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Introduction

Today we know that factors of a
biophysical, emotional and social
nature sometimes interact, trig-
gering the onset of heart disease.1

These interacting factors are
commonly referred to as risk fac-
tors. However, this explanation
does not reflect the whole truth,
as not all individuals who are
exposed to one or several risk
factors develop heart disease.
One explanation is that some peo-
ple are more vulnerable to heart
disease than others.2 Another
explanation is that some people
surround themselves with factors
that protect them from disease,
so-called health factors, like a
strong social network including
social integration and
attachment.3 Individuals become
vulnerable to disease when the
demands on them grow too large
in relation to their resources.
They then experience discordance
in their relationship with their
surroundings. Such a situation
can trigger heart disease in some
individuals, even at an early age.
Clinical manifestations, such as
angina pectoris and myocardial
infarction, caused by psychoso-
cial factors are documented in
both men and women from the
age of 40.4-6

Disease prevention, therefore,
either through primary prevention
(early detection) or secondary
prevention (taking measures to
counteract the disease process),
constitute an extremely important
task for nurses.7 When heart dis-
ease is well established and diag-
nosed in a man or woman, its
effects have to be counteracted by
starting so-called tertiary preven-
tion, comprising treatment, care
and rehabilitation. Again, this is
an important task for nurses,
especially for the cardiovascular
nurse.8, 9 This is achieved through
a combination of medico-physical
and psychosocial interventions
related to the patient’s (and part-
ner’s) personal, expressed prob-
lems and the personnel’s know-

ledge.6, 10, 11 The objective of these
interventions is to avoid further
manifestations of the heart dis-
ease and to increase quality of
life (QoL). Thus, the tertiary pre-
ventive interventions are
intended to improve the effect of
the acute treatment actions and to
avoid or prevent risk factors
(proximal targets), thereby
improving the patient’s QoL
and/or avoiding mortality (distal
targets).12 Therefore, the aim of
this study was to highlight the
comprehensiveness of the cardiac
rehabilitation concept from a
Nordic perspective and with
focus on psychosocial gender
differences.

The review process

The scientific review process
started by searches in the com-
puterised sources of MEDLINE
and CINAHL. As the researchers
are cardiovascular nurses with
special interests in multifactorial
tertiary prevention, the literature
should contain information
regarding the importance of com-
prehensive rehabilitation (CR)
with focus on psychosocial gen-
der differences. The search words
used were: cardiac rehabilitation,
coronary heart disease, gender,
interdisciplinary, intervention,
multifactorial, prevention and
psychosocial; alone or in combi-
nation. The inclusion criteria
were that the articles were pub-
lished in peer review journals,
written in English and published
during the latest decade. The sys-
tematic search gave 46 original
articles, of which 31 had special
focus on gender differences.
After reviewing the articles, the
consensus was that the special
focus on psychosocial gender
differences should comprise
«psychosocial characteristics on
the patient’s introduction to CR»
and «the psychosocial character-
istics of CR participation». In
this connection all articles were
analysed by content and cate-
gorised.

Cardiac rehabilitation: defini-
tion, content and meaning

The World Health Organisation’s
definition of rehabilitation of car-
diac patients dating from 1993 is
both well-known and well recog-
nised. It defines rehabilitation as
the sum of the activities needed
to provide the optimal physical,
mental and social preconditions
for regaining a normal function in
society. The key components of
such a programme are: 1) initial
evaluation and risk assessment, 2)
identification of specific goals for
each risk factor, 3) formulation
and implementation of an indi-
vidualised treatment plan that
includes lifestyle modification
and pharmacological interven-
tions for accomplishing specific
risk reduction goals, 4) long-term
follow-up to enhance compliance
and revise the treatment plan as
indicated, and 5) a mechanism for
outcomes based on long-term
assessment of each patient.13

Accordingly, the rehabilitation
activities do not take place all at
once, but are carried out in differ-
ent time periods, so-called
phases.14 The first phase includes
all the rehabilitative actions that
are made during the journey by
ambulance to hospital and, subse-
quently, at the hospital. The sec-
ond phase starts when the indi-
vidual leaves hospital. It covers
the following 3-6 months until
the patient is more physically
independent and can start the
long-term life changes needed.
The third phase covers the rest of
a person’s life. It focuses on
retaining and maintaining physi-
cal and psychological ability as
well as avoiding risk factors in
the person’s life style. Cardiac
rehabilitation is of multidiscipli-
nary concern, as it includes a
combination of medico-clinical
and psycho-social interventions
(or psycho-educational interven-
tions) aimed at reducing the risk
factors and improving the health
factors, thereby reducing the risk
of a relapse.15 Furthermore, in the48
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education of the patient (and part-
ner), it is important to know his
or her learning needs.6, 16 Today
there seems to be a difference
regarding what the health care
professionals point out as vital for
the patient in the recovery
process and what the patient finds
important.17 Hence, these inter-
ventions need to be tailored to the
individual in order to achieve
greater patient compliance.

The comprehensive rehabilita-
tion programmes of today; the
Nordic approach

During the 1990s, the strategy
used in the Nordic countries for
CR programmes has been
changed to also include a holistic
approach to the life situation of
patients with heart disease.18, 19

This calls for a follow-up com-
prising both short-term and long-
term life style changes, i.e. reha-
bilitation phases 1 and 2. How-
ever, the core of these pro-
grammes remains the provision
of informative support by the per-
sonnel. This support should be in
the form of general counselling
and education, so-called «heart
schools», follow-up care activi-
ties and structured out-patient
cardiac rehabilitation activities,
e.g. hospital-based programmes,
home programmes or organisa-
tional-based programmes, which
are intensified during phases 2-
3.20-23 Several groups of patients
with heart failure, as well as those
treated with PTCA/CABG, are
today offered their ’own’ pro-
grammes, which are tailored both
physically and emotionally to the
specific situation related to the
disease.24-27

Due to the physician-super-
vised, nurse case-manager mod-
els, or what in everyday speech is
called nurse-led rehabilitation or
the «spider in the web» role,3 the
CR programmes are becoming
more and more comprehensive.
Today, they include both health
education and physical exercise,
as well as social support and

stress management. 27 This ’smor-
gasbord’ thinking 27 does not
always exactly fit the holistic
idea. In addition to «get-going»
groups and physical exercise, it
comprises, in most cases, courses
focusing on the management of
diet, crisis, emotional distress,
smoking cessation and stress.
Many of the courses draw on the
dynamic forces of the collective
group. Patients with heart disease
support each other in difficult sit-
uations and in making difficult
choices. The personnel regularly
involved in cardiac rehabilitation
are cardiovascular nurses, dieti-
cians, cardiologists, physiothera-
pists and social workers.27, 28 The
programmes can vary in length
but last, on average, about three
months, irrespective of content.
This is because of the importance
of starting the necessary life style
changes early. The county coun-
cils are increasingly transferring
cardiac rehabilitation from the in-
patient to the primary care
already by phase 2 of the rehabil-
itation programme. Today both
private companies and patient
associations are offering success-
ful outpatient non-hospital-based
comprehensive programmes.29, 30

However, despite this clinical and
theoretical knowledge, there is no
documentation to date in the
Nordic countries regarding
women’s’ cardiac rehabilitation
programmes and their outcomes,
but there are several ongoing
studies.

Gender differences in psycho-
social characteristics on the
patient’s introduction to CR 

Even though the risk factors for
developing heart disease are the
same for men and women, the
impact of these factors is differ-
ent. This is especially true for
women with regards to diabetes,
high blood lipids and smoking, as
these risk factors seem to be even
more dangerous for women than
for men.31, 32 The unfavourable
risk profile, or more correctly

expressed, health profile, of
women in combination with older
age results in increased mortality
for women compared to men.
However, the knowledge of the
female risk profile is still unsatis-
factory, because most research
into risk factors and prediction of
heart disease has been conducted
on men.32, 33 During the last two
decades, there has been increas-
ing evidence that not only the tra-
ditional risk factors but also the
psychosocial factors are impor-
tant in the progress of the disease,
especially in women. However,
this evidence has not been satis-
factorily investigated.34-38 One rea-
son often mentioned for psy-
chosocial factors not being
included in traditional risk factor
equations is the lack of models
showing mechanisms by which
these factors involve an increased
risk.39 Psychosocial factors are
often clustered into a profile or
characteristics. The most estab-
lished characteristics are working
(e.g. education, occupation, dou-
ble loads of work and family),
psychological (e.g. anxiety,
depressive symptoms, meaning-
fulness, vital exhaustion), behav-
ioural (e.g. coping mode, type A
behaviour, health locus of con-
trol, sleeping habits), and social
(e.g. social integration, attach-
ment, social strain, social sup-
port/isolation). In the case of psy-
chosocial factors, evidence is
scarce, which means that caution
has to be taken when it comes to
making generalisations. However,
there seem to be gender differ-
ences regarding increased multi-
ple stressors before onset of heart
disease, i.e. both at work and at
home, due to strain at the present
job and too little time for relax-
ation.40 Lack of opportunity for
growth and development at work
as well as during leisure time
poses a risk. The most pro-
nounced problems for both gen-
ders seem to be mental strain at
work, anxiety, depressive symp-
toms, sleep problems, lack of
social integration and fewer

social activities.34, 41-43 Besides tra-
ditional risk factors, men with
heart disease are more vulnerable
to psychosocial factors, on the
whole exhibiting more psychoso-
cial problems than women do. On
the other hand, anxiety, vital
exhaustion and less social activi-
ties seem to be especially pro-
nounced in women.6, 33, 44, 45 Social
support needs do not appear to
differ between genders at the time
of initial evaluation and risk
assessment (the diagnosis), i.e.
rehabilitation phase 1, when both
genders report that they wish to
receive emotional support. Men
want support from their partners,
while women want support from
their next-of-kin, i.e. more often
from sisters and children than
partners.46 Furthermore, men want
education from nurses, while
women prefer physicians as their
educators.47 The physician’s 
recommendation is the most
important factor influencing both
men’s and women’s decision to
participate in rehabilitation pro-
grammes. The second most
important factor for attending CR
programmes is encouragement
from family members. This is
especially true for women whose
adult children encourage them to
attend. Women also find, to a
greater extent than men, con-
comitant illness to be a signifi-
cant barrier to participating in CR
programmes. This is also true of
personal and social barriers (time
urgency and social stress).48 Fur-
thermore, men have higher eligi-
bility rates for phase 1, whereas
women have higher rates for
phase 2, and more men receive a
referral for phase 2 from their
physicians compared to women.49

Gender differences in the 
psychosocial characteristics
of CR participation 

In spite of the knowledge that
cardiac rehabilitation promotes
several health benefits among
patients with heart disease, a con-
siderable proportion of eligible

49
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patients are non-attenders. This is
especially true for women,40, 50

who have a participation rate of
between 10 and 50%. Further-
more, men have a higher comple-
tion rate for phase 2 compared to
women. For patients, and espe-
cially for women who choose not
to attend a phase 2 programme,
the most common reasons are
transportation problems, having
exercise equipment at home, and
insurance problems.49 The female
non-attenders are older and more
likely to be single as well as
exhibiting more traditional risk
factors compared to their male
counterparts. Low attendance by
women gives the impression that
they are less motivated and there-
fore less compliant when it comes
to CR.51 High attendance is
related to a stronger belief that
the illness can be cured or con-
trolled. However, the efficacy of
different CR programmes needs
to be further investigated. Failure
to reduce emotional distress leads
to failure to reduce mortality or
CHD recurrences, as well as fail-
ure to increase QoL.52, 53 Still, hos-
pital-based out-patient pro-
grammes seem to be more effi-
cient than home programmes or
primary programmes, but this
evidence is poorly supported.
Women who take part in home
programmes show no improve-
ment with regards to cardiac
knowledge or lifestyle changes in
terms of exercise compliance and
stress control.54 Similar changes,
especially regarding type A
behaviour, have been shown to
result from a primary care inter-
vention.55 In outpatient hospital-
based programmes, the general
view is that men show an overall
better QoL compared to women.56

In particular, younger and older
women exhibit more symptoms
of depression, receive less social
support and participate less in
therapeutic exercise and CR.
However, women who complete
CR seem to achieve greater lipid
benefits and engage in physical
exercise over longer periods of

time compared to men.40, 57 Social
support needs also seem to differ
between genders, in that men
have informative needs while
women ask for material and
belongingness support.46 Further-
more, it is pointed out that CR
programmes that are successful
regarding proximal targets, such
as smoking behaviour, physical
exercise and emotional stress, are
also more effective regarding dis-
tal targets, such as cardiac mor-
tality and MI recurrence, com-
pared to programmes without
success regarding proximal tar-
gets.12

Conclusions 

Cardiac rehabilitation in the
Nordic countries today is com-
prehensive as well as multidisci-
plinary in nature. The cardiovas-
cular nurse plays the role of «spi-
der-in-the web» in the rehabilita-
tion process. However, the effi-
cacy of outpatient cardiac reha-
bilitation programmes is still
poorly documented, and there is a
need to increase attendance in the
CR programmes by eligible
patients, particularly women and
elderly people. Low attendance
gives the impression that these
patient groups are less motivated
and therefore less compliant
when it comes to cardiac rehabili-
tation. Programmes, especially
psychosocial ones, which fail to
reduce proximal targets (e.g.
emotional distress), also fail to
lead to reduced distal targets (e.g.
mortality). Psychosocial gender
differences exist concerning sup-
port needs from personnel and
laymen in order to reach patient’s
compliance. It is therefore impor-
tant to design personalised or
gender-specific programmes for
heart disease patients. 

Clinical and research 
implications

In the future, cardiovascular
nurses and other health care pro-
fessionals need to learn more

from the psychosocial sciences in
order to reach an acceptable level
of patient compliance. This
knowledge has to be used to
build programmes that are effec-
tive (e.g. fewer drop-outs)
regarding practical (e.g. long dis-
tance travelling), emotional (e.g.
anxiety) and cognitive (e.g.
learning needs) conditions for all
patients with heart disease,
including elderly people and
women. Evaluation tools for
studying the effectiveness of the
programmes need to be devel-
oped further, and more studies
need to be performed concerning
psychosocial gender differences.
Studies with a qualitative design
are especially required in order to
gain a deeper understanding of
patients’ thoughts and feelings
during the rehabilitation process. 
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