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Abstract

Physical activity post-myocardial infarction has numerous health benefits, yet uptake
through cardiac rehabilitation is poor. Whilst family support can facilitate patients’
recovery, little is known about the role family may play in supporting physical activity
for post-myocardial infarction patients. This qualitative study used semi-structured
interviews with fourteen cardiac rehabilitation practitioners to explore their
perceptions about the role of the family in supporting post-myocardial infarction
patients’ physical activity. Data were transcribed verbatim and analysed thematically.
Three familial roles were identified, ‘family as a second pair of ears’, ‘family as physical
activity regulators’ and ‘family as social support’. A fourth theme, ‘factors that
influence family support’ described how family health beliefs and perceptions could
influence the physical activity support provided. Practitioner perceptions suggest
families play an important role in post-myocardial infarction patients’ physical activity,
that is enhanced when families personally value physical activity. Integrating the family
into cardiac rehabilitation may help facilitate physical activity-related interactions and

promote positive engagement for patients.
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Introduction

Coronary heart disease is a leading cause of death worldwide [World Health
Organisation, 2019] and occurs when there is a build-up of plaque in the coronary
arteries which, if the plaque erodes or ruptures can result in thrombus formation and
myocardial infarction [MI]. Following MI, patients are typically referred to a
programme of cardiac rehabilitation [CR], a multifaceted intervention aiming to limit
the physiological and psychological impacts of cardiac disease, often termed secondary
prevention. Although CR pathways vary worldwide in intensity and duration [Dalal et
al, 2015] they follow the same progression from hospitalisation through to recovery
and long-term maintenance [Price et al, 2016]. They typically comprises four phases:
Phase 1 - the period in hospital following the patient’s acute event, where information
on the patient’s condition and recovery is provided; Phase 2 — an outpatient visit to
review that patient’s progress and agree their next steps for recovery; Phase 3 -
structured and supervised exercise training, together with continued education and
psychological support in an outpatient setting; and Phase 4 - the facilitation of long-
term maintenance of lifestyle changes, occurring in community settings.

Physical activity [PA], defined as “any bodily movement produced by skeletal
muscles that requires energy expenditure” [Casperson et al, 1985, pg.126], is an
integral part of recovery following Ml and a core component of CR. Global guidance
[World Health Organisation, 2020a; World Health Organisation, 2020b] stipulates both
adults (18 — 64 years) and older adults (64+) should engage in at least 150 minutes of

moderate-intensity PA per week (or 75 minutes of vigorous-intensity PA or an
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equivalent combination) plus undertake muscle strengthening activities at least twice
weekly. Older adults are also encouraged to incorporate activities that promote
balance and coordination (for example, yoga, tai-chi) on at least 3 days of the week.
Post-MI, PA can reduce cardiac-related mortality and hospital admissions whilst
improving health-related quality of life [BACPR, 2012; Dalal et al, 2015]. Despite these
benefits, uptake to CR programmes is below 50% [Piepoli et al, 2015] and few who
attend maintain PA following programme completion [Karmali et al, 2014].

Family involvement in patient care may enhance patients’ engagement in
treatment (for example, CR) [Wolff & Roter, 2008] and therefore help in the
management of chronic health conditions [Stenberg et al, 2018]. Whilst healthcare
consultations have traditionally focused on the practitioner-patient relationship,
recent years have seen triadic consultations (involving the practitioner, family and
patient together) [Laidsaar-Powell et al, 2013] gain fervour. Evidence suggests that by
being involved, families can absorb information, ask questions, provide healthcare
information and facilitate patient understanding [Wolff & Roter, 2008]. Not only do
patients appreciate this support [Shin et al, 2013; Koren et al, 2018] but families
themselves benefit from involvement in patient care through decreased worry,
increased feelings of helpfulness and ability to act as the patients’ advocate [Duran et
al, 2007]. Furthermore, when families share information, this can help health
professionals (HPs) better understand patient needs [Koren et al, 2018; Mackie et al,
2018a).

Despite the benefits associated with family involvement, challenges exist that

have the potential to compromise its effectiveness. Factors such as unclear
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responsibilities and poor HP communication can lead to feelings of abandonment and
stress for families [Coyne, 2013; Laidsaar-Powell et al, 2013]. Moreover, lack of
motivation, aggressive or critical communication, competing priorities and lack of
intellectual competency have been found to impact upon on the support families
provide during consultations [Shin et al, 2013; Laidsaar-Powell et al, 2016]. Whilst HPs
working in cardiovascular care recognise the benefits of involving family, they feel they
lack both the time [Luttick et al, 2016] and workplace protocols [Gusdal et al, 2017] for
caring for families. Families can also be viewed as a source of stress, as HPs feel like
they are being “checked up” on [Luttick et al, 2016].

To our knowledge, no research has explored cardiac rehabilitation practitioners
[CRPs] views on family involvement in the context of post-MI patients’ PA behaviour.
This is relevant to consider, since the process of taking up / resuming PA after suffering
MI may involve a raft of emotional and practical challenges [Rogerson et al, 2012].
Family support has been shown to help support PA engagement post-MI [Astin et al,
2008; Aliabad et al, 2014] and, as shown in our recent longitudinal research with post-
MI patients and families [authors names removed for anonymity, under review], family
are well placed to provide emotional and practical support during this time. What
remains unknown however, is how the family might be integrated within patient’s
cardiac care and to what extent HPs feel this would be beneficial. This study therefore
aimed to explore how family might contribute to patients’ PA-related rehabilitation
from the perspective of CRPs. To achieve this, we conducted semi-structured
interviews with CRPs to explore their views on the influence, roles, behaviours and

involvement of the family in PA post-Ml.
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Methods
Study design

Positioned towards solving practical problems [Frey, 2018], this study adopted
a pragmatist paradigm [Creswell & Creswell, 2018], aiming to generate research
insights to inform clinical practice. Pragmatism advocates methodological pluralism
[Lamont & Swindler, 2014], where the most appropriate methods are adopted to
answer the research question. As such, a qualitative cross-sectional design was chosen
due to its grounding in generating data that captures participants’ experiences
[Sparkes & Smith, 2014] and allowing participants to share their views [Creswell &
Creswell, 2018]. This approach provided participants with the opportunity to discuss
their attitudes, beliefs and experiences [Sparkes & Smith, 2014] offering rich and

meaningful insights into how the family may contribute to patients’ PA post-Ml.

Study setting

The study took place with CRPS working within a public CR programme serving
two metropolitan boroughs in the Northwest of England. The CR programme followed
a four-phase format, moving from a hospital to community setting and included, phase
1: an inpatient visit from a member of the patient’s cardiac team during which the
patient’s condition, treatment and recovery were discussed; phase 2: a home visit
from a specialist cardiac nurse [CN] (it is at this point the phase 3 exercise classes were
introduced); phase 3: a 6 week course of exercise with a physiotherapist in an

outpatient hospital setting, coupled with stress management classes offered by
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occupational therapists [OTs]; and phase 4: a 12-week course of exercise with qualified
exercise specialists, known as activity referral scheme instructors [ARSIs]. Within
phases 3 and 4, exercise took place in a group setting with other cardiac patients,
however within these classes, patients followed their own individualised exercise
programmes, which were developed in collaboration with the CRP responsible for
leading the exercise component in their respective phase. Additionally, all phases
were supplemented with ongoing education as recommended by the British
Association of Cardiovascular Prevention and Rehabilitation [BACPR, 2017] (for
example, risk factor management, other lifestyle behaviours (for example, smoking),
psychosocial health). Throughout the CR programme, there was no formal protocol for
involving families within the patient’s recovery process. Families were however
involved on an “ad hoc” basis (with the patient’s permission), for example, if they

accompanied a patient to an appointment.

Sampling and recruitment

Eligibility

Eligible participants were CRPs who had experience of working with Ml patients
across phases 2 — 4 within the CR service of study. Cardiac rehabilitation practitioners
within these specific phases were targeted because of their roles in providing PA in
either a consultative (CNs and OTs) or practical (physiotherapists and ARSIs) capacity.
Further, they were deemed to have increased opportunities of interaction with family
through patients’ scheduled recovery consultations/appointments, when compared

with phase 1 CRPs who had limited family contact or involvement in PA promotion.
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Participant recruitment

Recruitment took place between March and May 2018. Eligible CRPs were
identified by two practitioners known to the research team who were working within
the CR service of study. Study gatekeepers (managers overseeing CR in their respective
hospital/community setting) emailed a recruitment leaflet to eligible members of staff
and asked interested participants to respond to [first author] via email. Participants
were then followed up by [first author] to arrange interviews.

Final sample

In total, 19 CRPs were invited to take part, 3 from phase 2 (3 CNs), 7 from phase
3 (3 physiotherapists, 2 physiotherapist assistants, 2 OTs), and 9 from phase 4 (9
ARSls). Of those invited, 14 agreed to participate (2 CNs, 3 physiotherapists, 2 OTs, 7
ARSIs). Reasons for non-participation included time constraints (n=1), no longer in
post (n=1) and no interest (n=3). The final sample were predominantly female (10/14)

and length of service within job roles ranged from 2 to 18 years (average 7 years).

Interviews

Interviews lasted between 20 and 50 minutes and were conducted by [first
author] at CRPs place of work (either a community hospital or community gym setting)
between April and July 2018. Written consent was obtained prior to each interview. A
semi-structured interview guide was developed through discussions with the research
team. A funnelled approach was adopted to interview questioning, beginning with a
broad topic and leading on to more specific questions. Participants were first asked to

discuss what they perceived to be the role of the family in post-cardiac care for Ml
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patients. Follow-up questions then focused on how the family might influence PA post-
MiI, familial behaviours perceived as being positive and negative to support PA post-MI
and thoughts on involving the family in post-cardiac care for Ml patients. The closing
guestion focused ideas on how the family could support PA engagement in a post-Ml
population. To help encourage participant responses, open questions were adopted
and accompanied with probing questions used to help elicit further depth from
participants. The full interview guide is available for viewing as supplementary file 1.
To create an intellectually enriched understanding of each participant’s account,
throughout the interview, [first author] engaged in a process of ‘member reflections’
[Smith & McGannon, 2017], and involved offering her reflection of accounts to the

participant to generate new insights and discussion.

Data analysis

Interviews were audio-recorded and transcribed verbatim by [first author], and
all identifiable information removed. Braun and Clarke’s [2006] six stage thematic
analysis was undertaken by [first author] using Nvivo 11 [QSR International, 2015]
software. Transcripts were analysed by CR phase to explore comparability of themes
across phases, and to capture how family influences on patient PA may change over
the course of CR. In the first instance, analysis involved reading and re-reading
transcripts to ensure [first author’s] familiarity with the data. Pieces of text pertaining
to familial influence on post-MI patients’ PA were then coded based on the
interpretation of the conversation between [first author] and participants. Once this

process had been completed for each transcript, codes were explored for meaning and
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similar codes grouped together. A theme name representing the content within it was
then applied. Individual themes were then explored further to look for nuances
between codes, with codes added, refined and discarded as appropriate. During this
process, similar codes were also grouped together to form specific sub-themes if
required. Lastly, themes across CR phases were explored for comparisons and
contrasts to understand whether differences could be observed between practitioners
working in different CR phases.

An inductive approach was adopted for analysis, however, due to [first authors]
familiarity with the subject area, it was acknowledged the interpretation of the data
and developing themes did not occur in the absence of pre-existing knowledge
[Hardcastle & Hagger, 2011]. To enhance credibility in the analysis, [first author] and
[last author] independently coded 3 transcripts (one from each CR phase) and came
together to discuss developing themes. To ensure each theme was distinct,
meaningful and captured the essence of the extracts within it, the full research team
engaged in regular debriefing meetings where themes were reviewed, refined and
discarded until a consensus was reached.

Ethical approval
Ethical approval for this study was granted in January 2018 by [withheld for

anonymity] NHS Research Ethics Committee, reference number: 17/WS/0053.
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Results

Overall CRPs perceived family involvement to be a positive factor and noted how
the family had important roles to play in patients’ post-M| PA experiences. Similar
themes were identified from CRPs across CR phases 2 - 4, therefore the themes are
presented collectively with any differences in experiences highlighted in the narrative.
Three themes were identified, ‘family as a second pair of ears’, ‘family as physical
activity regulators’ and ‘family as social support’. A fourth theme, ‘factors that
influence family support’ was identified, and comprised factors that influenced the
level and type of PA support provided by families. Table I illustrates the themes and

sub-themes identified during analysis, accompanied with illustrative quotes.

1. Family as a second pair of ears
Phase 2 and 3 CRPs noted advantages of family presence, describing families’
abilities to support PA decisions, absorb and relay PA information to patients, and
encourage PA participation, all useful if patients appeared disengaged, distant or

passive during consultations:

“..seeling] family is helpful...it’s another pair of ears to take on board advice

and information” (P1).
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Further, some CRPs reported family presence afforded them opportunities to
explain to family the type and intensity of activity patients could do at home and help

settle any fears that family may have regarding patients’ PA:

“.. [in consultations] you can explain [to the family] what activity and level of
exertion you want patients to work at and how much they should be doing”

(P5).

Although many phase 4 CRPs understood the benefits of family presence (for
example, asking questions), they questioned whether their presence during phase 4
was necessary because of patients’ earlier PA engagement during phase 3 CR. Phase 4
CRPs commented by the time patients reach phase 4 they are more “able and

independent”, therefore deeming family support unnecessary:

“.. [after phase 3] patients get to that point that they’ve [patients] left their
family behind...they’ve [patients] done 12 sessions [at physio] and are used to

doing a little bit [of exercise]” (P14).

Despite family presence being positively received by many, challenges were cited
also and included family becoming “too involved”. Too much involvement was said to
disrupt patient autonomy, and was perceived to mostly occur when females were the

supporting family member:
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“..if it’s a [male] patient...half the time the wife will...take over the consultation

and answer the questions” (P5).

2. Family as physical activity regulators

CRPs discussed the complex role played by families in regulating PA, which
served both adaptive and maladaptive functions. In some situations, family were
perceived to play a role in reigning in the amount of PA patients were doing. For
instance, CRPs reported how patients who were active pre-MIl could become anxious
at the lack of PA following their event, and therefore attempt to throw themselves
back into their pre-MI PA. In these circumstances, family were said to be instrumental
to ensure patients did not overdo PA.

There was however a fine line between keeping patients safe and over-
protection, which CRPs felt may negatively impact on long-term PA engagement of the

patient:

“..[post-MI] the other half...will wrap [patient] up in cotton wool ...family like

that may be reluctant to let [patient] do what they perceive as strenuous
exercise” (P2).

Overprotection was believed to result from worry that PA may bring on another

MI, something CRPs acknowledged was understandable. However, they also described

how reigning the patient in could lead to frustrations and arguments within the family:
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“I... hear about family, but it’'s more often than not ‘they’re tranna [trying to]

stop me doing things’...which causes a lot of frustrations and arguments” (P4).

Another circumstance in which family regulation was perceived to be beneficial
was for patients who were less motivated or were perhaps not doing enough PA.
CRPs described how family members played a role in keeping patients on track,
encouraging PA and acting as the “timekeeper” (i.e. monitoring how much PA patients

were doing):

“[I see] those that really want to encourage their partner, mother, father,
whoever to engage in activity because they [family] may perceive that they are

not doing enough” (P3).

3. Family as social support
CRPs described several supportive behaviours family could adopt, including ‘role

modelling’, ‘supporting practical engagement in PA’ and ‘emotional support’.

3.1. Role modelling
Many CRPs (especially those in phase 4) noted how family who engaged in
activity themselves acted as positive role models. It appeared important for patients to

have an active role model, especially if patients could see similarities to themselves:
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“..it’s lead by example... if my wife can do it [PA] and she has a few health

problems, that shows that he [patient] can do it ...” (P8).

3.2. Supporting practical engagement in PA
Providing companionship-based forms of PA (for example, being active together)
was said to promote patients’ PA engagement. Cardiac rehabilitation practitioners
noted how family could help with transport to PA classes if patients were unable to get
there themselves:
“I've seen [instances] where patients have been supported by the family to

physically get to a venue” (P4).

3.3. Emotional support
Several CRPs reported nurturing behaviours (for example, providing
encouragement, showing care and empathy), were regarded as positively encouraging
PA behaviour, especially if patients felt scared, anxious or unsure about PA post-MI.
Conversely, if family members adopted negative behaviours (such as being critical),

this could have psychological implications for the patient:

“...if [family] are critical that can heighten the negative psychological effects of

the patient...and vice versa, if [family] are...encouraging activity then obviously

that’s positive” (P5).
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To provide emotional support, CRPs recognised sometimes family require

support themselves, because the Ml can psychologically impact them also:

“..families...are often traumatised by the myocardial infarction... [offering] that
emotional and psychological support [to patients] is a lot easier for family if

they understand what is going on” (P6).

4. Factors that influence family support
Cardiac rehabilitation practitioners perceived the type and level of support
provided by families was influenced by ‘family health beliefs’ and ‘perceptions of the

patient’s post-MI condition’.

4.1 Family health beliefs

Many CRPs reported families who had positive health beliefs (for example, value
the importance of lifestyle behaviours in health) were more likely to encourage PA
through their own interest and engagement, whereas those with negative health
beliefs (for example, disinterest in healthy behaviours) were said to be less inclined to

encourage PA through their own disinterest.

“..family are important... if family aren’t motivated [to be active themselves]

the patient has no chance in terms of encouragement” (P2).

This article is protected by copyright. All rights reserved.



Cardiac rehabilitation practitioners felt this link was not only with PA, but if
families had generally poor lifestyle habits (for example, poor diet), they would be less
likely to encourage PA. Socio-economic status and educational attainment were
believed to influence health beliefs, with CRPs perceiving more educated, less deprived
families to have more positive health beliefs than less educated families from deprived

backgrounds.

4.2 Perceptions of the patient’s post-Ml condition
Several CRPs described how some families worry about patients’ engagement in
PA post-MI and attributed this to a lack of understanding of the role of PA in recovery,

beliefs perceived to originate from the historical legacy that post-MI ‘bedrest is best’:

“..people think ‘you’ve had a heart attack, don’t exert yourself’, so the thought
that [patients have] been told to do some exercise could worry family because
you are putting exertion on the heart...but that is back from the legacy where it

was bedrest...but we know now that getting up and moving [is best]” (P13).

Many CRPs also noted how families can be unaware of the severity of patients’

MI, or perceive patients as ‘fixed’ in the event of surgery, and therefore able to ‘get on

with life’ as it were:
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“..sometimes families don’t understand the severity of an Mlil...you’ll get
patients who will say ‘my wife doesn’t realise I've had an MI, I've still got to do

everything / was doing before” (P5).
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Discussion

This study aimed to explore how family might contribute to patients’ PA-related
rehabilitation, from the perspective of CRPs. Findings provided insight into how CRPs viewed
the family within the CR pathway and the roles they can adopt in influencing post-Ml
patients’ PA experiences. Overall CRPs viewed family involvement positively in promoting
PA post-MI and identified multiple roles they can adopt (being a second pair of ears,
regulating PA and providing social support). However, the social support offered by families
for these roles appeared to be influenced by families’ own health beliefs and perceptions of
patients’ Ml condition.

All CRPs noted family can be an important source of social support. It is well
documented that social support is a determinant of PA [Smith et al, 2017; Birtwistle et al,
2018] which appears no different within the context of cardiac care. Role modelling, taking
patients to CR classes, being empathetic and providing care and encouragement were some
of the supportive roles CRPs suggested families could adopt to help support patients’ PA
engagement. However, CRPs also noted that the support family provided varied with
families” own health beliefs, which were perceived to have both a positive and negative
impact upon patients’ PA engagement. It has been shown elsewhere that health behaviours
are concordant within families [Cobb et al, 2016], therefore if family members do not
prioritise PA and healthy lifestyle behaviours, it is unlikely patients will. Within spousal
relationships, when one partner makes a change, it can increase the likelihood of the other
doing so also [Falba & Sindelar, 2008; Jackson et al, 2015]. Therefore, to ensure the support
family provide is optimum, it is important CRPs explore the family’s current health beliefs

and perceptions and encourage positive change where appropriate.
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Family involvement was not routine in the CR service of study. However, when family
involvement occurred incidentally, CRPs felt it was particularly important during the early
phases of CR, especially if patients appeared disengaged, and therefore impacting on their
ability to interact with the information provided during consultations. Patients experience
emotional distress following a cardiac event [Wheatley, 2006; Jones et al, 2016] with
feelings such as frustration, vulnerability and loss, as patients try and make sense and adapt
to their illness [Meredith et al, 2018]. This may explain why CRPs in earlier CR phases
appreciated family involvement, due to their ability to speak and listen for the patient and
provide information they may not have had access to otherwise [Laidsaar-Powell et al,
2016]. Further, it is estimated from those who take up CR, only 76% of patients complete it
[British Heart Foundation, 2020]. It is therefore likely phase 4 CRPs are only seeing post-Ml
patients who are motivated to reach that stage of recovery and continue with PA as part of
their rehabilitation, who may in turn be more confident to attend CR consultations on their
own. Our findings suggest family support may help enhance PA engagement in the early
stages of recovery, therefore it is plausible that involving families in phases 2 and 3 of CR
may help improve uptake of phase 4 also.

Although family involvement was generally well received, CRPs did note challenges
towards triadic consultations with concerns family can become “too involved”. Challenges
regarding family involvement have been reported elsewhere and included issues related to
information disclosure and aggression during consultations [Laidsaar-Powell et al, 2016]
which can impact upon the delivery of patient care and harm patient autonomy. Promoting
patient autonomy appears key to ensure the success of triadic consultations [Shin et al,
2013; Laidsaar-Powell et al, 2016]. Given consultations typically centre on patients, it is

important they have an element of control over how it is run (i.e. whom they would like to
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be present, what information they are comfortable to disclose). The persistent thwarting of
autonomy (for example, being in a controlling environment) [Vansteenkiste et al, 2010] can
promote feelings of ill-being and lowered motivation [Gunnell et al, 2013]. As CR comprises
multiple consultations at differing time points, it is possible such controlling behaviour may
impact negatively upon post-MI patients. Consequently, it is worth considering ways to
work with CRPs, families and post-MI patients to promote autonomy-supportive behaviour
and minimise controlling behaviour, with a sensible starting point being to check how
patients and family members wish the consultation to run [Carman et al, 2013].

Cardiac rehabilitation practitioners noted how families’ perceptions of patients’
post-MI condition could influence the PA support they provide to patients post-Ml, and this
was evident in CRPs’ discussion of how families can hold patients back to prevent them
“over-doing” PA. Such regulation from family appeared to be driven by fear (for example,
concern PA may bring on another Ml), and thus was perceived as potentially detrimental for
patients’” PA engagement. It is well established that PA post-Ml is beneficial [Dalal et al,
2015; Ekblom et al, 2018] thus families “holding patients back” was perceived to limit
patients’ PA engagement. This provides further rationale for CRPs to involve family, dispel
historical myths that “rest is best” and provide families with information about appropriate
frequency, intensity, duration and type of PA for the patient’s condition, which may allay
fears about the patient causing themselves undue harm. Sharing information is important
to promote patient health outcomes [Mackie et al, 2018b] and as suggested by the BACPR
[2017], is recommended to be delivered in a way that meets the diverse needs of patients
and families (for example written or verbal forms of communication). Adopting a co-
production approach, whereby collaboration between service providers and service users is

emphasised to help promote intervention effectiveness [Valaitis et al. 2018], may be
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worthwhile to help ensure the information shared meets the needs of all involved (patients,
family members and CRPs), as demonstrated in recent work by Buckley and colleagues
[2018].

Strengths and limitations

This is the first known study to explore the role families can play in supporting PA
engagement in post-MI patients, from the perspective of CRPS. Much of the literature
exploring practitioner views on familial involvement in healthcare has been conducted
within different contexts (for example, oncology, critical care) where the family are involved
in a clinical capacity [Coyne, 2013; Laidsaar-Powell et al, 2016]. Thus, the findings from this
study go some way in highlighting how CRPs view the family and the roles they can adopt
within a post-MI context with specific regard to PA behaviour, whilst also suggesting that
involving family in the capacity of lifestyle behaviour change is valued and potentially
worthwhile. Additionally, although this study focused on post-MI patients’ PA, it is possible
the findings may be relevant to other clinical conditions, specifically, how being a second
pair of ears and providing social support are arguably relevant to any clinical care, and
regulation of behaviour could also be relevant to other lifestyle behaviours.

The sample was limited to CRPs who worked within a public CR service serving two
metropolitan boroughs located within the Northwest of England. It is possible the findings
may not be representative of other CR contexts, such as those offered in specialist centres
rather than district hospitals, and therefore consideration must be taken when comparing
the findings between CR services as views between cardiac practitioners may differ. Not all
practitioners invited to participate in the study did so (i.e. physiotherapist assistants). It is
therefore important to acknowledge those who agreed to take part may have more of a

positive outlook on, or acknowledge the benefits of, family involvement in helping shape
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post-MI patients’ PA experiences, and therefore more willing to share their views. Lastly,
the CR service of study was located in a geographic region with low cultural diversity,
evidenced through census data reporting 93.7% of the population identifying themselves as
being of White descent (Office of National Statistics, 2011). As family support may vary with
cultural and ethnic factors (Astin et al., 2008) further research is warranted to explore the
perceptions of practitioners working within more ethnically diverse cardiac rehabilitation

services (and from different ethnic backgrounds themselves).

Conclusion

Family involvement post-MI| appeared to be supported and welcomed by
practitioners working within CR, particularly in the early stages of recovery. This study
highlighted multiple roles the family can adopt that help shape post-MI patients’ PA
experiences. However, despite the benefits of involving family in care, CRPs noted that in
reality the interactions they had with family varied and often occurred by chance. Given
how families can influence patients’ PA post-MlI, introduction of triadic consultations within
the CR pathway may be favourable. However, as the impact families have can also be
negative, developing interventions focusing on building families’ positive health beliefs and
ensuring they understand their role in supporting patients’ PA behaviour is important.
Development of such an intervention might benefit from a co-production approach,

ensuring it addresses the needs of the patients, family and CRPs involved.
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Relevance for clinical practice

The findings of this study indicate how the family have the potential to encourage
patients to engage in PA post-MI. For this outcome to be achieved, it is suggested triadic
consultations are adopted and CRPs invite the family (or family member) to be a part of CR
consultations held during patients’ recovery. Doing so optimises opportunities for CRPs to
communicate the roles family can adopt during patients’ rehabilitation process, to help
families build positive health beliefs, and to provide information about the frequency,
intensity, duration and type of PA that is appropriate for the patient’s condition. This
process should be done in a manner that supports patient autonomy, for example by
providing a meaningful rationale, offering the patient a say in how or whether their family
are involved, and coming from the patient’s perspective. These aims may be achieved

through both verbal and written forms of communication.
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Table I. Themes illustrating how the family may contribute to patients PA post-Mi

Theme Subtheme

lllustrative quote

1. Familyasa
second pair of
ears

“I think if they [family] are present to hear that discussion
around risk factors...they are going to take on board the
advice that we are giving people and obviously more likely
to try and encourage their loved one to do the things that
we’ve advised” (P2).

2. Family as
physical activity
regulators

“I think [family] either encourage exercise because the
person perhaps isn’t engaging, or, usually out of some kind
of fear of doing too much try to reign them in” (P6).

3. Family as social
support

3.1 Role modelling

“...I think the patient having someone to inspire
confidence in them by being active themselves and who
buys into the belief that exercise is of benefit...we’ve seen
it a few times, especially with things like swimming where
they [patient and family member] come and exercise
together” (P9).

3.2 Supporting
practical engagement
in PA

“[family are often like] ‘transport isn’t an issue...I can take
you to physio, | can take time off work’” (P1).

3.3 Emotional support

“.it’s encouragement isn’t it...| think it’s really important
for the family to encourage and support them [patients]
through this tough time [post-MI] and to exercise really”
(P14).

4. Factors that
influence family
support

4.1 Family health
beliefs

“..I think if they’re [family] are used to being quite active
themselves then | think they [family] have a more positive
attitude towards exercise and will let the patient to get
back into it....but | think if patients come from a more
sedentary background where family are not particularly
active themselves then | think they [family] are the ones
who seem to be a bit more reluctant to support patients”
(P5).

4.2 Perceptions of the
patient’s post-Ml
condition

“...some families do have misconceptions around well
yeah, activity, which | think can impact the support they
provide, so yeah, | think there’s a place to involve families
to minimise those [misconceptions]” (P7).

This article is protected by copyright. All rights reserved.





