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Clinical Research Centre,
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PAQUET M., BOLDUC N. , XHIGNESSE M. & VANASSE A. (2005)PÂQUET M., BOLDUC N., XHIGNESSE M. & VANASSE A. (2005) Journal of

Advanced Nursing 51(6), 567–576

Re-engineering cardiac rehabilitation programmes: considering the patient’s point

of view

Aims. The aim of this paper is to report a study to describe how cardiac patients

experience the first 3 months following a cardiac event requiring hospitalization,

identify differences between the needs expressed by patients and the support they

received during their recuperation and produce a preliminary model for the devel-

opment of cardiac rehabilitation programmes, taking into account the patient per-

spective.

Background. Although cardiac rehabilitation should be standard care for patients

with cardiovascular disease, less than 20% begin and maintain a rehabilitation

programme. Cited barriers include inadequate rehabilitation services, sub-optimal

referral, low participation rates of women and older adults and travel considera-

tions. The literature suggests that programmes better adjusted to patient needs could

increase attendance, but little research has considered this perspective.

Methods. Focus groups were conducted with a purposefully selected sample of

20 men and women who had been hospitalized for myocardial infarction, angina

or percutaneous angioplasty. Data were analysed using qualitative content

analysis.

Findings. A gap exists between what traditional rehabilitation programmes offer

and patients’ expressed needs during the recuperating process after hospitaliza-

tion for a cardiac event. In our study, participants focused on stress management

rather than on modifying health habits. Support groups were viewed as beneficial

and, according to patients, accepting their condition, knowing their limits and

better continuity of care would also help reduce stress. Based on the findings, we

devised a model as the basis for developing cardiac rehabilitation programmes.

Conclusion. Cardiac rehabilitation programmes need to shift their focus of

attention from promoting healthier behaviours to responding to participants’

perceived needs, alongside risk factor reduction.
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Introduction

Many cardiovascular risk factors are modifiable and

therefore cardiac rehabilitation programmes traditionally

target healthier lifestyles, such as ‘smoking less’, ‘eating

better’, or ‘exercising more’, dispensing general information

using a group approach. The results of trials examining the

efficacy of primary prevention programmes are equivocal.

Ebrahim and Smith (1997) conclude that since programmes

result in only small changes in risk factors and mortality in

the general population, health promotion interventions

should target people at high risk. They suggest that

modifying lifestyle following a cardiac event is probably

effective because participants are more motivated at this

time to change behaviours. Programme evaluations reveal

that low participation rates, short duration and lack of

integration with other care compromise outcomes (Wenger

et al. 1995).

The current tendency is to offer a more individualized

nurse-managed approach. This implies that nurses and

other healthcare professionals have a better understanding

of patients’ experiences. Research on recuperation of

cardiac patients during the early recovery phase remains

limited. Considering that few studies take account of

patients’ priorities when planning rehabilitation pro-

grammes, we initiated a study to describe the self-

perceived needs of individuals following hospitalization

for coronary heart disease. The information obtained was

intended to be used to formulate a preliminary model for

the development of cardiac rehabilitation programmes and,

more specifically, to help managers and clinicians to tailor

an outpatient programme in a university hospital in

eastern Canada.

Background

In Canada, cardiovascular disease is the principal cause of

death and is the condition responsible for the greatest number

of hospitalizations (FMCC 2003) and the highest healthcare

costs (Moore et al. 1997). The ageing of the population,

along with increasing survival rates following cardiovascular

events, may explain the continual increase in the number of

hospitalizations and the demands placed on healthcare

services by these patients.

Aggressive risk reduction therapies for patients with

cardiovascular disease are supported by randomized studies

showing improved quality of life as well as reductions in

mortality, recurrent events and the need for further interven-

tions (Smith et al. 1995, 2001). Multidisciplinary pro-

grammes (Haskell et al. 1994, DeBusk et al. 1994, DeBusk

1996) and those taking into account psychosocial aspects

(Jones & West 1996, Frasure-Smith et al. 1997) have shown

some promise, although results have been inconsistent.

Nonetheless, cardiac rehabilitation is now considered usual

care for people with cardiovascular disease (Canadian

Association of Cardiac Rehabilitation 1999). Recently,

Suskin et al. (2003) concluded that while cardiac rehabilit-

ation reduces the morbidity and mortality of patients with

coronary artery disease (CAD) in a cost-effective manner, less

than 20% of potentially eligible patients participate in

secondary prevention programmes in Canada. Barriers to

programme access include inadequate cardiac rehabilitation

services and sub-optimal referral (Suskin et al. 2003). Other

cited problems are the low participation rates of women

(Sharpe et al. 1991, Ades et al. 1992, McGee & Horgan

1992), older adults (Ades et al. 1995, Allen & Redman 1996,

King et al. 1999) and those having to travel long distances

(Moore & Kramer 1996, Suskin et al. 2003). Alternative

delivery systems to render rehabilitation programmes more

effective in changing patient lifestyles should therefore be

considered (Dafoe & Huston 1997, King et al. 1999, Missik

2001). Cardiac rehabilitation relevant to patient needs may

increase attendance and subsequent behaviour change (King

et al. 2001).

Cardiac rehabilitation has evolved over the past 20 years

(Clark et al. 2002). Nurse-led secondary prevention clinics in

primary care can reduce risk factors for the recurrence of

coronary events (Campbell et al. 1998, Dalal & Evans 2003,

Murchie et al. 2003, Campbell 2004). Current trends in

cardiac rehabilitation which have been shown to be effective

are home-based cardiac programmes and those offered in

community centres (Lewin et al. 1998, Marchionni et al.

2003). A programme based on cognitive behaviour therapy

was shown to enhance the recovery of patients with coronary

heart disease in a study including 2481 patients (Dalal et al.

2004). Furthermore, strategies such as motivational inter-

viewing and transtheoretical model interventions facilitate

behaviour changes and maintenance (Feinstein & Feinstein

2001, Bellg 2003). However, more research is still required to

address better the needs of eligible patients so as to provide

effective rehabilitation programmes and reduce the burden of

cardiovascular disease.
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The study

Aims

The aims of the study were to describe how cardiac patients

experience the first 3 months following a cardiac event

requiring hospitalization, identify differences between the

needs expressed by patients and the support they received

during their recuperation, and produce a preliminary model

for the development of cardiac rehabilitation programmes,

taking into account the patient perspective.

Design

We conducted a qualitative study using focus groups because

qualitative research is well suited to generating hypotheses in

a domain where little research has been carried out (Pope &

Mays 1995).

Participants

People hospitalized for a cardiovascular event, defined as a

myocardial infarction, angina pectoris or percutaneous

coronary angioplasty (PCA) between January and April

1999 and able to communicate orally in French were eligible

to participate in the study. In order to generate as much

information as possible, purposeful selection was used to

obtain a diverse sample of about 30 individuals. A list of all

eligible persons (n ¼ 438) was obtained from the archives of

the university hospital. Postal codes corresponding to three

different environments, defined by accessibility to healthcare

services, were used to select participants. This provided a

sample from urban, semi-rural and rural milieux. Randomly

chosen individuals (n ¼ 229) received an invitation to par-

ticipate, and a group composed of the first 10 volunteers was

formed for each study milieu.

Data collection

Data were generated from three focus groups. All sessions

were audiotaped for later transcription. Tapes were listened

to as soon as possible and the verbatim transcription was

entered in the software package Nvivo to facilitate qualitative

content analysis. Immediately after the focus groups the

interviewer and two observers, one of whom was a resear-

cher, wrote memos about initial impressions during data

collection that facilitated analysis and conceptualization of

ideas.

During the first part of the 2-hour sessions, discussion

centred on participants’ common experiences. In order to

facilitate interaction between participants they first listened

to the account of a ‘typical’ patient experiencing a cardiac

event. The story had been developed previously by the

research team based on two semi-structured interviews with

people having similar characteristics to those of the study

population. The technique was based on the method pro-

posed by Labonté and Feather (1996) and aimed to predis-

pose individuals to initiate personal reflection. Subsequently,

a trained interviewer asked open-ended questions of the type:

‘What struck you in this account?’, ‘What did you learn from

your own experience?’, ‘What did you do?’ and ‘What could

you have done?’ to identify facilitators or barriers for

effective cardiac rehabilitation. Based on findings generated

by analysis of the first part of the discussions, points

considered to be important when planning rehabilitation

programmes were validated by asking focused questions to

participants during the second part of the sessions.

Ethical considerations

As specified by the hospital’s ethics committee, we obtained

authorization from the director of professional services to

receive a list of all eligible patients. Prospective participants

were invited to participate by letter. After having been

informed about the study and the possibility of their

withdrawal at any time, volunteers signed a consent form.

They were also advised of the confidential treatment of all

data. All participants had a follow-up telephone call to offer

help, psychological or other, if needed.

Data analysis

The sources of data used were the transcripts and the

interviewer’s and observers’ notes. Data analysis was done

using qualitative content analysis. The analyst did not

participate in the elaboration of the research protocol, did

not collect any data, nor had previously consulted related

literature so that emergent analysis was grounded in the data

rather than developed from existing knowledge (Cutcliffe

2000).

Analysis proceeded until saturation was reached using

the method of cyclic condensation of data (Huberman &

Miles 1991). Since responses were short, they were first

coded answer by answer. After analysis of the data

generated by the discussion in the first focus group, we

met to discuss the emerging categories until we obtained a

consensus. With subsequent data, the analyst used axial

coding of new transcripts and re-analysed all of the

material considering evolving themes until no new con-

ceptual information could be added. For credibility, a

Issues and innovations in nursing practice Re-engineering cardiac rehabilitation programmes
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second analyst independently coded categories and inter-

pretations of 40% of randomly chosen transcripts (Sande-

lowski 1986). Codes and categories were reviewed with the

investigators. Selective coding was applied to the data

generated by the third focus group. This led to preliminary

theoretical constructs conceptualizing the relationship be-

tween the categories. The memos facilitated decision

making throughout the modelling process. The final coding

framework and the preliminary model proposed by the

analyst were validated during a 3 hour discussion. Consen-

sus was obtained by the research team at large, including

the interviewers and the observers.

Rigour

Strategies to ensure rigour were triangulation across data

sources, data collection procedures and data analysis. Having

a diversity of participants representative of the study popu-

lation helped to attain saturation. Validation by participants,

during the second part of the group discussions, of main

results obtained in the first part of the discussions also

favours applicability of findings.

Findings

Participants’ characteristics

The three focus groups were composed of five, seven, and

eight individuals from rural, semi-rural and urban milieux,

respectively. The mean age was 69Æ6 years, with a range of

50–91 years. Among the 20 participants, 16 were male, 15

were married, 16 were older than 60 years and 16 were

retired. A similar distribution of characteristics was obtained

in each group.

First part of the discussion: elements to consider when

planning rehabilitation programmes

During the first part of the discussions participants mainly

discussed problems they had experienced before, during and

after hospitalization. This shed light on patients’ needs as

they changed over time but, according to the aim of this

paper, we report only participants’ needs during the 3 month

period following discharge home. Three categories emerged

from the analysis: personal elements, environmental elements

and elements in interaction with the other two levels. A free

translation of representative quotations is presented in the

text below. These illustrate some of the most important data

related to elements to consider when planning tailored

cardiac rehabilitation programmes.

Elements at the personal level

Health, psycho-cognitive aspects linked to the disease, and

behaviour were the three subcategories identified at the per-

sonal level.

Health Participants reported that the healthcare system

adequately cared for their physical problems during their

hospitalization: ‘That was nothing…the team was wonderful,

it’s unbelievable how they take care of us’. Overall, patients

felt physically better after hospitalization: ‘They unblocked

me…it’s been two weeks and I can do what I want and I’m a

lot better’. Furthermore, if specific problems persisted during

the recuperation process adequate resources, such as medi-

cation, were available: ‘It’s going better with all those pills

there’.

Patients listed anxiety, worry and stress as having the most

impact on their lives. They identified formal health care,

community services, and family and friends as helpful

environmental supports. However, they said that more help

was needed in stress management: ‘If there existed a type of

programme for cardiac patients that would be something

important to help cope with stress’. Patients emphasized the

psychological benefits of the focus group; they felt that group

sessions with people having experienced cardiac events, as

well as sessions including people who had experienced a

cardiac event and their significant others, would be helpful.

Knowing that genetics, a non-modifiable risk factor,

predisposes to coronary heart disease may influence health

behaviour and attitude towards disease. Participants in our

study showed a more resigned attitude when members of

their family had experienced a cardiac event. For example,

someone mentioned: ‘My father died of heart disease at 48.

I have to prepare myself. You have to learn to live with that’.

Psycho-cognitive With regard to psycho-cognitive aspects,

knowledge, beliefs and attitudes were discussed. Problems

experienced had either been resolved by individuals them-

selves or by help from the environment. Patients stressed the

importance of a change of attitude towards their condition:

‘It’s sure that you have to accept your disease. If you accept it,

it’s the key to success’. Another participant said: ‘Sooner or

later, whether we want to or not, we’re not as good as when

we were 30. But you have to be able to tell it to yourself. I

can’t fall into that and say that I’m finished’.

Behaviour Three months following a cardiac event requiring

hospitalization, patients were reluctant to modify their

lifestyles. Different reasons explained why people did not

express the desire to do this. First, certain people had

previously done so: ‘I already stopped smoking because I had

M. Pâquet et al.
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to’. Second, some felt that they had good habits and therefore

nothing to modify:

Me, I never smoked in my life, I’ve always been physically active, and

from one day to the other it happened to me. I was surprised. I never

expected that. I never thought that I could be a candidate for heart

disease. I have no family history. Nothing could predict that it would

happen to me.

Furthermore, some people were not convinced that their

habits were risk factors:

I smoke and I wonder if a cigarette is like a bullet. I know a guy who

is dying, he never smoked in his life; lung cancer. I started smoking at

the age of 8, I am now 76, and I’ve smoked for 66 years. No

problems, I don’t tell you that smoking is good but it does not cause

death.

The person’s physical condition was a fourth reason for not

modifying health habits: ‘Regarding exercise, I can’t do any

since I have problems with my legs’. Finally, the need to

modify health habits was often perceived as pressure coming

from the outside but not as a personal objective: ‘They told

me to walk, walk when you can’. However, participants

discussed the importance of taking personal decisions about

lifestyle changes: ‘Others may tell us but we learn from

ourselves. I realise that now’.

Three months after hospital discharge people wanted to

return to their previous activities:

Well, I don’t want to hear it anymore. And that’s it, I tell myself, I have

to keep going and the doctor told me the other day, ‘you’re lucky, look

at the others, they have an old heart and you have a new one.

They compared their performance before and after the event,

since physical capacities are often diminished following a

cardiac event: ‘Now you’re very happy that they do it because

they’re serviceable but you tell yourself that before you could

do it alone’. This brought them to want to modify the way

they worked:

We’re too anxious, as soon as we begin a job we want it to be finished

even before we start. We have to put into our heads that the grass will

always grow, I will mow a bit today and I will sit down and do

another part in the afternoon and another tonight. It’s not as if it has

to be finished immediately.

Finally, 3 months after their hospitalization, patients felt that

they were in the best position to evaluate their needs: ‘It’s that

the best person to know what I can or can’t do is me’.

Elements at the environmental level

Resources, the workplace and habitat were the three sub-

categories identified at the environmental level.

Resources Previous quotations have already alluded to high

satisfaction with formal health care. Needs expressed at this

level were mainly family-oriented. Better information to

informal caregivers was seen as a solution to the major

problem of over-protectiveness:

Following hospitalisation, it would be good to give information to

the spouse. Spouses are scared of everything. You know, scared to

make love. You know, if she had had information telling that there is

no danger…

However, one woman exposed a different point of view: ‘I

would appreciate it if my husband would help me from time

to time – he does not seem to realise that I am sick’.

The workplace and habitat Needs in these categories were

either easily fulfilled or not expressed. For example, people

found it difficult to have to cease work but had a resigned

attitude, such as: ‘I will retire’ or: ‘I would really like to go to

work but, if I do nothing but feel sorry for myself, who is

going to pay for it? It’s me’.

Elements in interaction at the personal and the

environmental level

Several elements were associated with the other two categ-

ories already described.

Limits Participants were concerned about having a better

knowledge of their limits and especially learning how to

respect those limits: ‘And when it will be the time to go

back to work, I will go back and I don’t think that it’s a

question of not doing this or that. It’s to know your limits

and to see’.

Time Being aware of having limited time left to live influ-

enced the recuperation process: ‘Every minute we live is

important but we cannot predict 10 days ahead. If I continue

to live, I live every minute’.

Continuity of care With regard to the process of care

delivery, needs were mainly expressed about home care

received after hospitalization. Participants wanted a regular

time schedule, consistent personnel and better communi-

cation with providers as well as among caregivers. Volun-

teers wished to be better informed of their schedule: ‘I

have two blood samples taken a week, but one morning

they don’t come – why is that? The nurse should

telephone’. Although the help was extremely appreciated,

having the same person delivering the care seemed

important:

Issues and innovations in nursing practice Re-engineering cardiac rehabilitation programmes
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OK, home care, I found that very good but the caregivers changed too

much. First one nurse came several times to change my bandage, then a

different one came two or three times and after that it was always a new

one. They were all very kind, but there was no continuity.

Cognitive impairment was a problem with older patients and

participants felt that this should be considered: ‘You know,

when the nurse comes I’d rather have the schedule written on a

piece of paper’. Communication was often difficult within the

family: ‘My wife should change her way of cooking, but she

wouldn’t take it if I told her’. Finally, lack of communication

between healthcare workers was also a problem: ‘The doctor

himself is supposed to have made arrangements with the nurse,

but when I talk about it to the nurse she knows nothing’.

Quality of life Finally, a central concept was quality of life:

‘It’s a quality of life that has changed’. Another person said:

‘I like people too, so instead of keeping all my energy for

work, I keep some to be able to go out to go to the club or to

take a car ride. I decided that that is important’.

Principal findings

Part one of the discussions shed light on some of the partici-

pants’ unmet needs following a cardiac event. The findings

showed that few expressed needs could be satisfied on an

environmental level since participants felt that they were the

ones best suited to take action that could be beneficial to them.

The focus of improvement was thus placed on a personal level.

Participants also viewed group discussions similar to the focus

group sessions as a potential solution to stress management.

Second part of the discussion: planning support

The specific questions asked to participants during the second

part of the discussions are reported in Table 1, together with

practical details that should be considered when planning

support group interventions. Subjects discussed included

participants’ interest in rehabilitation programmes, whether

group support should be offered to patients only and/or

caregivers, and if individual meetings should also be consid-

ered. Frequency of meetings, the delay after hospital dis-

charge and other points, such as travel considerations, were

also discussed. In addition, details like parking fees and

walking distance should not be neglected.

Proposed model

We devised a model based on the findings as the basis for the

development of cardiac rehabilitation programmes, and this

is shown in Figure 1.

Table 1 Points to consider when implementing support groups as part of rehabilitation programmes: patients’ perspectives

If a rehabilitation program was offered:* Points to consider

1. Would you be interested? Cardiac participants are highly in favour of rehabilitation programmes centred on support groups.

Principle reasons given are: a sense of security, helpful for stress management, getting more

information and answers to questions from competent individuals. Only one participant showed

no interest since she had undergone many surgeries, felt old and was discouraged.

2. Would you prefer

(a) Group meetings including:

Cardiac individuals only? Popular because they allow discussion about participant’s experience.

Cardiac individuals and caregivers? From the cardiac individual’s point of view, meetings with spouses are essential to allow the

latter to better understand them.

Caregivers only? Cardiac participants felt that caregivers also need support.

(b) Individual meetings? Meetings favouring discussion in smaller groups including the cardiac patient, his/her caregiver

and a professional, are suggested to discuss more ‘delicate’ matters such as sex. Also useful

for people with hearing disabilities or those who are still working.

3. Would transportation be a problem? Transportation is often a problem. Many people, especially caregivers (usually women) do not

drive and people with a recent cardiac event have restrictions. However, people can find help or

are willing to help each other for transport. Travelling during the winter and/or at night is more

difficult. Parking is also a problem. Specific issues discussed were walking distance and

parking fees.

4. At what frequency would you wish

the meetings to be?

Not more than one meeting per week.

5. How long after hospital discharge A delay of 1–3 months after hospital discharge is usually suggested. The ideal moment to begin

group sessions varies from one person to another.

6. Do you have any other suggestions? Meetings are more difficult to organize if participants are still working.

*Specific questions asked during the second part of the discussions were developed after analysis of the data generated during the first part of the

discussions.
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Discussion

Although the data were collected 5 years ago (1999), they

remain relevant in today’s environment. Indeed, current

research is still seeking explanations for low participation

rates in cardiac rehabilitation programmes (Cooper et al.

2002, Daly et al. 2002, Suskin et al. 2003), and there is

evidence that when lifestyle changes are required, patient-

centred approaches may have better outcomes than tradi-

tional advice-giving (Britt et al. 2004). However, to date, few

studies have considered patients’ perspectives when addres-

sing the needs of programme participants.

The principal aim of this research was to identify self-

perceived needs of people who had recently experienced a

cardiac event (myocardial infarction, angina pectoris or

PCA), in order to plan effective rehabilitation. The account

used at the beginning of the discussion was a valuable tool for

data collection. What is striking is that participants expressed

very few needs that could be satisfied by standard rehabil-

itation programmes focusing on prescriptive lifestyle modi-

fication.

However, the study has some limitations, namely that only

13% of those invited to participate accepted. Only two of

every three people initially interested in the discussion groups

actually attended, a common problem in research studies

using focus groups (Sullivan & Foltz 2000). Possibly, only

people who were doing well, had good support, and were

interested in group events chose to participate. Furthermore,

we were unable to identify needs according to individuals’

specific characteristics. As well as selection bias, our findings

may reflect a desirability bias, which would also tend to

under-estimate participants’ needs expressed and limit gen-

eralization of the findings. People may not want to criticize

the healthcare system in the presence of professionals, but the

context of group discussions and the fact that all the findings

are reported anonymously may have helped overcome the

tendency to report high levels of satisfaction.

According to our findings, participants’ needs after a

cardiac event are oriented towards accepting their condition

and knowing their limits, rather than modifying health

habits. Our data suggest that age, but even more disease

experience, may influence people’s expectations after experi-

encing a cardiac event. Viewing their heart attack as an acute

event rather than a symptom of a chronic condition has been

proposed as an explanation for patients’ low levels of

motivation for long-term life changes (Wiles 1998, Wiles &

Kinmonth 2001). Prochaska et al. (1992) has already

identified the difficulty of modifying health habits, stating

that only 23% of people were ready to modify one habit, 5%

were willing to change two and almost none would modify

three. The transtheoretical model of health behaviour change

(Prochaska & DiClemente 1983, Prochaska & Velicer 1997)

proposes that adults exist in various stages of readiness

(precontemplation, contemplation, preparation, action,

maintenance and relapse) with respect to willingness to

accept and process information. Behaviour change strategies,

such as motivational interviewing, helpful in moving patients

through the stages of change, have been successful in

promoting behaviour change and maintenance (Bellg 2003,

Britt et al. 2004). For example, this technique has been shown

to increase the quit rate of smokers (Mallin 2002, Robinett

et al. 2004).

Our participants seem satisfied with the care they received

for their physical problems, which may explain that they

expressed few needs oriented towards that aspect. Help to

cope with stress preoccupied them more. Other studies have

found that cardiac patients often experience emotional

problems in early recovery (Jaarsma et al. 1995, Murray

Personal level Environmental level

Health Psycho-cognitive Behaviour Resources HabitatWork

Physical Familial Professional Milieu

Psychological 

Life-habits

Self-efficacy Health services Domestic

Genetic

Knowledge

Beliefs

Attitudes Community

Governmental

Educational
Other

Quality of life 

Interaction 

Continuity of care 

Communication

Consistent personnel

Time 

Limits 

Figure 1 Elements to consider when developing tailored cardiac rehabilitation programmes: a preliminary model.
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et al. 2000), and this should be considered when planning

cardiac rehabilitation. Participants suggested that support

groups, like the focus group discussions, would help them to

manage stress and should be considered when designing

rehabilitation programmes. Focus group discussions have

also been seen as positive support experiences by patients in

other studies (Dickerson 1993, Sullivan & Foltz 2000).

Whittemore et al. (2000) have shown that peer advisors

providing social support to elders who had experienced

myocardial infarction were in fact receiving support at the

same time as they were giving it. In our study, participants

spoke not of ‘improving their health’ but of ‘not being

perceived as unhealthy’. Focus groups may benefit partici-

pants because they feel that they perform a socially mean-

ingful function by helping others. They were also seen as a

solution to over-protectiveness of family members by facili-

tating communication and information transfer. Over-pro-

tectiveness had a negative effect during the recovery phase, as

has been found in other studies (LaCharity 1997, Murray

et al. 2000). However, difficulty in attending group events

and the cost of parking are two points to consider when

designing rehabilitation programmes, as has also been poin-

ted out by King et al. (2001).

Recently, a meta-analysis concluded that psychosocial

interventions should be included in cardiac rehabilitation

programmes along, with exercise training, and drug therapy

(Linden et al. 1996), but pointed out that it may be difficult to

pinpoint why psychosocial interventions work. Positive

effects observed were mortality and risk factor reduction.

Other effects included improvement in quality of life and

reduction in anxiety and depression, positive outcomes highly

valued by participants in our study.

Conclusion

Our findings suggest that rehabilitation programmes should

use a more holistic approach rather than simply using

isolated group events centred on lifestyle modification.

Patients’ priorities should be taken into consideration,

because programmes based on modifying health habits have

little chance of success if participants are not ready to adopt

new behaviours, let alone lifelong lifestyle changes. The

preliminary model, we propose may be used to plan support

using a participatory approach based on group sessions, as

suggested by participants. Negotiating the content of reha-

bilitation programmes with clients may yield better outcomes

than using a prescriptive approach because they have an

intrinsic empowerment effect on participants. For example,

patient-centred strategies such as motivational interviewing

have been reported successful in changing addictive behav-

iours.

Further research could reveal if programmes focusing on

helping patients accept their condition rather than modifying

their lifestyle should be encouraged. Studies could also be

carried out with participants having specific characteristics to

evaluate whether findings apply to all types of patients and to

furnish other information on patients’ individual needs

following a cardiac event. More information on whether

participants rate quality of life as more important than

longevity, as suggested by our findings, could be useful when

planning cardiac rehabilitation. Ultimately, hope for better

quality of life could be successful in motivating people to

modify their health habits.
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atives. Recueil de nouvelles méthodes. Collection pédagogie en
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