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Abstract 
Background: This study aimed to illuminate the meaning of the patient–nurse communication during a hospital stay as 
narrated by patients after a myocardial infarction (MI). 

Methods: Narrative interviews from 10 patients were analyzed, using a phenomenological-hermeneutic method.  

Results: The nursing dialogue meant a safe mooring point on the trajectory from initial chaos after a MI to a reoriented 
life. Nurses’ presence and availability for non-verbal and verbal communication created a trustful relationship where new 
knowledge was acquired and motivational strength for life-style changes was mobilized. A person-centered perspective 
was preferred, where relatives were invited into the conversation.  

Conclusions: These results highlight that patient–nurse communication based on the patient’s view is possible in acute 
care after MI, and is an issue of attitude rather than time. Trust lays the foundation for a person-centered communication 
and is developed through the nurse’s presence and availability not only in the emergency phase, but throughout 
hospitalization. Discussions focused on personal action plans with emphasis on the patient’s health assets may facilitate a 
successful rehabilitation. 
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1 Introduction  
A myocardial infarction (MI) is a life-threatening, life-changing event [1]. People who have suffered a MI are at 
heightened risk for a new cardiac event, making secondary prevention important. Successful rehabilitation after MI 
requires that patients receive the best possible information and education to enable them to follow treatment regimens and 
make informed decisions about necessary lifestyle changes. 

Over the past decades, a multitude of studies have examined the information needs after a MI and have resulted in more or 
less standardized information lists and educational tools [2, 3]. Hospitalized patients often receive information through 
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daily patient–nurse communication, both formal and informal [4, 5]. Despite considerable efforts to ensure that the 
patient’s information needs are met before hospital discharge, several studies claim that this goal is not reached [2, 3, 6, 7]. 
A recent study shows that even though information on symptom management and lifestyle changes was deemed most 
important for patients with MI, nearly 15% of them reported that no lifestyle changes were discussed during their hospital 
stay [8]. 

Little is known about how this discrepancy arises, but several studies have shown that nurses and patients differ in what 
information they consider most important, and that the nursing dialogue is often based on health-care providers’ 
perception of what patients need to know [9]. Nurses generally either over- or underestimate the type and amount of 
information required during hospitalization [10]. Patients are not well prepared for what life will be like after discharge, 
and their first days at home are often characterized by uncertainty, anxiety and dejection [6]. Spouses report even higher 
levels of distress and anxiety than the patients themselves during the early recovery period [11]. Patients often find it 
difficult to identify relevant questions prior to discharge [12]. A literature review indicates that secondary prevention must 
build upon patients’ own perceptions about their condition and the treatment they receive [13] and that patients’ social 
context and emotional needs are often not taken into account adequately.  

Studies in chronic care indicate that person-centered communication is necessary for shared decision making and to 
empower patients to take responsibility for their own health [14]. In person-centered communication, the patient’s 
perspective is the foundation for the dialogue, and social, psychological and emotional factors are acknowledged as being 
equally important as somatic symptoms [2, 3, 9]. However, a trend towards speedier patient discharges has been suggested 
to be a barrier to using a patient-centered communication in acute care [15, 16], and lack of time has been cited as a 
hindrance to patient participation in MI care, by both patients and personnel [17]. 

The patients’ involvement in decision making has been emphasized in recent years. Increasingly, professionals invite the 
owner of a problem to participate in decision making and problem solving, instead of just asking him or her to comply with 
their decisions. Covinsky et al. [18] found that poor communication and low patient participation in decision making 
during hospitalization was related to poorer health three months after a MI and delayed return to work. This was 
contradicted in a more recent study where higher patient involvement during hospitalization were not consistently 
associated with more desirable outcomes or with MI patient health and behaviour 6-10 weeks after hospital discharge [19]. 

Achieving patient participation is considered especially difficult during the initial, emergency phase of MI [19] and it 
primarily takes the form of information [17]. Nurses in a coronary care unit (CCU) put considerable effort in following 
guidelines and providing the best possible information to the patient. However, there is still a lack of insight into what the 
daily formal and informal patient–nurse communication means to the patient after an acute MI, to what extent the patient’s 
values and expectations are taken into account, and whether the informational support is actually tailored to the patient’s 
need in practice. Thus this study aims to explore the meaning of the patient–nurse communication during the hospital stay 
as narrated by MI patients. 

2 Participants and methods 

2.1 Study design 
A qualitative approach with narrative interviews and a phenomenological-hermeneutic method was used to interpret the 
meaning of the patient-nurse communication after an acute MI. Participants were recruited during a period of two months 
from a CCU in a medium-sized Swedish hospital. Inclusion criteria were: a primary diagnosis of MI, in-patient in the 
CCU, and ability to speak Swedish. Patients that fulfilled these criteria were given an information letter by nurses working 
in the CCU. Then the first author contacted each potential participant and asked if they wanted to take part in the study. 
Ten patients (mean age 64.5) were included, No patient declined participation. The hospital stay lasted 4-7 days, during 
which no unusual complications were noted. The nurses delivered standardized information about MI, according to 
national guidelines, including information about medication, treatment and lifestyle changes. 
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All interviews were conducted by the first author, in a quiet room outside the CCU within two weeks after discharge. The 
interviews lasted from 30 to 55 min. The opening question was: “Would you please tell me about your perceptions of the 
communication with the nurse during your hospital stay”. They were encouraged to talk about specific situations, and 
allowed to speak as freely as possible with a minimum of interruptions. Follow-up questions were asked, in order to 
expand on or clarify the narratives. This narrative interview approach is seen as a discourse between speakers and is a way 
for the interviewees to reflect on and understand their own experiences. 

2.2 Ethical considerations  

The study was approved by the regional Ethics Committee for Human Research in Stockholm, Sweden (Dnr: 
20080117162713472), and conforms to the principles outlined in the Declaration of Helsinki. Verbal and written consent 
was obtained prior to all interviews. 

2.3 Data analysis  

All interviews were tape-recorded and transcribed verbatim. A phenomenological hermeneutic approach [20] inspired by 
Ricoeur’s [21] “interpretation theory” was used for analysis. This form of interpretation is a dialectical movement between 
understanding the text as a whole and explaining its individual parts. The approach alternates between bringing the text 
close to the interpreter and distancing the interpreter from the text. Gradually a comprehensive understanding of what the 
text points to is achieved. The interpretation involves three phases: naive reading, structural analysis and critical 
interpretation [20]. 

A naive reading of all the transcribed interviews was done to obtain a first impression of the meaning as a whole. This first 
re-reading was made as open-minded as possible without any analysis of the text. The first naive understanding was 
formulated in everyday language aimed to guide the structural analysis. Then the structural analysis was performed; the 
interview texts were divided into meaning units (i.e. a sentence, part of a sentence, or several sentences with a related 
meaning content) which were then condensed while still preserving their core. The condensed meaning units were further 
condensed and abstracted to form one main theme consisting of five sub-themes. The themes and sub-themes were 
reflected on with the naive understanding in mind, in order to validate the naive understanding. This was an ongoing 
process with a dialogue between the authors until the structural analysis validated the naive understanding. 

During the critical interpretation, a text were re-read and interpreted in relation to the researchers’ pre-understanding, the 
naive understanding, and the themes (the results of the structural analysis) and a comprehensive understanding, of the 
interview texts as a whole, was formulated.  

3 Interpretation and results 

3.1 Naive reading 

The nursing dialogue gave patients a safe point to hold on to when their everyday lives collapsed without warning. In the 
acute phase the nursing dialogue enabled patients to process fear and anxiety by talking about their worries and repeatedly 
reflecting over the situation. To be surrounded by a relaxed and permissive atmosphere, where all kinds of questions could 
be asked, made it possible to build up a trustful relationship with the nurse. The foundation for the trustful relationship was 
the nurse’s presence (physical and emotional) and accessibility for communication. Without an established relationship, 
patient–nurse communication was solely an exchange of information, and the opportunity for acquiring knowledge 
through personal questions and calm reflection was lost. The communication became a support to mobilize commitment to 
lifestyle changes. If the next of kin were included in the communication a feeling of shared understanding arose and the 
family member became a safe point to rely on after discharge.  
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3.2 Structural analysis 
The results from the structural analysis resulted in one main theme and five subthemes that are presented below and 
illustrated with quotations. The patient-nurse communication after an acute MI means “a secure place on the trajectory 
from chaos to a new order” and includes: security in an insecure situation; a trustful relationship; acquiring knowledge; 
support to mobilize commitment to change and a supportive link to relatives. 

3.2.1 Security in an insecure situation 
Being struck down by an acute and serious disease meant a complete loss of control. In this situation, the nursing dialogue 
became a safe point to hold on to. That nurses were constantly present, providing explanatory information, was crucial for 
the patients in the first chaotic phase. “What surprises me is that I wasn’t at all worried anymore; [the nurses] were calm, 
objective, professional, so to speak.”  

The nurse’s advice and short-range, concrete instructions such as “do it this way”, were like a lifeline when the body 
signals were unfamiliar and frightening. The patients describe feeling betrayed by their body, and were afraid of being “let 
down” again. The nursing dialogue provided patients the security they needed to test the limits of their physical capacity 
and regain confidence in their own body. One person said, “Of course I was worried. Not that I was having panic attacks all 
the time but I was worried and kept thinking I hope nothing happens and I have another setback. You don’t go around 
constantly brooding but you live with your fear all the time, especially when you’re alone.” 

3.2.2 A trustful relationship 
The patients described being met with warmth and respect, and felt that their expectations, beliefs and values were taken 
into account. A mixture of skill and humor created an open atmosphere, which facilitated broaching difficult topics. Trust 
was built up when the nurse was present, accessible and showed interest in the patients’ concerns. When nurses entered the 
room for unscheduled visits they conveyed that they were there to share the patients’ experiences. “If I start to have doubts 
or wonder about something, all I have to do is call, I’ve felt that all this time. There are no problems. It’s like what some of 
the nurses say: that’s what we’re here for and that’s what so great, it gives me a feeling of security.” 

The physical environment also played a significant role for a trusting communication. Privacy made it possible to share 
thoughts and feelings and to ask questions of a personal nature. On the other hand, a non-trusting atmosphere arose when 
the nurse was under stress or unavailable. In that atmosphere the communication failed. If nurses talked about the scarcity 
of healthcare resources, the patients only took up their most basic questions, of purely practical nature. One person said, 
“They have work to do and you don’t want to be a burden. So I didn’t say anything”.  

Awkward situations could arise if the patient received contradictory information. Inconsistent or poorly coordinated 
information led to confusion and the patients lost confidence in the nurses’ ability. 

3.2.3 Acquiring knowledge 
The patients described their need for knowledge about the disease and how to handle their new situation. The information 
given during medical rounds was sometimes difficult to understand and the doctors gave an impression of being in a hurry. 
The patients found nurses more accessible and viewed patient–nurse communication as an opportunity to ask “stupid” 
questions and get explanations for difficult and complicated medical terms. Such communication helped them 
comprehend the consequences for their everyday life. Some patients had difficulty remembering their discussions with the 
nurses. “There was a nurse here talking, but what we talked about I hardly remember. It was a bit about the disease and risk 
factors and that sort of thing”. The way in which nurses entered into a communication seemed crucial for how the patients 
would receive the information. Many patients described that the opening sentence could make them lose interest. He (the 
nurse) opened with: “No doubt you’ve heard this before”. This made it clear from the start that the communication would 
be routine, standardized, and the patient did not remember any more from that particular occasion. 

Many participants expressed a need for a different kind of knowledge than what was delivered. They perceived that the 
nurses wanted to convey their standard information about risks and lifestyle changes, while the patients wished to discuss 
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the implications from an emotional perspective, and as a question of quality of life. Patients felt that there was no time for 
reflection; “They talked about smoking and exercise and eating properly. But I know all of that anyway. So it's, you know, 
it’s like you hear it too much. But “how do you do it?” 

Some patients described the communication as a play where both actors knew their parts: the nurse gave certain 
information and the patient’s role was to listen, while both knew that the information would not lead to any behavioral 
changes. Feelings of guilt and of being considered “a hopeless case” were apparent. “I felt I had no right to complain // I 
was ashamed of myself // That’s why I didn’t want to say anything”. On the other hand, lack of knowledge led to 
uncertainty and inactivity during convalescence, since patients did not know what changes they needed to make. It was 
important to know where to turn with questions that arose after discharge: a phone number to call served as a safety net.  

3.2.4 Support to mobilize commitment to change 

Supportive communication arose when patients felt confirmed as worthy individuals, entitled to their own thoughts and 
opinions. Feeling invited to participate in the choice of lifestyle changes, and how those changes should be implemented 
and maintained, was a necessary condition for motivation to change. An empathetic and tolerant attitude opened up for 
communication about worries and fear of failure. Changing unhealthy habits triggered a kind of mourning for all the good 
things in life that were now forbidden: “Of course sometimes you think it’s hell but I know what this is all about, that I 
shouldn’t drink and I shouldn’t smoke. Now I know ... everything is off limits.” Getting nurses’ support to set up personal 
action plans was one way to translate knowledge into practice. Conversations where the nurse primarily emphasized the 
health benefits of a changed behavior strengthened the motivation to change. When the nurse posed questions and 
discussed potential solutions, the patients grew more confident in their ability to live their lives after returning home. 

3.2.5 A supportive link to relatives 

Participants described the central role of relatives. The patients’ uncertainty in a new life situation made support from 
relatives important during the recovery process. It was perceived as a good safety precaution to have a loved one 
participate in the patient–nurse communication and thus share the same information. This also reduced the risk that family 
members’ own fear and anxiety would impede the patients’ progress and rehabilitation. One person said, “Also, everyone 
around you feels concerned about you in this sort of situation. My wife was also there for this conversation and it was good 
that she could be there. This can be recommended and my daughter was with us too and she also thought it was good. They 
understand better that I need to exercise and be active. I mean, you have to keep on living your life.” When the nurse 
invited the entire family into the conversation, this created a sense of security not only for the patients but also for their 
relatives. There was another person who had received the same information, someone to turn to when either the patient or 
the relative wondered if they remembered or understood things correctly.  

3.3 Critical interpretation and reflections 

From the critical interpretation, a comprehensive understanding of meanings of the nursing dialogue after an acute MI as 
narrated by patients was expressed as follows: the nursing dialogue is a firm point to hold on to during the initial chaos 
after a MI and throughout hospitalization. The need for communication varied over time. Initially, the communication 
consisted of brief instructions or non-verbal signals about the patients’ basic needs. Later, communication served for the 
development of a trustful relationship, as a facilitator for acquiring new knowledge, and as a support to mobilize 
commitment to change, and thus establishing a healthier lifestyle. The nursing dialogue was also understood as a 
supportive link to relatives and in this way played a crucial role for patients returning home. 

Our interpretation indicates that patient–nurse communication was extremely important for patients’ recovery after a MI 
and that communication could be patient-centered even in the emergency phase. Reaching that understanding, we find it 
fruitful to reflect upon our findings in light of the ethics of Lögstrup and the concepts of trust and power in situations of 
vulnerability.  
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A trustful relationship – the foundation for person-centeredness in the acute phase was largely achieved by non-verbal 
communication, when the nurse was constantly present and available in the patient’s room. The nurse’s brief words to 
calm the patient or to clarify information or specific instructions also meant security for the patient. According to McCabe 
[22] the presence of nurses inspires patient security in a communication when nurses also are aware of what is unspoken – 
what is felt, thought, and meant. The acute phase after an MI is a vulnerable situation where the patient is faced with 
matters of life and death. Talseth et al [23] disclosed that in vulnerable situations, trusting and being trusted is a 
precondition for being open and, like the patients in our study, literally leaving one’s body in someone else’s custody. By 
doing this the person also transfers power into the nurse’s hands [24]. However, trust is risky and makes the “trustier” 
vulnerable. The other person may retain that which has been entrusted, or simply discard it. Therefore it is important to 
reflect upon the situations of power imbalance in patient–nurse communication that have emerged from this study-Such 
imbalance appeared when patients were confused, in fear or shock in the emergency phase after a MI; in their inferior 
knowledge about their disease or how to handle it; and in their guilt over unhealthy habits. In addition, the structural power 
imbalance inherent in the health care system makes it difficult for patients to challenge nurses’ assessments and advice. In 
the light of the ethics of Lögstrup [25] this imposes an unspoken ethical demand on nurses (p. 22): they must be aware of 
the patients’ dependency and vulnerability and the gap between their own and the patients’ view. Most activities in a CCU 
are disease-oriented, focused on the patients’ symptoms, test results and treatments. The same phenomenon was noted in 
chronic care, where nurses got stuck in disease-oriented activities, instead of starting from the patient’s perspective, and 
focusing on their understanding of the situation [14]. Workload and lack of time is frequently cited as an argument for not 
entering into person-centered communication. But it is only partly a question of time. Person-centered communication 
does not need to be time consuming [22, 26]. Rather, our study indicates that the most important thing was that nurses 
show willingness to listen rather than to come up with solutions. This is in line with the findings of Talseth et al [23] where 
“being met” in vulnerable situations, means to be confirmed in a nonjudgmental way, with one’s pre-understanding, fears 
and concerns.  

Even though nurses theoretically acknowledge the need to involve the patient in a person-centered communication, they 
seem to forget that patients have expert knowledge about their own health assets, and thus overlook the potential for joint 
problem solving [27]. This study highlights several prerequisites for person-centered communication. First, there was a 
need for a private space where the patient can feel safe to express thoughts and worries and where nurses can focus on the 
communication. A second barrier to person-centered communication in acute care is that medical advances have 
significantly shortened the hospital stay in recent years [9]. Therefore nurses are keen on providing standardized, 
evidence-based information according to guidelines. However, as Grimen [24] expresses it “what makes routines helpful 
also makes them dangerous” (p. 20) since the individual perspective is often lost. Another barrier might be deficiencies in 
nurses’ communication skills. When the nurse started a conversation by saying “No doubt you’ve heard this before...”, the 
patient did not feel invited into a dialogue. When the nurse merely delivered information about MI and lifestyle changes 
without involving the patient as the owner of the problem, it was hard to find motivation for lifestyle changes. Eldh et al 
[28] describes the patient’s non-participation as arising from a feeling of not being in control of the situation, and that your 
opinion does not even count. In an extensive concept analysis on health assets, Rotegård et al [29] identified motivational 
strength as an important asset for lifestyle changes. The nursing dialogue strengthens the patients’ motivation and by 
supporting deeper reflection on their situation and their options for implementing changes. Many patients wanted more 
emphasis on the benefits of lifestyle changes and support to clarify goals in a personal action plan, instead of just 
information on the consequences of unhealthy habits. A dialogue focusing on the patients’ health assets and skills gives 
them responsibility for their own agenda, and might yield sustainable lifestyle changes [29]. 

Patients in this study expressed a need for acquiring knowledge, but the timing was important. In the early chaotic state, 
when existential reflections and worries were commonplace, patients were not receptive to information about lifestyle 
changes. However, as in the study by Decker et. al. [30] the patient’s need for information and desire for participation both 
increased during their hospitalization. In line with previous studies, nurses’ presence decreased as the patient’s condition 
improved [13, 18]. Reduced availability has often been attributed to lack of time because of slimmed-down organization. 
Thus routines that ensure nurses’ presence, and integrate person-centered communication in daily clinical practice are 
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highly warranted throughout the entire rehabilitation process, to serve patients’ learning needs, and to implement 
self-management and life skill training.  

Finally, involving relatives in the patient–nurse communication was experienced as another way to meet the patient’s need 
for support after discharge. Relatives often perceive the patient’s arrival home from hospital as a worrying and anxious 
time [6], and relatives who have not been involved in the patient–nurse communication may be an obstacle rather than a 
support in the rehabilitation process [6, 31].  

Although our study was limited to a small sample of patients, these few participants represented different backgrounds, 
genders, and ages, and could be regarded as representative of a population with experience of patient–nurse 
communication after a MI. Whether these findings are transferable to patients in other and larger hospitals or other 
countries remains to be shown in other studies.  

4 Conclusion and implications 
These results highlight that patient–nurse communication based on the patient’s view is possible in acute care after MI, 
and is an issue of attitude rather than time. Trust lays the foundation for a person-centered communication and is 
developed through the nurse’s presence and availability not only in the emergency phase, but throughout hospitalization. 
Such communication is maintained through everyday bedside conversations which give the patient, disoriented by the MI, 
a stable point from which to acquire new knowledge and a sense of what happened, and to mobilize his or her health assets 
and motivational strengths for lifestyle changes. This study revealed that the patients preferred to participate in discussions 
focused on personal action plans with emphasis on the patient’s health assets and benefits of lifestyle changes rather than 
merely receiving standardized information. Successful rehabilitation may require further support after discharge and this 
may be facilitated if the patient’s relatives are also included in the patient–nurse communication and decision making.   
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