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Spirituality in survivors of myocardial infarction
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Abstract
Background: Life-threatening and stressful events, such as myocardial infarction (MI) can lead to an actual crisis, which affects 
the patients spiritually as well as physically, psychologically, and socially. However, the focus of health care providers is on 
physical needs. Furthermore, the spirituality of the patients experiencing heart attack in the light of our cultural context is not well 
addressed in the literature. This study is aimed at exploring the spiritual experiences of the survivors of the MI. 
Materials and Methods: In this qualitative research a grounded theory approach was used. Key informants were 9 MI patients 
hospitalized in the coronary care units of 3 hospitals in Shiraz. In addition, 7 nurses participated in the study. In-depth interviews and 
a focus group were used to generate data. Data analysis was done based on Strauss and Corbin method. Constant comparison 
analysis was performed until data saturation. 
Results: Five main categories emerged from the data, including perceived threat, seeking spiritual support, referring to religious 
values, increasing faith, and realization. The latter with its 3 subcategories was recognized as core category and represents a deep 
understanding beyond knowing. At the time of encountering MI, spirituality provided hope, strength, and peace for the participants.
Conclusion: Based on the results we can conclude that connecting to God, religious values, and interconnectedness to others 
are the essential components of the participants’ spiritual experience during the occurrence of MI. Spirituality helps patients to 
overcome this stressful life-threatening situation. 
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Introduction

Myocardial infarction (MI) is an acute, stressful, and 
life-threatening event,[1] which causes a change from a 
wellbeing status to a serious illness that threatens the 
patient’s life.[2] This condition could be a real crisis and a 
unique experience, leading to psychological, social, and 
specially spiritual as well as physical outcomes.[3] Due to 
high prevalence, long-term and expensive treatment, and 
high mortality and morbidity of MI,[4-11] a great deal of 
research has been conducted in this realm. Nevertheless, 
these studies have generally focused on biological and 

physiological aspects of disease, neglecting the patients’ 
experiences.[10] Furthermore, limited studies conducted on 
the patient’s experiences during the recovery of MI,[2,10,12-17] 
but none of them focused specifically on its critical initial 
phase. 

Because of the life-threatening nature of heart attack, health 
care providers mainly focus on physical needs,[13] whereas 

the patients prefer to be seen as a whole person and not 
just at the disease and ignorance of any human aspects 
can interfere with healing.[18] Also it is highlighted that 
spirituality as a substantial quality in human beings and a 
natural process that occurs in all patients[19,20] has a positive 
correlation with satisfaction of nursing care.[19] Illness, 
suffering, and facing death are all spiritual experiences, 
and spirituality can play an important role in the recovery 
process.[15]

The findings of many quantitative studies conducted on 
spirituality in cardiac patients support the association 
between spirituality/religion and prevalence of heart 
attack risk factors, especially stress,[21-24] quality of life 
improvement, and self-efficacy after MI,[25] psychological 
health and coping,[23,25,26] and so on.

Subjective and abstract nature of spirituality, necessitate 
researchers to use qualitative approach so that enabling 
them to explore the patients’ spiritual experiences during 
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the heart attack. It is believed that the individual’s 
perception of an experience is influenced by many factors, 
such as context and personal background. Thus, meaning 
of an experience cannot be the same for the researcher 
and participants.[27] Therefore, it is recommended that 
researchers who assess the spiritual concepts and their 
relationships to health and illness management should 
consider the participants’ subjective experiences according 
to their own definition of spirituality rather than those of 
the researchers’.[27,28] Moreover, spirituality is interwoven 
with culture,[29] and qualitative approach provides 
opportunities for researchers to understand how culture 
forms meaning.[30] There are a few studies about spiritual 
experiences of MI patients in the light of cultural context.[31] 
Regarding this gap, especially in the most critical phase of 
heart attack, this investigation was conducted to describe 
the spiritual experience of the survivors of MI from the 
onset of symptoms to elimination of the critical condition.

Materials and Methods

In this study, a grounded theory design that is appropriate 
for guiding nursing practice was used. Grounded theory 
will result in the development of explanatory theories for 
human behaviors in social context and especially in the 
areas in which little is known.[30]

The key informants were 9 MI patients (4 female and 
5 male) who were hospitalized in coronary care units 
(CCUs) of 3 hospitals in Shiraz in the southern Iran. All the 
participants were in a stable condition with an age range 
of 33–71 years. They were all married except for one who 
was a widow, and all of them were Muslims.

Seven nurses, from CCUs and emergency departments (EDs) 
were involved in the study to obtain a more comprehensive 
data. All of them were women, baccalaureate with a 
mean work experience of 6.7 years in CCU and ED (3–14 
years). In this article, the word “participants” refers to the 
patients who were the survivors of the MI and were the 
key informants.

A multisource data-generation approach was applied in this 
study. Purposive sampling was used regarding the main 
question and objectives of the study and then theoretical 
sampling was done to develop the concepts and to emerge 
basic social processes in data. Iterative cycle of data 
generation was continued until data saturation. In-depth 
semi-structured interviews each lasting 20–60 min were 
conducted with patients. Nurses participated in a focus 
group, which lasted 95 min. Interviews and focus group 
were conducted by the first author. All the interviews were 
tape-recorded and then transcribed verbatim.

Data collection and analysis were performed simultaneously. 
At first, each transcript was read line by line and then coding 
was done in 3 stages as recommended by Strauss and 
Corbin.[32] After each interview and throughout the data 
analysis, the researcher wrote the theoretical memos, which 
were included in the coding process. The basic concepts 
were extracted in the open coding stage. Through constant 
comparison, similarities and differences were explored, data 
were clustered, and eventually the categories were emerged 
from the well-developed concepts. The further interviews 
helped to clarify the categories. Subcategories and their 
relationships were explored through axial coding, and in 
selective coding the relationships between categories and 
core variable were determined.

Lincoln and Guba’s criteria for qualitative research rigor, 
including credibility, transferability, confirmability, and 
dependability,[33] were considered in this study. Prolonged 
engagement, close interaction with the participants, 
member and expert checking, reflexivity, immersion in data, 
and recording all activities support the trustworthiness of 
this study.

Ethics committee of Shiraz University of Medical Sciences 
approved this study. An informed consent was obtained 
from all the participants after they were provided with verbal 
and written explanation about the research and assurance 
of confidentiality and anonymity. 

Findings
The patients’ spiritual experience during the MI from 
the onset of symptoms until elimination of the critical 
condition could be categorized into 5 main categories and 
13 subcategories. These categories included perceived 
threat, seeking spiritual support, referring to religious values, 
increasing faith, and realization [Figure 1]. 

Perceived threat
On the onset of symptoms, the participants ignored or 
tried to manage them. As the symptoms were intensified 
and impending death was felt, they perceived that their 
life, health, independence, and roles were threatened. This 
category is constructed by following 3 subcategories:

Ignorance and help-seeking delay
A delay of more than 2 h was reported from the onset of 
the symptoms till seeking help by all the participants except 
one who recently observed a case of MI in his relatives. 
During this phase, the patients struggled to tolerate the 
pain or ignore it. Influential factors of such delay could 
be categorized as cognitive factors (knowledge deficit and 
incorrect interpretation of symptoms), psychologic factors 
(unexpectedness of the heart attack and denial), and 
spiritual factors (unwillingness to disturb family, praying 
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for symptoms to go away, and hoping for the effectiveness 
of home remedies). 

The following phrases are samples of the patients’ 
statements, which express their reasons for delay in seeking 
help:

“I had pain. I came home from work to inform my family. 
Although I had severe pain, I tried to hide it so that they 
don’t panic” (42-year-old man).

“I felt there is something related to my stomach and I tried 
to control it by some herbs and home remedies” (44-year-
old man).

What makes the individual postpone the treatment is lack 
of realization of risk. Provided that the patient realizes that 
his/her heart is at risk and it is quite serious, he/she would 
not hesitate to seek help and treatment. A male participant 
mentioned:

“At that time (onset of symptoms) I didn’t think that I had had 
heart disease. I thought it is something trivial. Nevertheless, 
I did not know that I was challenging the most important 
organ of my body, my heart. I absolutely had no idea it 
was from my heart. If I could guess, I would have definitely 
referred for a checkup in a clinic” (44-year-old man).

Facing death
Delay in help-seeking leads to intensification of the 
symptoms. Severe pain and shortness of breath results in 
bad physical status. All the participants experienced such 
a condition and they had seen their life ending. 

“I was just thinking about death. I could not breathe. I felt 
I was choking. I didn’t feel I was alive anymore” (40-year-
old woman).

Fear and concerns
Severe chest pain and other symptoms led to intense fear 
and panic. Fear of death, disability, pain, and dependency 
were reported by patients. For the elderly participants, 
disability was the most important concern. A 71-year-old 
woman said: 

“I am not afraid of death at all. Death is a reality. I lived 
enough. I have everything. I have no worries. I am just 
afraid of disability and dependence on others.” 

One of the important concerns of all the participants was 
their families. They were fearful and anxious toward the 
condition of their family members. This anxiety was about 
financial and familial integrity issues. A concern about the 

future of children, mainly younger ones, was experienced 
by all the participants and mostly by women. Some patients 
stated that more than being worried about themselves, 
they were worried about their children. Some patients’ 
statements are as follows:

“I would like to be with my wife and my children. If any 
family loses its caretaker, it would be like herd without the 
shepherd. But if I stay alive, I would guide them and solve 
their problems” (52-year-old man).

 “I have asked God if my life is over; give me another chance 
to go back to my children. After they grow up I would 
surrender to whatever he wills” (33-year-old woman).

Seeking spiritual support
Following the perception of threat and when the participants 
realized that they were at risk, they got fearful and there was 
a need to seek help. This need had physical, psychological, 
and spiritual dimensions. They decided to refer to a medical 
center as soon as possible and asked God and others for 
help and support. The 3 subcategories of this concept are 
as follows: 

Connecting with God
All the participants consider God as “The Almighty” and 
they believe that their life, death, sickness, health, and fate 
are in the hands of God. 

“Life and death is in the hand of God. We are his servants. 
We are his crops; he reaps us whenever he wishes” (71-year-
old woman).

They felt a connection with God since the onset of the 
heart attack symptoms and they asked him for help. With 
intensification of the symptoms and “realization of risk,” this 
connection strengthened and they felt that the only powerful 
support is God. He is powerful enough to help them and 
is the only reliable source of support. Therefore, they have 
trusted him. Believing in God as the mighty power and the 
one whose mercy is upon everyone, brought them hope 
and peace in that critical situation. Most of them considered 
the health care providers as a tool in the hands of God on 
whose will their success depended on. According to this, 
the participants talked to God and prayed for their survival 
and recovery. They believed that God has heard them and 
he would answer them. The results of praying were peace, 
comfort, and hope. Here are examples of what the patients 
and nurses mentioned:

“God can give life to a dead person. I told myself God 
knows I’m here. I was praying all the time. That is why my 
treatment was done successfully” (40-year-old woman).
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“I was saying please help us God. What happens is what 
you will. What he wills is good. Nothing happens without 
his permission… God answers you when you call him” 
(47-year-old woman).

Family presence
Family presence and support, especially in this critical 
stage of MI, had a positive influence on the patient. 
Female participants, in particular, considered their spouses’ 
attendance as soothing. A woman said:

“I liked my husband to be next to me. With him, I was calm. 
I had more pain when I was alone” (33-year-old woman).

This was taken into account by nurses. One of them 
expressed:

“The presence of the patient’s companion is supportive 
since the patient has entered a new strange place” (A CCU 
head nurse).

All the participants were dependent on their families in this 
situation and were taken to the hospital by them. Because 
of their families, they had not thought about emergency 
services. If there is another attack, they tend to use the 
emergency services in case they are alone, as mentioned 
by some of them. 

Health care providers’ presence
The participants considered health care providers’ presence 
in a critical situation, such as heart attack, as comforting 
and pacifying and they preferred that nurses stay with them. 
Some patients considered physicians and nurses as their 
rescuers, showed affection toward them, and described 
them as their close relatives. 

“They (doctors and nurses) really took care of me. I owe 
them a lot. I felt great when they helped me, as if they 
were so close to me. They were really kind” (40-year-old 
woman) 

The primary results of the treatment, such as pain 
reduction and improvement of physical condition along 
with the presence and spiritual support by the treatment 
team and the family, played a significant role in resolving 
the critical condition. At the time of MI, the patients 
realized that they were not alone and they deeply felt the 
presence of almighty God and other people who helped 
and supported them. This feeling provided hope and 
peace for the participants.

Referring to religious values
All the participants in this study were Muslims and religion 

was an integral part of their lives. They believed in life after 
death and being responsible for their behaviors. Reflection 
and introspection, and preparing for after-death life are 2 
subcategories for this concept. 

Reflection and introspection
Following encounter with death, the participants reflected 
on their behaviors and compared them with their religious 
beliefs and values. Different patients having varying degrees 
of religious beliefs expressed these thoughts.

“I told myself it may be the last moment of your life. You 
may not get to the hospital, have you got anything to take 
with you?” (44-year-old man)

Preparing for after-death life
Regarding their religious beliefs, the participants had a 
tendency to prepare for life after death. Through reflection, 
they considered themselves guilty and asked God for 
forgiveness by repentance. 

“I asked God to forgive me if I have committed a sin” 
(40-year-old woman). 

On the other hand, the participants asked their family and 
relatives for forgiveness.

“I said to my wife if I die, please forgive me” (58-year-old, 
man).

Increasing faith
Faith was an inseparable part of the participants’ lives. 
They mentioned that their life is based on their faith. While 
experiencing a heart attack, they gained a new insight that 
developed and strengthened their faith and gave them a 
new worldview in which faith is more highlighted. This 
category includes 2 subcategories.

Gratefulness
As physical condition improved, the fear and turmoil 
was declined and the participants could believe that their 
treatment was successful and they have overcome the 
danger. Therefore, they started to contemplate on their 
situation and think about possible events that could have 
occurred. They realized that it was just God who sent 
them back to life. As a result, they started to thank God. 
All of them considered their survival as mercy from God 
and they were grateful. The following are some of their 
statements:

 “I thank God for helping me to get to the hospital and get 
cured. Many people didn’t and passed away” (44-year-old 
man).
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They also thanked nurses and doctors who had tried to save 
them and the older participants prayed for the treatment 
team besides thanking them. One of the nurses mentioned:

“Some patients tell us that we have saved their lives, 
they thank us and pray for us, especially old patients” 
(Emergency nurse). 

The participants appreciated the presence and support of 
their family members and relatives. This strengthened their 
feelings of being loved by others and gave them courage 
and hope. 

“To know that one is important for others and they really 
love him makes him strong” (38-year-old man).

Feeling of a “wake-up call”
Some participants believed that MI was a sign or message 
which revealed the necessity of change in their lives 
physically and spiritually. 

“Heart attack was an alarm which warned me that there is 
a problem in my heart and I have to change my life-style. 
This was a spiritual alarm too, which showed me death is 
close and we are nothing when compared to the almighty 
God’s power” (44-year-old man).

Realization
The core category in this study was “realization,” which was 
relevant to other categories and is the most effective element 
in emergence and improvement spirituality in the recovery 
process of the heart attack. “Realization” means that during 
the heart attack, by thinking about what has happened, the 
patients went beyond the borders of knowing and reached 

a deep understanding. As a result, their spiritual aspects are 
manifested and appeared in the form of spiritual thoughts 
and behaviors. Realization has 3 subcategories, including 
realization of risk, realization of presence, and realization 
of returning to life. These subcategories match with the 
main categories of the participants’ spiritual experience 
[Figure  1]. Realization of risk resulted in perception of 
threat and seeking help, realization of presence provided the 
feeling of spiritual support, hope, and peace, and realization 
of returning to life increased the participants’ faith.

Discussion

In this research, the experience of the survivors of the 
MI represents the role of spirituality in undergoing such 
dangerous and stressful process. Some studies have shown 
that people who face a life-threatening situation focus more 
on their spiritual interests.[34] In other words, cardiovascular 
diseases make an individual’s spiritual aspect eminent.[35] 
It seems that even in secular societies spirituality is quite 
important for patients and quite effective in heart attack 
recovery.[31]

In spirituality investigations, the participants’ cultural 
context should be taken into account, because spirituality 
is embedded in culture.[29] Ninety-eight percent of Iranians 
are Muslims and mostly Shiite (90%).[36] All the participants 
were Muslims and their religious beliefs were reflected in 
their thoughts, behaviors, and even in their familial and 
social relations. Religion is interwoven with Muslim’s life, 
and culture and religious beliefs are important in their life 
particularly in critical situations.[36] Rasool (2000) believed 
that in Islamic contexts, spirituality does not exist without 

Figure 1: Spiritual experience of the survivors of the myocardial infarction
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believing in a higher power positively affects coping with 
critical situations, such as emotional distress and death.[36] 
Since the initial period of MI, which is characterized by much 
anxiety and uncertainty, beliefs in God may give patients 
the inner strength, resulting in better physical and perceived 
recovery.[3] Praying is a channel through which we directly 
connect to God.[47,48] One who prays is faithful and hopes 
his/her voice would be heard by a higher power[49] and as 
a result his inner power strengthens and increases. 

Following impending death and the consequent fear, the 
interviewees decided to get to a hospital by getting help from 
their families. The family members’ presence and support 
have been described as quite effective in this situation. 
The most important functions of a family during this crisis 
have been counseling, transferring the patient to a hospital, 
and providing emotional support. In this respect, Halligan 
(2006) mentioned while nurses consider the physical aspect 
of care, families play a leading role in approaching the 
patient’s emotional, social, and psychological needs.[50]

Since long ago, familial relationship had an influence 
on the whole life of an individual in Iran’s sociocultural 
context.[51] Even the concept of care from Iranian point of 
view is involved in familial relationship.[52] In Iran, which is 
a traditional or at least a transitional society, collectivistic 
culture is prominent. In this cultural context, people have 
an intimate relationship with each other and are absolutely 
affected by others’ thoughts and behaviors.[53] Deep 
relationship among family members, on the other hand, 
can lead to anxiety at the time of heart attack. All of the 
participants mentioned their families as one of their greatest 
concerns. Male participants were mainly concerned about 
financial issues, familial integrity, and children’s situation. 
However, female participants were mostly concerned about 
their children and their future. This concern was due to 
the responsibility that they had as a parent. Traditionally, 
Iranian women’s fundamental responsibility is to nurture 
the children in spite of their increasing presence in business 
and social activities, while men fulfill financial activities and 
play a basic role in preserving their family integrity.[54] In 
this respect, the participants’ concerns at the time of heart 
attack is based on this cultural background. 

At the time of MI, the presence of the husband provided 
peace, support, and comfort for female participants. The 
influence of interpersonal relationships is also confirmed 
by biological studies. For instance, it was specified in 
an interventional study that anxiety was considerably 
decreased in women who had held their husband’s 
hands.[55] In a qualitative study, women hospitalized 
in CCU found themselves dependent on friends and 
relatives’ help and support. This support created hope 
and optimism toward their future.[14] Feminine gender 

religious thoughts and practices and religion provides a 
spiritual path for life and salvation.[37] The result of this 
study verifies this viewpoint. 

Spiritual experience of the participants who confronted a MI 
initiated with perception of a risk which threatened their life 
and health, and enhanced their spirituality. Camp (1996) 
mentioned that heart disease can bring one’s spiritual side 
in a greater focus.[34]

Despite the significance of time and its effect on patients’ 
mortality and morbidity[38,39] initially they ignored the 
symptoms. Other studies reported the hours and even days 
of delay for seeking help among these patients worldwide.
[5,9,39-42] The main reason of this delay is the long process 
of decision making[40] which is influenced by some factors. 
In several studies, cognitive factors, such as misperception 
and misinterpretation of symptoms are the most important 
effective factors leading to patients’ ignorance of the 
symptoms until they are intensified.[11,38,40,41] In the present 
research, also, cognitive factors were mentioned as one of 
the major reasons for delay. 

Denial of the heart attack as a defense mechanism had been 
used by a number of participants. Using this mechanism is 
also reported by other studies as well.[3,13,43] The significance 
of the heart as a vital organ of the body was a reason of 
this denial. 

There were some spiritual reasons for help-seeking delay. 
Tolerating pain for preventing disturbance of the family, 
praying for symptoms to go away, and hoping for the 
effect of home remedies were spiritual behaviors that were 
reported. In other studies, these behaviors are mentioned 
as common reasons for delay in seeking help.[11,38-40,42,44]

After the initial struggle with the symptoms, and when they 
realized that the situation was critical and they were at a 
serious risk, the participants sought for help. Emotions and 
thoughts about the reality of death, which was found as 
motives for seeking help in this study have been manifested 
during a heart attack elsewhere.[3] The findings of other 
studies also support the occurrence of strong and lasting 
sense of coming face to face with one’s own mortality.[45,46] 

Facing death and the belief that God is the super power 
and almighty made all the participants have a connection 
with God from the onset of the symptoms and even 
before they seek help from the family and treatment 
team. Connection with God and receiving his presence by 
patients who experienced a heart attack is also supported 
by other studies.[13,15] Trust in God, prayer, and seeking 
strength from him has been discussed as the most common 
coping mechanisms for facing stressful situations.[24] In fact, 
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role values which focus on close relationship, care, 
and emotional manifestations, encourage women to 
show their dependency, while masculine gender role 
values, which emphasize independence and emotional 
inexpressiveness prevent men from revealing their 
dependence.[56] 

Caring presence, emotional support, and interventions 
provided by the treatment team are important in achieving 
peace, comfort, and hope. The reassuring effect of the 
nurses and doctors’ caring presence is also reported in other 
studies.[13,15] Most nurses intuitively feel that sometimes 
their physical presence can be the best medicine for the 
patients. They often provide the greatest amount of spiritual 
care by just being with the patients.[48] The essence of the 
presence is the healing relationship, which includes mutual 
interaction beyond technical care and has a positive effect 
on the recovery, healing, and reciprocal trust.[57]

Confronting death made the participants reflect about 
their performance in the light of religious values. Believing 
in life after death is one of the basic principles of Islam. 
Muslims believe that although God is very compassionate 
and merciful, life after death is founded by life in the 
present world.[58] Consequently, they have asked God for 
forgiveness. Repentance, along with the hope for God’s 
mercy calmed the participants.

Increasing faith was another main category in patients’ 
spiritual experience during heart attack. Initiation of the 
treatment led to relative elimination of fear. Regarding the 
prolonged nature of heart attack recovery, the participants’ 
fear is not completely gone away and their fear of 
another attack, disability, and death remains. By physical 
improvement, the “realization of returning to life” appeared 
and the participants made a new insight through reflection 
about the event resulted in raising their faith. Connecting 
with God and the effective presence of the personnel and 
family members has an outstanding influence on reaching 
peace and releasing stress. The participants have noticed 
such influence very well and thanked God, personnel, 
and their families. Spirituality and religious beliefs helped 
patients to experience hope, peace, and comfort during the 
recovery process of MI and to cope with this crisis. Other 
studies support this finding.[3,13,15]

Many authors believe that spirituality is experienced in 
relationship with God, self, others, and nature.[29,48,59] In 
this study, praying, reflection on previous performance, 
and interaction with others, including family members and 
personnel manifest such relationships. The participants did 
not talk about nature. It seems that in such a life-threatening 
experience, the participants were more concerned about 
their lives than the environment. 

The limitation of this study was the impossibility of 
interviewing during heart attack because of the critical 
condition of the patients. Therefore, interviews were done 
in 3–5 days after the attack when the participants were 
stable physically and psychologically. 

These findings are context based and as mentioned before 
they are related to Iranian religious and cultural texture. 
Therefore, this study provides a better understanding of 
spirituality and the importance of delivering spiritual support 
in getting through with the crisis of MI in the light of culture. 

Future studies can be conducted to understand the 
importance of spirituality for individuals and families during 
the experience of the further stages of recovery from MI 
and to explore the role of spirituality in other acute life-
threatening illnesses. 

The results showed that the life-threatening and stressful 
nature of MI strengthens the participants’ spiritual aspect. 
Connecting to God, religious values, and interconnectedness 
to others are the essential components of the participants’ 
spiritual experience during the occurrence of MI. Spirituality 
helped the participants to undergo such critical condition 
and affected their recovery. In Iranian culture, in which 
religion is embedded, spirituality is crucial during illness 
and recovery. The relationship of heart attack survivors’ 
spirituality with their physical, psychological, and social 
aspects was clearly illustrated in this study. Therefore, 
health care providers are suggested to consider the patients’ 
spiritual needs and concerns as well as other aspects of care 
when MI occurs. 
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