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RESEARCH PAPER

Self-perceived cognitive status and cognitive challenges associated with cardiac
rehabilitation management: experiences of elderly myocardial infarction patients

Thea Liljeroosa , Soorej Jose Puthoopparambila , John Wallerta,b,c , Claes Heldd,e and
Erik M. G. Olssona

aDepartment of Women’s and Children’s Health, Uppsala University, Uppsala, Sweden; bCentre for Psychiatry Research, Department of Clinical
Neuroscience, Karolinska Institutet, Stockholm, Sweden; cDepartment of Neurobiology, Care Sciences and Society, Stockholm, Sweden; dUppsala
Clinical Research Centre, Uppsala University, Uppsala, Sweden; eDepartment of Medical Sciences, Cardiology, Uppsala University,
Uppsala, Sweden

ABSTRACT
Purpose: The study aimed to explore the self-perceived cognitive status and cognitive challenges associ-
ated with lifestyle changes in cardiac rehabilitation among elderly myocardial infarction (MI) patients
(�65 years). Further, the study explored coping strategies developed to manage these challenges in the
everyday life.
Methods: Nine patients were included in the study. Data were collected by telephone or in person,
between 6 and 12weeks post MI, using semi-structured interviews. Data were analysed inductively, using
thematic analysis.
Results: Four major themes were identified, highlighting elderly MI patients’ experiences of their cogni-
tive status and cardiac rehabilitation management: (1) A change in cognition over time, (2) Situating the
MI within a challenging and changing life context, (3) Navigating the hurdles of cardiac rehabilitation,
and (4) Being seen within the healthcare system.
Conclusion: Elderly MI patients are situated in a complex life context, dealing with a transition to retire-
ment, multiple health issues and age-related cognitive decline. In this context, the MI experience is mar-
ginalised, and cognitive decline normalized. By adopting individually tailored interventions and improving
healthcare provider continuity and accessibility, cognitive challenges associated with cardiac rehabilitation
could be easier to overcome.

� IMPLICATIONS FOR REHABILITATION
� Self-perceived cognitive impairment, in particular regarding memory, seems fairly common among

elderly MI patients and should likely be identified prior to hospital discharge in order to optimize the
prospects of self-care.

� There seems to exist an unmet need to implement the practice of individually adapted education
and information further, in accordance with current recommendations for elderly cardiac patients.

� The overall health and cognitive status, social network and the objective living conditions (e.g., dis-
tance from service and housing) should be taken into account when planning the patient’s cardiac
rehabilitation management.

� Healthcare providers likely need to strengthen the continuity of care and increase its accessibility for
elderly MI patients, in particular following the transfer from hospital care to local health centres.
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Introduction

Ischaemic heart disease (IHD) is one of the leading causes of mor-
bidity and premature death globally [1]. However, trends in mor-
tality have been decreasing during the last decades [2], and the
onset of disease increasingly occur in old age [3]. The average
age of first onset of myocardial infarction (MI), one of the clinical
manifestations of IHD, is >70 years in high-income countries [3]. It
is well established that elderly patients have an elevated risk of
adverse outcomes following an MI, which may contribute to pro-
longed hospitalization and a consecutive deterioration of the

patients’ health status and independence. In addition, elderly
patients are more likely to have additional comorbidities prior to
the onset of cardiovascular disease [4,5].

Mild cognitive impairment (MCI) is one of the most common
comorbidities, estimated to affect approximately one-fifth of the
elderly population (�71 years) [6]. MCI is commonly referred to as
a transitional stage between normal cognitive function and
dementia (e.g., Alzheimer’s disease) [7]. The decline in cognition is
often gradual, associated with ageing [8], and may affect one or
several cognitive domains, including memory, executive function,
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and attention [9]. To meet the general criteria for MCI, a patient
should have an abnormal cognitive function but not fulfil the
diagnostic criteria for dementia; a self-perceived cognitive decline
combined with deficits on objective cognitive tasks; and largely
preserved functional capacities [7]. Various possible aetiologies for
MCI have been identified, including degenerative, psychiatric, and
cardiovascular causes [10]. In fact, coronary heart disease has
been associated with an increased risk of cognitive impairment
[11], with an estimated prevalence of up to around 50% among
cardiac patients [12,13].

An MI may significantly impact a person’s daily life due to sub-
sequent morbidity, functional limitations, and psychological dis-
tress [14,15]. In addition, secondary prevention measures, aiming
to decrease the risk of recurring cardiac events and increase the
quality of life [16], may introduce additional demands in the form
of lifestyle changes and adherence to new medical regimens.
International consensus guidelines for cardiac rehabilitation in
older patients highlight behavioural interventions, including the
promotion of physical activity, exercise training, nutritional coun-
selling, weight management, and smoking cessation [17], on top
of evidence-based medication. However, despite counselling and
support, changing lifestyle following an acute coronary syndrome
has been proven challenging [18–20], and probably even more so
for patients suffering from simultaneous MCI. In fact, maintenance
of disease-related knowledge and treatment adherence have both
been associated with patients’ cognitive performance and func-
tioning [21,22]. Furthermore, MCI has been found to negatively
affect self-care management in chronic diseases, including heart
failure and obstructive pulmonary disease [23–25]. The current
knowledge concerning self-perceived cognitive challenges among
elderly MI patients is, however, limited.

Considering the increased risk of adverse outcomes [4,5], par-
ticipation in cardiac rehabilitation constitutes a key secondary pre-
ventive measure for elderly patients, contributing positively to
functional capacity and level of physical activity; attainment and
maintenance of an independent lifestyle; as well as a decreased
risk for re-infarction and mortality [16,26–28]. However, elderly
patients, and especially patients with cognitive impairment, are
less prone to participate in cardiac rehabilitation programs com-
pared to younger patients [4,12,27]. Several underlying reasons
for the low participation rate have been suggested, including sub-
optimal referral, limited awareness, inconvenience, and deterrence
by existing health problems [12,27].

Furthermore, overconfidence in the curative role of medical
interventions among elderly patients, sometimes renders the
belief that no additional lifestyle changes are necessary [29].
These misperceptions indicate that patient information is inter-
preted differently than intended and potentially lowers the
engagement in self-care activities.

Qualitative research has identified various coping strategies uti-
lised by patients to manage cognitive impairment in daily life
[30,31]. There are, however, a lack of studies exploring the per-
ceptions and experiences of cognitive challenges associated with
cardiac rehabilitation among elderly patients with MI, and how
these are managed. A deeper understanding of these aspects will
provide valuable knowledge in order to design tailored rehabilita-
tion programmes, facilitate participation and improve adherence
to rehabilitation among elderly MI patients.

Aim

The study aims to explore the self-perceived cognitive status as
well as cognitive challenges associated with cardiac rehabilitation

among elderly MI patients (aged �65 years). Further, the study
aims to explore strategies developed among elderly MI-patients in
order to cope with these challenges in the everyday life.

Research questions

1. How do elderly MI patients perceive their cognitive status?
2. What are the cognitive challenges experienced by elderly

MI patients?
3. How do elderly MI patients cope with cognitive challenges

associated with cardiac rehabilitation?

Methods

Study design

This study is a sub-study within the clinical MIMCI project
(Myocardial infarction and Mild Cognitive Impairment), with the
overarching aim to explore the prevalence of cognitive impair-
ment among elderly MI patients and the impact of cognitive sta-
tus on cardiac rehabilitation. By exploring the experiences,
meanings, and realities of the patients [32], this study will fill an
important gap in the literature, providing information on the per-
ceived self-care capability among elderly MI patients.

Setting, participants, and procedure

Patients were recruited between August and December 2019. A
purposive sampling technique was deemed appropriate, where
patients were chosen due to their age and disease-specific charac-
teristics and experiences, which would enable a detailed explor-
ation of the research questions at hand [33]. The following criteria
for inclusion were applied: (i) age �65 years, (ii) confirmed MI
diagnosis. The following criteria for exclusion were applied: (i)
confirmed dementia diagnosis, (ii) other pre-existing serious
health condition(s) that could cause difficulties in participation or
in the interpretation of the findings, and (iii) difficulties with writ-
ten and/or spoken Swedish. Cardiac nurses, who were well
informed of the aim of the study, approached eligible patients at
their follow-up appointment at Uppsala University hospital sched-
uled 2 weeks post-MI. Patients received verbal information of the
ongoing study, and if willing to participate, additional written
information was distributed describing the study aim and meth-
ods further. For inclusion process details, see Figure 1.

Data collection

Out of 23 approached patients, nine patients were included. For
detailed demographic characteristics, see Table 1. Data collection
by semi-structured interviews was performed between October
2019 and January 2020, within the range of 6–12weeks post-MI.
Interviews were conducted by TL, over the telephone or in-person
depending on patient preference. Interviews were conducted in
Swedish, were audio-recorded, and lasted between 30 and
60min. In the two cases where the interviews were conducted in
person, the interviewer met with the participant in a private
meeting room at the interviewer’s office, in accordance with the
respondents’ preferences of practicality. Data collection proceeded
until saturation was reached when no new information seemed to
emerge from the interviews.

COGNITIVE STATUS AND CARDIAC REHABILITATION 3835



Ethical considerations

The MIMCI project has been granted ethical approval from the
Regional Ethics Review Board in Uppsala (project number 2016/
261). Written informed consent was obtained at the time of
recruitment, and additional verbal consent was obtained at the
time of the interview and audiotaped for verification. Prior to the
interview, patients received a letter with written information
about the study, contact information to the research team, and a
specification of time and mode of interview. At the time of the
interview, patients received additional verbal information about
anonymity and the voluntary basis of participation, including the
right to withdraw from the study at any time without having to
specify why along with the opportunity to ask questions.

Data analysis

Audio files were transcribed verbatim and cross-checked with the
corresponding audio files for accuracy. The text files were then
imported into the qualitative data analysis software NVivo 12 Pro
(QRS International Pty Ltd., Australia). Data were analysed induct-
ively, using thematic analysis following the six phases described
by Braun and Clarke [32]. In order to minimize the risk of bias,
the initial coding and development of categories were performed
separately by the first and last authors (TL and EO). See Table 2
for a sample of data extracts and their corresponding codes.

When initial categories had been formulated the first, second,
and last authors (TL, SJP, and EO) met to discuss and compare
the emerging findings, to obtain consensus, and to develop over-
arching and interpretative themes. When differences in opinion
occurred in regards to the interpretation or implications of the
data, these were discussed until consensus was reached. Once the
initial themes were developed, all authors discussed the structure
of the themes as well as the hierarchy and relationship within
and between the themes. For coding tree extract, see Table 3.

Reflexivity and rigour

The interviewer, TL, has a professional background in nursing and
clinical experience in performing and evaluating rehabilitation
activities as well as caring for elderly patients and their family
members. EO, is a licenced psychologist and associate professor
at Uppsala University, he has vast experience in behavioural

Table 1. Demographic characteristics of participants.

Variable Statistics

Total n, (%) 9 (100%)
Age
Mean n, (SD) 76 (5.39)
Range 66–81

Sex
Female n, (%) 1 (11.1 %)

Education in years
Mean (SD) 12.11 (4.76)
Range 7–22

Retirement
Full time n, (%) 7 (77.8 %)

Underlying disease and disabilitya

Yes n, (%) 6 (66.7%)
Number of MIs
Mean (SD) 1.44 (1.13)
Range 1–4

aSelf-reported underlying disease and disability include: arthrosis, diabetes, sleep
apnoea, stroke, pacemaker, undiagnosed respiratory issues, prostate cancer, hip
fracture and hernia.
MI: Myocardial Infarction.

Initial consent given: n= 23

Participants included: n= 9

Participants excluded 
(n=14), with reasons:

Health reasons: n=4

Could not be reached: n= 3

No longer wished to 
participate: n= 6

Practical reasons a: n=1

Patients assessed for 
eligibility: n= 40

Participants excluded 
(n= 17), with reasons:

Cognitive limitations: n=2

Underlying disease: n=1

Language: n=3

Missed to ask: n=5

Practical reasons a: n=4

Declined participation: n=2

aPractical reasons included travel, time restrictions and informal caregiving responsibilities.

Figure 1. Recruitment process and reasons for exclusion.

Table 2. Data extract, with codes.

Data extract Coded for

Yes, yes, if I say that it can be a bit difficult for me
to like take in information in that sort of things
and get it to like make sense if I say so.

Difficulties processing
information

I feel like the medication is inhibiting the… During
the first part of the day, so to say, when
you’re active

Medications inhibit
level of activity
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cardiology research focusing on psychosocial risk factors for, and
psychological interventions following, cardiovascular disease.
Several steps were taken to ensure the relevance and validity of
the study, as well as to limit the risk of bias due to analyst pre-
conceptions [34,35]. The additional research team consisted of
members with various backgrounds and expertise; including quali-
tative research methodology (SJP); cardiology, including health-
care management of MI patients (CH); and psychology, including
cognitive assessment of geriatric patients (JW). To ensure the
accuracy and relevance of the interview guide, (i.e., measurement
validity) [36], feedbacks were given by the co-authors during its
development. In addition, two pilot interviews were conducted in
September 2019 with patient representatives from the Swedish
Heart and Lung Association; representing opportunities to evalu-
ate and receive feedback on the interview-guide and review its
content accordingly. Triangulation through multiple analysis was
performed in order to ensure the internal validity of the study
[36], including regular meetings within the research team and co-
author peer-review of article manuscript. Moreover, field notes,
combined with continuous memoing, were performed in order to
sustain an audit trail [37] and keep a record of emerging analytic
ideas. The authors have strived to provide a detailed description
of the study design, data collection, and analysis as a measure to
ensure external validity and to facilitate the judgement of the
finding’s transferability to similar settings [35].

Results

Four major themes were identified in the analysis: (1) A change in
cognition over time, (2) Situating the MI within a challenging and
changing life context, (3) Navigating the hurdles of cardiac
rehabilitation, and (4) Being seen within the healthcare system.
Translated quotations are provided to support the findings.

Theme 1: a change in cognition over time

The first theme illustrates patients’ experiences of cognitive
decline as a downhill slope with changes in cognition over a long
period of time. Even though cognitive impairments are evident,
these were generally perceived to be minor with a small impact
on everyday life.

Among patients, cognitive decline is often described as a slow
process with symptoms present during a period of between 3
and 20 years. Hence, cognitive decline is not perceived to be asso-
ciated with the MI itself:

[… ] it isn’t something that has appeared in connection to this heart
attack, it is rather something that has been sneaking up on me for
maybe 20 years, I should think, or I shouldn’t say 20 years but it is at
least a longer time span than since the heart attack (Male, 77 years)

Memory difficulties, was the cognitive issue most clearly articu-
lated by the patients, commonly manifesting as issues remember-
ing instructions or written text. Moreover, patients frequently
describe difficulties retrieving common words or names in conver-
sations with others. Attention and planning abilities are com-
monly perceived to be less affected by cognitive decline.
However, some patients experience concentration difficulties as
well as impaired planning abilities over time, with a lack of
engagement and impaired initiative:

And in that sense you can say that the planning ability, it’s still there
but it it takes a little bit longer between the point when you decide
something until you actually do it. Time spans that have been stretched
out a bit… (Male, 78 years)

While a majority of the patients perceive the most important
cognitive functions to be intact, and consequently, a limited
impact on their everyday lives, some experience their cognitive
decline as challenging. At times, limitations in the capability to
perform daily tasks cause emotional distress and a negative
impact on the self-image. Whether this lack of initiative is stem-
ming from cognitive decline in executive functioning, or underly-
ing emotional distress or a combination thereof is, however, at
times difficult to distinguish.

Theme 2: situating the MI within a challenging and changing
life context

The second theme illustrates contextual factors that influence
patients’ perceptions of their MI and their cognitive status. The
age-specific context in which the patients are situated is at times
experienced as challenging, and underlying diseases and concur-
rent life events, such as the transmission into retirement, tend to
overshadow the MI in perceived severity and impact.

Table 3. Coding tree extract: Theme 3

Theme Sub-theme Category Sub-category

Navigating the hurdles of cardiac
rehabilitation

Striving for a change
to the better

Cardiac rehabilitation programmes as a
starting point of change

Attitudes and cardiac rehabilitation
Participation in rehabilitating activities

Maintaining self-care activities Experiences of self-care capability
Adjustment of own lifestyle
Dietary changes
Physical activity
Weight-loss

Experiences of cardiac
rehabilitation

Cognitive challenges Difficulties processing information
Treatment-related barriers
Limited cognitive impact on cardiac rehabilitation

Physical and emotional challenges Adverse effects of medications
Pain
Fatigue
Impaired mobility
Motivation

Individual coping strategies Digital reminders
Note-taking
Routines
Cognitive abilities depend on effort and motivation

Social support Family support
Support from friends and fellow patients
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Patients describe being struck by the MI at a time in life when
other health conditions are prevalent (see Table 1). For some,
underlying physical and psychological conditions have a signifi-
cant impact on the health and well-being, causing limited mobil-
ity, pain, and depressive mood. Consequently, these conditions
tend to overshadow the perceived impact of the MI itself, as high-
lighted by one participant talking about his cancer diagnosis:

[… ] yes I have another disease that I perceive as worse, that is that
have affected me more, and that is that I have prostate cancer (Male,
77 years)

At times, patients speculate whether simultaneous health con-
ditions could be underlying causes of cognitive change. However,
a decline in cognitive abilities is frequently looked upon as a nor-
mal change, associated with ageing. This view of normality is at
times reinforced in the comments from family members and in
comparisons with others at the same age. For some, cognitive
challenges, in particular memory difficulties, become a part of the
persona and a source of humour and inside jokes together with
family members or friends experiencing the same challenges.

Furthermore, the transition from working life to retirement
entails a readjustment to new normality with altered cognitive
demands. While working, the patients were subjected to intellec-
tual stimulation, which was argued to uphold and maintain cogni-
tive abilities. Whereas retired life contributes with less of this
cognitive stimulation:

[… ] when you’re still working, then you’re using the brain or in a
completely different way. You were busy then and there, there was like
a break then when you stopped working. [… ]. With the mental
exercise if I say so. And that that isn’t good I think, I think that it makes
you unwell (Male, 77 years)

Theme 3: navigating the hurdles of cardiac rehabilitation

Patients are engaged in self-care activities to a large degree,
adapting activities to their own capabilities and preferences.
Some highlight cardiac rehabilitation programmes as the starting
point of change for the better. However, performing lifestyle
changes is not always easy and patients describe several strat-
egies utilised in order to cope with challenges associated with
their cardiac rehabilitation.

Following their MI, a majority of patients describe having par-
ticipated in organized physical activities and received advice from
healthcare professionals in regards to their self-care management.
Reflecting on their experiences from the cardiac rehabilitation
programs, views are positive and patients describe how advice
received is put into practice in their daily lives. Overall, the
patients have a positive perception of their self-care capability fol-
lowing the MI. Even so, cognitive challenges associated with car-
diac rehabilitation are experienced to a varying degree. For some,
these challenges become evident while trying to follow the
instructions provided by healthcare staff. In particular, the intro-
duction of new medicines can cause difficulties remembering
their names, dosages, and administration times. Furthermore,
understanding and remembering information received by health-
care professionals, in general, can constitute an additional cogni-
tive challenge.

Some patients narrate how motivation and interest in a spe-
cific task improve cognitive functions, including memory and con-
centration abilities. However, a lack of motivation for
rehabilitative activities, paired with physical challenges including
adverse effects of medications, constitute common barriers to ini-
tiate and participate in cardiac rehabilitation and self-care activ-
ities. The negative impact of these barriers are largely perceived

to exceed that of additional cognitive challenges, as described by
one participant experiencing fatigue due to respiratory issues:

There is an element of impaired memory and planning as I mentioned
but… I don’t think that’s the primary thing. The primary thing for me
is… It is respiration [… ] And especially respiration during the night
time [… ] And that is difficult really, it is (Male, 72 years)

In order to succeed with their cardiac rehabilitation, despite
existing challenges, patients utilize several coping strategies.
Individual strategies to handle cognitive limitations have often
evolved over time, and following MI these strategies are applied
to issues related to cardiac rehabilitation management. In order
to support declining memory capacities patients utilise digital
reminders and note taking as facilitating means, setting phone
alarms at medication times and taking notes of medication names
and doctors’ appointments. Furthermore, one participant
describes practising note-taking at meetings with healthcare staff
in order to remember instructions. Following clear routines is also
mentioned as a measure to manage cognitive limitations.
Routines include self-care activities such as exercise and manage-
ment of medications, which often are administrated in the same
manner every day.

Furthermore, patients frequently describe the importance of
social support in the context of cardiac rehabilitation. This
includes practical and emotional support from friends, fellow
patients, and family members. Foremost, patients highlight the
importance of support from the partner/spouse, in regards to
practicalities, life-style changes, and emotional support:

Yes, we’re talking about these kind of things. I’m not keeping dreams
from her and she’s not keeping dreams from me. Those conversations
are incredibly important, naturally. So it’s not just that she’s there for
me but we’re… trying to help each other to make sense of things
(Male, 78 years)

Theme 4: being seen within the healthcare system

In addition to the individual challenges described in the previous
theme, patients highlight several challenges associated with the
healthcare provided following their MI. These include structural
challenges within the healthcare system as well as interpersonal
challenges in the contact with healthcare staff. This theme
explores these challenges and highlight actions and interventions
with the potential to facilitate cardiac rehabilitation management
and adherence among elderly MI patients.

Among patients, inadequate communication and information
from healthcare staff, including limited opportunities to communi-
cate pressing issues, and lacking information were at times per-
ceived as troubling. In addition, cognitive difficulties in processing
information, mentioned in the previous theme, could be exacer-
bated further by the perceived lack of appropriate explanations
from physicians:

The physicians that I’ve met have taken things for granted; they say
something and then you’re supposed to know what it means [… ]
(Male, 78 years)

Furthermore, limited accessibility, with issues getting hold of
the same healthcare provider again, difficulties booking telephone
appointments, and a lack of service in general cause frustration.
In particular, patients describe a lacking healthcare provider con-
tinuity in their post-MI care at the local health centres, commonly
due to a large degree of movement of staff between different
health facilities.

A perceived lack of continuity, alongside experiences of previ-
ous negative events, including symptoms not being taken
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seriously, not getting one’s heart examined in time, and disap-
pointment regarding diagnosis, could serve as contributors to a
lacking trust for the health care services provided. The challenges
mentioned above emphasize the responsibility that is placed on
the patient as a care recipient. According to some patients, there
is a need to be active in the seeking of care, to be attentive, moti-
vated, and have the ability to speak up to receive adequate care.
Moreover, practical barriers associated with schedule and arrang-
ing transportation impact cardiac rehabilitation attendance for
some patients.

In contrast, several patients describe positive aspects of the
health care received at the time of the MI, stemming from a sense
of trust and support as well as feelings of being well cared for
and under close supervision. Furthermore, the importance of
receiving adequate and timely information from healthcare staff
was emphasized. One patient described a positive experience
receiving information from a cardiac nurse, two days following
the MI:

[… ] it was really attentive and good that, the point in time was well-
chosen. Because then you’ve had the time to think a bit and then you
get a lot of information right when you have started to think. The
information, if it comes right away, that might not be so good, because
it’s too close. It was a suitable time span (Male, 78 years)

At times, additional healthcare support was found in the
patients’ personal network, which could replace or complement
the formal care received. Private health consultations could main-
tain a sense of continuity, provide additional information and
reduce anxiety. Furthermore, patients described how partners
could take on the role of informal caregivers, providing informa-
tion and overseeing adherence to dietary recommendations and
medications.

Increased access to physicians in order to pose questions
related to the MI and self-care would facilitate cardiac rehabilita-
tion management, according to the patients. One patient raised
the suggestion to create an internet portal as a mean to increase
accessibility for cardiac patients:

Because it wouldn’t be a strange thing really to build an internet portal
actually where you could enter your questions really, if they do it like
that for a specific physician, that you’ve had contact with perhaps six
months after you’ve had this heart attack. [… ]. Because that would, I’m
totally convinced, would give a sense of safety to all really who have
been subjected to this (Male, 70 years)

Furthermore, providing easily accessible writing materials at
healthcare visits and digital reminders for health care appoint-
ments, are mentioned as important facilitators with the ability to
overcome challenges associated with cognitive limitations.

Discussion

The present study sought to fill a gap in the literature by explor-
ing the self-perceived cognitive status among MI patients
(�65 years) and its impact on their cardiac rehabilitation manage-
ment. Furthermore, the study has highlighted perceived chal-
lenges and facilitators for adherence to self-care
recommendations. The interviews revealed that the participants
experienced cognitive decline, especially related to memory abil-
ities. This is in line with previous research [38], where a high
prevalence of undiagnosed cognitive impairments has been found
among cardiac patients.

The risk of a negative impact on health and well-being follow-
ing an MI is well documented in the literature, including a risk of
depression and anxiety [14,15]. However, the majority of partici-
pants reported a limited emotional impact following their MI. In

fact, within the participants’ age-specific, and at times complex,
life context neither cognitive decline nor the MI were perceived
as particularly limiting to their health or in their daily lives.
Instead, participants described how other physical and psycho-
logical issues constituted larger challenges, both in regards to
daily activities and in the context of cardiac rehabilitation.

Moreover, the tendency to normalise cognitive decline, and
describe it as an anticipated aspect of aging, was common. These
expressions are in line with the concept of biographical flow,
coined by Faircloth et al. in their study on stroke recovery [39],
aiming to better understand illness as a part of ongoing life.
Biographical flow highlights how the significance of the illness
process depends on the patient’s biography, including age, other
health concerns, and previous knowledge of the illness [39].
Hence, the onset of chronic diseases, such as MI, does not neces-
sarily need to cause a drastic disruption in the daily life of the
patient affected. Similar tendencies to normalise the illness experi-
ence has been identified in previous research, for example among
elderly patients living with multiple chronic conditions [40].

Despite the overall subjective perception of well-functioning
cardiac rehabilitation management, the patients’ narratives indi-
cate that cognitive limitations at times constitute a hindrance to
receive optimal post-MI care. This includes issues related to
patient-care provider communication, such as difficulties process-
ing information and a lack of pedagogical skills among physicians.
The importance of well-functioning communication has been
highlighted by Esmaili et al. [41]. In their research, they identified
well-functioning communication as a core component of a
patient-centred care among cardiac patients, with the potential to
relieve stress and build a trusting patient-caregiver relationship.
Moreover, meaningful and informative communication has been
highlighted as essential for patients’ satisfaction with care and
empowerment [42], allowing access to the spiritual and emotional
resources needed to cope with life-threatening diseases [43]. This
indicates a large potential of interventions aiming to improve
patient-caregiver communication within healthcare settings. Our
findings suggest that a well-timed provision of information, for
example allowing some time to pass following the MI, could
make information easier to process for the patient.

Cognitive self-efficacy, described by Berry et al. [44] as “our
combined sense of competence and confidence for a given task
in a given domain” (e.g., decision making, memory, and verbal
abilities), has been linked to cognitive impairment and may con-
stitute an additional barrier to cardiac rehabilitation among eld-
erly MI patients. As narrated in the data, this could present as a
deterrence due to practicalities, such as difficulties navigating to
the hospital, where a low cognitive self-efficacy could be related
to a low perceived sense of control [44]. Furthermore, adherence
to medications, such as keeping track of dosages, names, and
administration times, constituted a cognitive challenge for some
of the participants. In their research Presseau et al. [45], highlight
memory, attention, and decision processes as a common barrier
to treatment adherence following a MI. Among patients, behav-
ioural regulation in the form of pill organisers and reminders
could facilitate the incorporation of medication routines into daily
life and thereby improve adherence over time [45]. Likewise,
patients described how their maintenance of an adequate level of
self-care was a result of the development of various coping strat-
egies. Similar strategies have been highlighted in previous
research involving MCI patients [30,31], and involve the use of
memory aids, the establishment of daily routines, and access to
social support.
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For some patients, social support was of great significance for
a well-functioning self-care, this is in line with previous research
identifying social support as an important factor for coping and
positive change [46]. However, this could potentially indicate a
vulnerability over time in the event where social support networks
might be lost. Hence, we stress the importance of a continuous
assessment of patients’ self-care ability over time, as a part of the
patient-centred care that has been recommended for elderly car-
diac patients [17]. This assessment should include the overall
health and cognitive status, social network, and the objective liv-
ing conditions (e.g., distance from service and housing), in order
to identify individual barriers to a successful self-care. This form of
assessment is a key component of Comprehensive Geriatric
Assessment programs, where medical, social, and functional needs
of older patients are identified and managed [47]. When paired
with strong long-term management, Comprehensive Geriatric
Assessment has been associated with a positive impact on sur-
vival and functional status among elderly patients [48]. Moreover,
identifying and strengthening informal caregivers in their roles
can be of great value in order to relieve stress, increase health
and well-being and promote a well-functioning long-term
rehabilitation [49,50].

The importance of a high level of individual care and support
in the planning and implementation of cardiac rehabilitation has
been highlighted in current guidelines for elderly patients [17].
This includes identifying cognitive impairments, and other poten-
tial co-morbidities, in the patient’s clinical history and adapt infor-
mation and educational interventions accordingly. Several
patients describe positive experiences receiving guidance and
education from healthcare staff following their MI. However, we
have identified several healthcare-related challenges indicating
that the individual focus emphasised in the guidelines could be
implemented further, particularly with regard to the post-MI care
provided at the local health centres. In fact, according to the
patients, improvements in healthcare provider continuity and
accessibility, as well as the provision of information tailored to
their individual needs could make cognitive challenges associated
with cardiac rehabilitation management easier to overcome. The
development of a patient portal was suggested as a measure to
increase healthcare accessibility among older MI patients. Indeed,
previous research suggests that patient portal interventions lead
to improvements in various outcomes among patients with
chronic conditions, including self-efficacy, health knowledge, and
medication adherence [51]. Moreover, positive user experiences
related to patient portals have been highlighted among elderly
patients, including better management of health information and
improved caregiver communication [52]. However, barriers, includ-
ing access and ability to use technology, have been reported and
further research has been requested on how to integrate internet
portals into older patients’ health management [52].

This study has limitations that may affect the interpretation of
the results. The low representation of female MI patients (one out
of nine) may have influenced the findings. In fact, cardiac rehabili-
tation utilization has been found to be particularly low among
women, with barriers including lower referral rates and higher
age of presentation [53]. This may indicate the presence of add-
itional challenges among elderly female MI patients; however,
these experiences could not be fully explored within this study.
Moreover, we acknowledge the risk of recall bias, where patients
may have issues remembering details and aspects of their illness
history and presentation. In addition, social desirability bias [54]
may influence the data due to the risk of participants wanting to
provide the “right answers” to please the interviewer or avoid the

potential stigma that could be associated with cognitive decline.
Furthermore, we experienced a high refusal rate in the recruit-
ment phase, this might introduce a risk of selection bias where
participants with absent or a higher degree of issues related to
cognition or self-care could have chosen not to participate. A
lower refusal rate could potentially have been achieved had par-
ticipants been contacted earlier in relation to the point of recruit-
ment. As the participants first were enrolled within the parent
study, some weeks often passed before they were contacted by
the interviewer, potentially resulting in a fading interest to
participate.

The rigour of telephone interviews has been debated in the
qualitative literature [55], with criticism including a lack of visual
cues and how this may impede the interviewers’ ability to build
and maintain rapport, as well as risk missing important aspects of
the communication process (e.g., facial expressions and body lan-
guage). In the present study, we chose telephone interviews as a
mode of data collection in order to include a broader range of
patients; for example, patients living in regions outside of Uppsala
and elderly with potentially limiting co-morbidities, and thus aim-
ing to decrease the risk of selection bias. In fact, this mode of
interview was preferred among the patients due to its practicality.
Furthermore, several advantages of telephone interviews, which
potentially contribute to an increased participation rate, have
been highlighted in the literature [55], including it being more
cost-effective, less time-consuming, and less intrusive.

Conclusions

Our findings suggest that elderly MI patients are positioned in a
changing and complex life context, in which the MI experience is
marginalised, and cognitive decline normalized. Even so, several
cognitive challenges associated with cardiac rehabilitation were
highlighted among the patients, with a particular emphasis on
patient–caregiver communication and treatment adherence.

In order to facilitate cardiac rehabilitation management among
older MI patients, it is important to take their complex context
into account – continuously assessing their individual challenges
and strengthening coping strategies that maintain a well-function-
ing self-care. Furthermore, the post-MI care, at the local health
centres, in particular, need to be strengthened and maybe further
optimized, in order to achieve a care provision that maintains
continuity and is easily accessible.

The present study should be considered as exploratory in its
nature, hence future research to investigate the topic further is
encouraged, possibly utilising a quantitative or mixed methods
approach, as this would facilitate the inclusion of a larger sample
of participants as well as the application of objective cognitive
measures. Furthermore, we strongly advice future qualitative
research to include the perspectives of family members or infor-
mal caregivers as this would provide valuable information and a
deeper understanding of elderly patients’ self-care management
following a MI.
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