduct interventional studies using
factors that facilitate preparation to improve RHD of heart
patients.

Clinical implications for health managers and policymakers

As a member of the healthcare team, nurses play an important
role in the diagnosis, treatment, and care of patients and coor-
dination between other healthcare members. Also, they play an
important role in RHD due to their communication and presence
at the bedside of patients. Therefore, by identifying the results of
this study, they can provide a suitable clinical environment and
provide quality care.

According to the findings of study can recommend the
implications:

with regards to supporting platform: structured education
programs for families in Hospitals, community awareness pro-
grams, robust health insurance system, legislations to modify
working conditions of MI patients after their discharge.

As for the caring atmosphere: multidisciplinary rounds,
involvement of social workers in the care process, training
healthcare providers about patient communication, home visits
or home care programs for discharged patients.

Conclusion

The results of this study showed that favourable family support in
a safe family environment is a positive factor in promoting RHD.
Economic problems were one of the barriers to RHD, which is
considered in the field of social support in front of the supportive
society. One of the barriers and facilitators of RHD in the hos-
pital environment was the caring atmosphere, which was one of
the barriers to RHD. Unique care according to the individual
conditions and needs of the patient was one of the positive and
effective factors in creating RHD. Therefore, considering the
close involvement of the patient, family, healthcare team, and
society in causing RHD in patients withMI, it is recommended to
pay attention to these factors in care and treatment planning to
help promote health and control complications in patients. The
findings of this study help to control the barriers to the RHD of
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MI patients. Also, by identifying the factors that facilitate RHD,
appropriate solutions can be developed to deal with barriers and
achieve RHD. Therefore, establishing a favourable caring
atmosphere, providing unique care, receiving sufficient support
from the family and society, and having favourable economic
conditions should be considered in the design and implementa-
tion of discharge programs. Also, the importance of the study is
that it fills the demographic gap regarding RHD ofMI patients in
Iran, especially in Guilan province, which was the research area
of the study.
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