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Abstract

Background: lifestyle-related secondary prevention reduces cardiac events and 
is recommended irrespective of age. However, motivation may be influenced by 
age and disease progression.

Objective: to explore older cardiac patients’ perspectives toward lifestyle-related 
secondary prevention after a hospital admission.

Methods: a generic qualitative design was used. Semi-structured interviews 
were performed with cardiac patients ≥ 70 years within 3 months after a hospital 
admission. The interview guide was based on the Attitude, Social influence and 
self-Efficacy (ASE) model. All interviews were analysed using thematic analysis.

Results: eight themes emerged which were linked to the determinants of the 
ASE-model. The 3 themes (i) Perspectives are determined by general health 
and habits, (ii) feeling the threat as a motivator, and (iii) balancing between 
health benefits and quality of life (QoL), were linked to attitude. Regarding 
social influence, the themes (iv) feeling both encouraged and hindered by family 
members, and (v) the healthcare professional says so, were identified. For the 
self-efficacy determinant, (vi) experiences from previous lifestyle changes, (vii) 
integrating advice in daily life and (viii) feeling limited by functional impairments, 
emerged as themes.

Conclusion: most older cardiac patients made no lifestyle modifications after 
the last hospital admission and balanced possible benefits against their QoL. 
Functional impairments frequently limit implementation, in particular of physical 
activity. Patients’ preferences and patient-centred outcomes focusing on 
QoL and functional independence may be the starting point when healthcare 
professionals discuss lifestyle modification in older patients. The involvement 
of family members may help patients to integrate lifestyle-related secondary 
prevention in daily life.
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Introduction 

Due to an aging population, the incidence and prevalence of cardiac disease 
in older adults is rising.1,2 Lifestyle-related risk factors (LRFs) such as physical 
inactivity, overweight and smoking are associated with the development of 
cardiac events.3-5 Interventions to reduce these LRFs have proven to be effective 
in the secondary prevention of these events.3,6 

Lifestyle-related secondary prevention in older patients is associated with 
benefits in functional status, cardiovascular risk and mortality.3,6-9 However, 
the evidence is less conclusive when compared with younger patients as older 
patients are often excluded from clinical trials. This limits the generalisability 
of guideline recommendations to this population.3,10 Furthermore, guidelines 
mainly focus on disease-specific outcomes such as the prevention of recurrent 
cardiovascular events and mortality,3 whereas the treatment goals in older 
patients include more patient-centred outcomes such as symptom relief, 
and the prevention of disease deterioration and readmissions.11,12 In addition, 
lifestyle-related secondary prevention among older adults is often suboptimal 
due to functional impairment, malnutrition and multimorbidity.7

Current guidelines recommend to discuss (lifestyle-related) secondary 
prevention during hospital admission3 as the event creates a window of 
opportunity for lifestyle modification. However, this recommendation may be 
less applicable toward older, chronic cardiac patients in whom an acute hospital 
admission may be less unexpected when compared with (younger) patients 
with a first cardiac event. Subsequently, this may also impact older patients’ 
perspectives toward lifestyle-related secondary prevention.

The aim of this qualitative study was to explore older cardiac patients’ 
perceptions toward lifestyle-related secondary prevention after a hospital 
admission. We explored their perspectives using the Attitude, Social influence 
and self-Efficacy (ASE) model.13,14 This is a Dutch theoretical framework that 
contributed to an in-depth understanding of the underlying factors that explain 
older cardiac patients’ intention and actual behaviour in lifestyle-related 
secondary prevention. 

Methods

Design
We used a generic qualitative approach15 to study the perspectives of older 
cardiac patients toward lifestyle-related secondary prevention. COREQ-guidelines 
have been used for transparency reporting.16
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Participants
Participants were cardiac patients ≥ 70 years who participated in the Cardiac 
Care Bridge transitional care programme (CCB-programme).17 This was a Dutch 
multicentre randomised controlled trial (RCT, N=306) between June 2017 and 
March 2019 on nurse-coordinated transitional care that aimed to reduce hospital 
readmission and mortality within 6 months by combining case management, 
disease management and home-based cardiac rehabilitation. Details of this 
study have been published.17 Participants were recruited from the control group 
of the RCT and received care as usual. They were eligible for this qualitative 
study if they had a cardiac hospital admission in the past 3 months and were 
living at home. Participants were purposively selected by one of the researchers 
(PJ or SP) to provide maximum variation in age and gender as much as possible 
and were subsequently invited by telephone to participate. Recruitment stopped 
when no new codes and themes emerged from the data and the research 
question could be answered.18

Data collection
The interviews were conducted between January and June 2019 at participants’ 
home. The interviews were performed by two investigators (PJ or SP) who 
followed training in qualitative research. Both were interested in disease 
management for older cardiac patients. PJ and SP have a bachelor’s degree in 
nursing. PJ also has a master’s degree in health sciences. SP followed a master’s 
programme in nursing sciences during the time of the interviews and worked 
as a community nurse. Both researchers did not have prior relations with the 
participants.

A semi-structured interview guide was developed using the ASE-model 
(Appendix A1).13,14 At the start of the interview, we asked participants if they 
knew which LRFs for heart disease were currently relevant to their condition. 
Participants’ answers were the starting point of the interview. Data collection 
and analysis of the interviews were performed iteratively, which meant that 
the researchers moved back and forth between sampling, data collection and 
analysis. The interview guide was adjusted during the data collection phase 
based on new findings in order to create an in-depth insight on the perspectives of 
participants. The interviews were audio recorded fully and field notes were made 
during and after the interviews. Information regarding disease characteristics 
and LRFs was available from previously collected data for the RCT during 
hospitalisation (Table 1). 

Data analysis 
Two researchers (PJ and SP) were involved in the data analysis. Data were 
analysed by the assumption that lifestyle-related secondary prevention in older 
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patients was influenced by their disease history, presence of geriatric conditions, 
experienced symptoms and prevention of deterioration and readmission.7,11,12,15

The six phases of thematic analysis according to Braun and Clarke19 were 
used to analyse the data. First, all interviews were transcribed verbatim. PJ and 
SP familiarised themselves with the data by re-reading the transcripts (phase 
1). Then, both researchers independently coded the first five transcripts using 
open coding. These initial codes were compared and discussed until consensus 
was reached. The remaining interviews were coded by one researcher (SP) and 
discussed with PJ (phase 2).The initial codes were then sorted in the ASE-model. 
We subsequently searched for themes within these three components (phase 
3). All themes were reviewed and restructured and the definitive themes were 
discussed with the research team until agreement was reached (phases 4 and 
5). Subsequently, corresponding quotes were selected, the research question 
was answered, and the findings were compared with the literature (phase 6).

Ethical issues
The Medical Research Ethics Committee of the Amsterdam University Medical 
Centres approved this study (Reference number W_15_299 # 15.0354). Prior to 
the interview, participants received oral and written information and informed 
consent was obtained.

Results

In total, 13 interviews were performed. The mean age was 80.0 years (± 6.4) 
and 11 of 13 (85%) of them were male (Table 1). In total, 10 of 13 (77%) of 
the participants were admitted for heart failure (HF) and 3 of 13 (23%) were 
admitted for acute myocardial infarction (AMI). During six interviews (46%), a 
spouse was present. The mean duration of the interviews was 45 min (range 
20-85 min). The ASE-model resulted in 8 themes that represented older cardiac 
patients’ perspectives on lifestyle-related secondary prevention after a hospital 
admission (Table 2). 

Attitude
Perspectives are determined by general health and habits 
Most participants had been diagnosed with cardiac disease for years (median: 
5 years, interquartile range [3–18]). None mentioned LRFs as possible cause, 
but some believed that their age or familial risk factors had contributed to their 
disease:
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Table 1. Participant characteristics 

Participant Age Sex Ethnicity Primary 
cardiac 
diagnosis

Cardiac 
disease 
history in 
years

Living 
together

Educational level Charlson 
comor-
bidity 
index a

KATZ-
6 b

Fall in 
past 6 
months

(At risk of) 
malnutrition 
c

Body 
Mass 
Index

Diet Smoking 
status

Fluid 
restriction

P01 77 M Dutch HF 5 Yes Primary school 
or less

1 0 No Yes 22.9 Salt-restricted, 
high-calorie

Former 
smoker

No

P02 72 M Dutch HF 24 Yes Secondary 
education

2 0 No No 23.8 Salt-restricted Former 
smoker

No

P03 73 M Dutch HF 1 No College or 
university

2 0 No Yes N/A Salt-restricted, 
high-calorie

Former 
smoker

Yes

P04 81 M Dutch AMI 5 Yes Primary school 
or less

2 0 Yes No N/A No Former 
smoker

No

P05 74 M Dutch AMI 0 Yes College or 
university

2 0 No No N/A Carbohydrate-
restricted

Never 
smoked

No

P06 89 M Dutch HF 3 Yes College or 
university

1 0 Yes No 26.4 Salt-restricted Former 
smoker

Yes

P07 88 M Dutch HF 42 Yes College or 
university

4 2 No No 26.2 Salt-and 
carbohydrate-
restricted

Former 
smoker

No

P08 87 M Dutch HF 0 Yes Primary school 
or less

1 0 Yes No N/A No Never 
smoked

No

P09 87 M Surinamese HF 4 No Primary school 
or less

3 0 Yes No 18.0 Salt- and 
carbohydrate-
restricted

Current 
smoker

Yes

P10 73 M Dutch HF 27 Yes College or 
university

4 0 No No 21.8 Salt-restricted Former 
smoker

No

P11 81 F Dutch AMI 16 No College or 
university

3 0 Yes Yes N/A Salt- and 
cholesterol-
restricted

Never 
smoked

No

P12 83 F Dutch HF 10 No Primary school 
or less

1 0 No Yes 23.4 Salt- and 
cholesterol-
restricted, 
high-calorie

Never 
smoked

Yes

P13 75 M Dutch HF 18 Yes Secondary 
education

3 0 No No 32.4 No Former 
smoker

No

Abbreviations: P: patient, M: men, F: female, HF: heart failure, AMI: acute myocardial infarction. N/A: Not applicable 
a Charlson Comorbidity Index20: a weighted index to classify comorbid conditions based on their 
1-year mortality prognosis. b KATZ21: Index of Independence in Activities of Daily Living (KATZ-6): 
Scores range from zero to six points with higher scores indicating more dependence. c SNAQ22: 
Short Nutritional Assessment Questionnaire to assess (the risk of) malnutrition. 
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Table 2. Identified themes within the ASE-model

Themes

Attitude Perspectives are determined by general health and habits 

Feeling the threat as a motivator

Balancing between health benefits and QoL

Social influence Feeling both encouraged and hindered by family members 

  The healthcare professional says so

Self-efficacy Experiences from previous lifestyle changes 

  Integrating advice in daily life

  Feeling limited by functional impairments

‘Well, you are getting older and that is how it goes. Things are going through 
your mind, like ‘does it run in the family?’ I asked my brothers and sisters and 
they told me that family members on my mother’s side have died because of 
heart failure.’ (P3, Male, 73, HF) 

Most participants reported that their attitude toward their lifestyle had not 
changed since the last admission. They mentioned that they have made diet 
modifications after a previous diagnosis, e.g. diabetes mellitus or hypertension 
which resulted in a low carbohydrate or salt-restricted diet. Their attitude was 
thus formed by their general health and not specifically by their current cardiac 
condition: 

‘Yes, because otherwise my kidneys will be struggling. It is no fun… it’s not as 
good as before [salt-restricted diet]. But you got to do it all just for yourself. Or 
you will die.’ (P10, Male, 73, HF)

‘We almost always ate without salt, so not much has changed [since the 
last admission]. We started with salt-free food when I was diagnosed with 
hypertension forty years ago. I am used to it.’ (P6, Male, 89, HF)

In some participants, it was necessary to adapt previously made lifestyle 
modifications because of the presence of new conditions. For example, a 
malnourished participant understood that she had to increase her calorie intake:

I (interviewer): ‘And you told us that before you got into the hospital, you paid 
a lot of attention to your cholesterol, why did you think that was important?’
R (respondent): ‘Blood pressure, just eating fibers, for your intestines. Yeah, 
I have to let go of that now, because I have to eat whipped cream [laughs]. 
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Eat lots of meat, but I like meat, you know. It’s not a matter of appetite.’ (P12, 
Female, 83, HF)

Participants perceived physical activity as important to prevent weight gain or 
because they just felt better by being active. Several participants chose the stairs 
instead of the elevator or practiced regularly on an exercise bike at home: 

‘You could say I’m like really addicted to it [cycling]. (…) And at the same time I 
watch TV. And when something good is on, I forget the time. Then I just keep 
on cycling. And it feels good.’ (P08, Male, 87, HF)

Feeling the threat as a motivator
The perceived threat was formed by participants’ experiences during 
hospitalisation and symptoms post-discharge. This affected their opinion 
about lifestyle modification. Participants who experienced symptoms felt more 
urgency to adhere to lifestyle-related regimes. One participant was admitted 
because of decompensated HF and experienced severe dyspnea. Adherence to 
a salt-restricted diet was important to her as she felt that this might contribute 
to the prevention of a new episode: 

‘The misery with the dyspnea.. That was so bad, especially in the last period 
[before the admission]. I really had to hold the wall to get from the couch to the 
kitchen. I never want that feeling again. You cannot completely rule it out, but 
that is the reason why we are very strict with salt.’ (P12, Female, 83, HF)

Participants with a higher perceived threat were more willing to compromise on 
their quality of life (QoL), if they felt that this might contribute to the prevention 
of a hospital admission:

‘Yes, really unappealing [salt-restricted diet]. It is insipid, tasteless. But I want 
to make sure that I don’t end up in the hospital again. And at the same time I 
realise that this could be the final stage of my life. And it is much more meagre 
because of this kind of food.’ (P09, Male, 87, HF)

However, some participants were unsure if they were able to prevent a 
readmission but their attitude toward lifestyle modification was still positive as it 
helped them to have control over the situation:  

‘He [cardiologist] said, ‘unfortunately we experience that a number of people 
come back to the hospital with exactly the same symptoms’. Well, I am not 
sure that it would not happen to me. But I can say that I will do everything I 
can to prevent it. I will not go back because of my own stupidity.’ (P12, Female, 
83,  HF)
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It was observed that the perceived threat of recurrent events was lower in 
participants without symptoms post-discharge. Furthermore, some participants 
were anxious during the hospital admission but were still critical about lifestyle 
advices they received: 

‘During that cardiac catheterization, it really went through my mind that this 
could be the end. But later I was thinking about the recommended diet. I am 
not going to fully adjust while I’m already 74. Such as the cholesterol and 
things like that.’ (P05, Male, 74, AMI)

Balancing between health benefits and QoL 
We observed that participants questioned if lifestyle modification would yield 
any health benefit at their age and some preferred QoL above possible health 
gains:

‘Just imagine, I’m totally changing my diet. Healthier, even more fruit and all 
that (…). What is it going to get me? How many more years will I be given and 
what’s the QoL in those additional years? Well, I don’t think that it will be much 
good to me.’ (P05, Male, 74, AMI)

Participants seemed to have a more negative attitude toward lifestyle-related 
secondary prevention when the positive effects of these modifications were 
not perceptible on the short term, as for example in lowering alcohol and fat 
consumption. In view of their age, they doubted if modification of these LRFs 
would contribute to their health:

‘You know, salting things just a bit less. I don’t know. But I will be 82 next July. 
And, I think, if I have to deny myself everything, than I don’t want to get that old. 
But I do want to enjoy my life.’ (P11, Female, 81, AMI)

Some participants also realised that lifestyle modifications could actually 
contribute to a better QoL. For example, participants’ believed that physical 
activity helped them to remain independent: 

I: ‘And how did you come up with the idea of doing this [walking back and forth 
through the living room]?’ 
R: ‘Well, use your brains, thinking I want to get better. Or maybe hoping that I 
could still return to my own home. Being independent.’ (P12, Female, 83, HF, 
temporarily living with her daughter at home)
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Social influence
Feeling both encouraged and hindered by family members 
Spouses played an important role in participants’ health habits. For example, 
cohabiting participants reported that they did the groceries and the cooking 
together. In most cases, spouses joined participants when a salt-restricted diet 
was imposed. Therefore, diet modifications were easily made and participants 
felt supported by their spouse. Children also had an important supportive 
influence on their diet: 

‘When we’re eating, I‘d say, we will eat fresh vegetables as much as possible 
and not a lot of meat. These are the things that they [kids] told us. I always 
used to bring a bowl of yoghurt. Now they say: why don’t you put some blue 
berries in it? So then I do that.’ (P04, Male, 81, AMI)

Family members encouraged participants to be physically active. However, 
some participants with physical limitations experienced that they were unable to 
meet the expectations, which sometimes led to frustration: 

‘Then I have to gather the courage [go walking outside]. And I’m honest with 
you.(…) I’m being told every time [by spouse and kids]. But then I think, yeah 
whatever, it’s OK.(...) It goes in one ear and out the other [laughter]. And I say it 
every time..You don’t feel my body. I would like to [walk], but I can’t do it all the 
time.’ (P01, Male, 77, HF)

Other participants experienced that family members slowed them down in 
physical activity because they were concerned that the participant went beyond 
their limits: 

‘My wife too, she’s always like: ‘She [physical therapist] said, do it 15 times, so 
why do you do more?’ But that is probably my perfectionist nature. One time 
I would accept it and another time I’d think, woman, what do you know!’ (P04, 
Male, 81, AMI)

The healthcare professional says so 
Participants with chronic heart disease received advice from many healthcare 
professionals through the years. In general, patients found it important to adhere 
to these advices.

‘When I get instructions and do things the wrong way, I will blame myself. I 
can’t go like, I got advice and just put it aside. That isn’t right, is it? You’d best 
do as you’re told, otherwise you might as well not have gotten admitted.’ (P03, 
Male, 73, HF)
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However, participants were sometimes critical about the different advices they 
received, especially when these advices were contradictory or when advices 
changed over time. As a result, participants were then making their own 
considerations or where searching for someone who could help to determine 
what advice they had to follow:  

I: ‘I actually hear you say that of a lot of different healthcare professionals 
advice you [about diet]. How do you determine your own path in this?’
R: ‘Well, by making an appointment with the dietitian. We need some kind of 
external authority. We have to separate the wheat from the chaff. And how 
do you determine what is wright? We are getting a little tired of it [all different 
advices].’ (P09, Male, 87, HF)

Some participants mentioned that the physician took their age into consideration 
when giving lifestyle advices. This, for example, led to more flexible advice 
regarding alcohol consumption: 

I: ‘So, what do you think when they say that one glass is better than two, and 
how is that for your heart?’ 
R: ‘Well, I haven’t noticed anything, no changes. But I once talked to one of them 
cardiologists. He said: you know, you’re 90 years old. What’s the difference 
between reaching 100 or 98? And I agree with that.’ (P06, Male, 89, HF)

Self-Efficacy
Experiences from previous lifestyle changes 
The majority of participants made lifestyle modifications earlier in life, mostly 
related to smoking cessation and diet modification. Self-efficacy was based on 
these attempts. Previous successful experiences gave people the confidence 
that they were able to maintain these lifestyle modifications:

‘No, that’s no problem at all [to maintain smoking cessation]. If they offer me 
one, I’ll just say no, even at birthday parties.’ (P03, Male, 73, HF)

However, some former smokers also reported several failed cessation attempts 
and mentioned that the cardiac event (e.g. AMI) was an important life event that 
gave them the perseverance to finally quit. 

Integrating advice in daily life
Participants sometimes perceived struggles on how to incorporate lifestyle advice 
in their daily life, for example regarding a fluid restriction or a salt-restricted diet. 
During hospitalisation, participants were supported by healthcare professionals 
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as their daily intake was registered and low-salt meals were provided. However, 
participants experienced that they had not developed skills during the admission 
on how to integrate these restrictions in daily life. 

’That is the hard part [restricting fluids]. How do you schedule that? And they 
say you must also count the yoghurt and pudding. (…) I found it hard to make 
sure to stay below that level. Measuring glasses and things like that.’ (P03, 
Male, 73, HF)

The internet was frequently mentioned as a source of additional information 
and tips on how to integrate advices in their daily life as this patient with a fluid 
restriction stated:

‘But I surf on the internet a lot, looking for advice (...). If you’re really thirsty, 
then you think, don’t cross the limit, because you got to save this amount for 
tonight.. And then I take one of the candy balls.’ (P12, Female, 83, HF)

Feeling limited by functional impairments
Participants experienced many functional impairments or comorbidities, e.g., 
fatigue, balance problems, fear of falling, and intermitted claudication which 
hampered their physical activity. In many participants, lower levels of self-
efficacy were observed due to these symptoms and comorbidities: 

‘I should exercise more. I should go outdoors more. But I was really tired for 
weeks. And I’ve been home for nearly two months now. I took the grandchildren 
out once, but I felt very insecure [because of muscle weakness in the legs].’ 
(P12, Female, 83 HF)

Only one participant reported that he followed a cardiac rehabilitation programme 
after the last admission. He mentioned that it helped him to safely explore his 
physical limits. However, many patients experienced that they lost confidence in 
their body and were insecure if their heart could handle physical activity: 

‘And I did become anxious, like: am I forcing myself? (…) I find that hard to get 
over and same with exercising, maybe. It took a while before I had the courage 
to go out again.’ (P09, Male, 87, HF)

Despite these functional impairments, participants’ daily routine stimulated 
them to stay active post-discharge. For example, being able to do groceries 
contributed to increased confidence in their abilities which stimulated them to 
go outside. 
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Discussion

This qualitative study aimed to explore older cardiac patients’ perceptions toward 
lifestyle-related secondary prevention after a hospital admission.

Related to the ASE-component attitude, participants’ perspectives regarding 
lifestyle were determined by their general health and habits. The last cardiac 
hospital admission did therefore not lead to new attitudes in most participants. 
Participants who experienced a higher health threat, for example because of 
symptoms post-discharge, felt more urgency to adhere to lifestyle-recommended 
regimes in the hope to prevent complications or a readmission. This is in 
line with health behavioural change theories, which describe that someone’s 
perceived susceptibility to a threat, i.e. risk perception, is an important motivator 
for behavioural change.23

Participants often questioned if lifestyle modifications at their age would 
yield any health benefit and mentioned that they preferred their QoL above 
some lifestyle recommendations. Although the current guidelines mainly focus 
on the prevention of recurrent cardiovascular events and mortality,3 the time-
to-benefit of some lifestyle changes might indeed exceed the life expectancy 
in older patients.24 Therefore, healthcare professionals need to explore older 
patients’ preferences and consider if lifestyle modifications would yield any 
advantages. This might lead to the shared decision that no new changes would 
be implemented in daily life. However, regardless of life expectancy, some 
lifestyle factors such as physical activity and weight management, have shown 
to improve QoL and reduce the risk of functional loss in older patients.6,7,25 These 
more short-term and patient-centred outcomes are important for older patients 
and may be a starting point when healthcare professionals discuss lifestyle 
modifications.

The ASE-component social influence indicated that participants felt 
encouraged by family members, especially in relation to their diet. However, 
mixed results were found regarding to physical activity. Although participants 
experienced that their children were mostly supportive, they sometimes 
experienced tensions when they were unable to meet these expectations. 
Furthermore, some tensions were caused by overconcerned spouses who 
restricted participants in physical activity. Previous studies showed the 
importance of social support from family members and friends in lifestyle 
modification and maintenance.26-28 Therefore, healthcare professionals may 
consider involving the social system when discussing lifestyle modification with 
older patients. Patients’ needs and barriers in lifestyle modification should also 
be discussed to reduce (the risk of) social pressure. 

In relation to the last component of the ASE-model, self-efficacy, previous 
successes in lifestyle modifications (e.g. regarding diet or smoking cessation) 
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contributed to higher levels of self-efficacy for new adjustments. However, 
participants also experienced barriers that reduced their self-efficacy. Some 
participants received new treatment regimens during hospitalisation, e.g. a fluid 
restriction, but had difficulties to integrate these advices at home. In accordance 
with Nicolai et al.28, participants also experienced barriers such as comorbidities, 
physical impairments and geriatric conditions (e.g. fatigue and fear of falling) 
that lowered their self-efficacy and limited them in their daily life. This suggests 
that older cardiac patients might need more guidance post-discharge to help 
them continue prescribed regimes at home. For example, they may benefit 
from interventions that improve continuity of care, such as transitional care 
interventions.29 Furthermore, functional support post-discharge, e.g. by (home-
based) physical therapy, may contribute to improve patients’ functional status.30

Strengths and limitations
This qualitative study provides data on older cardiac patients’ perceptions toward 
lifestyle-related secondary prevention. Evidence in this population is limited and 
their perspectives are even less examined. By use of the ASE-model, we were 
able to identify important themes for older cardiac patients. We explored their 
perspectives toward lifestyle-related secondary prevention and our findings may 
help to improve care in this population.

Several limitations should be considered. First, a low number of women 
participated in this study. Gender differences are associated with other LRFs, 
other manifestations of cardiovascular disease and other treatments.31 However, 
the outcomes in our study might be generalisable as, regardless of gender, 
patient-centred outcomes as QoL, symptom relief and functional independence 
are important to all older patients.11 Second, our interview guide followed the 
LRFs that were mentioned by participants. We did not discuss motivation toward 
non-reported LRFs and it is possible that they did not consider or recognise them 
as important. Although this may limit our results, participants’ perspectives were 
leading during the interview which resulted in minimal direction of the interview 
by the researchers. Finally, we did not select participants on the presence of one 
or more LRFs. This has led to a study population that in general reported that 
they already had adopted a healthy lifestyle. Although we aimed to have a non-
judgmental attitude during the interviews and participants were told that their 
answers were confidential, socially desirable answers could not be fully excluded 
and may have influenced their answers.

Conclusion
Most older cardiac patients made no lifestyle modifications after the last hospital 
admission and balanced possible health benefits against their QoL. Functional 
impairments frequently limit implementation, in particular of physical activity. 
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Patients’ preferences and patient-centred outcomes focusing on QoL and 
functional independence may be the starting point when healthcare professionals 
discuss lifestyle in older patients. The involvement of family members may help 
patients to integrate lifestyle-related secondary prevention in daily life.
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Appendix 1: Interview guide 

Introductory questions
1. You were recently admitted to the Cardiology ward because of (…).

Can you tell me what happened please? 
a. How serious did you think your reason for hospital admission was? 

2. What could have made you suffer from (…)/being diagnosed with (...)?
a. Can you tell me how you feel about being diagnosed with (…)? 
b. Do you worry about suffering from (…)? 

3. How likely do you think it is that what happened to you (….) can happen again? 
4. Do you think that there are habits in your lifestyle (now or previously) that 

may have affected the development of (…)?
a. If so, what effect do you think this has on the development of (…)?
b. If not, how do you think that this (…) has happened?

5. How much effort do you spend on working on your health?
Do you see this as important?

If no lifestyle factor is mentioned:
You indicated (in question 4) that you do not really think working on your 
health as being important. 

- Can you tell me a bit more about that please? 
- How do you try to work on your health? 

Probing (after introductory questions)
Okay, you think that these lifestyle factors (…) have contributed to the problem. I 
would like to find out more about that. Is it okay with you if we talk about these 
things some more now? 
6. You answered (in question 2) that you think lifestyle factor (…) may have had 

something to do with the problem. Is this something that is on your mind?
a. What are your thoughts about this?
b. How do you feel about this?

7. Have you ever received information about (…)? 
a. Can you tell me more about this?
b. What did you think about this information?
c. Who gave you this information? 

8. We now know that it can be quite difficult for people to work on their health 
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because it is sometimes difficult to chance everyday habits. Do you find it 
difficult to work on your (...)? 

a. Can you tell me more about that?

We just talked about lifestyle factor (...). You said that (...) is important to you.
We know that the environment can be important in maintaining or changing 
everyday living habits. Sometimes other people are very helpful and supportive 
while in other cases it may well be that other people can make the changes more 
difficult. 
9. How involved are the people around you (for instance, your partner, children 

or others nearby) with you when it comes to (…)? 
a. Can you tell me more about that?

10. Do you feel supported by the people around you when it comes to (…)? 
a. Can you tell me more about that? How do you feel about this? What 

makes you aware of this?
b. How does this affect you (…)?

11. Are there other people around you also who do not really support you when 
it comes to (…)? If so:

a. Can you explain this more? What makes you aware of this?
b. How does this affect you (…)?
c. How do you cope with this?

12. We just talked about what you would like to work on (or what you might 
already be working on). We know that some people find it very difficult to get 
started on this. 

a. How is that for you? 
i. Positive: apart from the factors mentioned earlier, are there any 

other factors that help you do well? 
ii. Negative: apart from the factors mentioned earlier, are there 

any other factors that make (…) more difficult? 

13. Do you think you are able to make lifestyle changes related to (…)? 
If yes:

a. How would you do this? Or, how have you done this?
b. What (else) do you need?

If no: 
c. Why do you think that you are unable to make lifestyle changes related 

to (…)?
d. What would you need/what would help you to be able to do (…)?
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14. Have you made previous efforts in relation to (…)? 
If yes:

a. Can you tell me more about these? 
b. What made them work/not work at that time?
c. Can you mention specific times when they did/did not work?
d. Do you know why you relapsed with (…)?

If no: go to question 15.

15. You just mentioned in (…) that you feel able to make lifestyle changes related 
to (…) and that you will start (…) to make them.

a. How does that look to you now?
b. What timeframe do you have for your plan?

16. How much effect do you think that (…) has on your health? 
a. What expectations do you have about this?
b. Are there any other advantages to you that could play a role?

17. Apart from focusing on (…), are there other things that you do for your health 
on a daily basis? 
If yes:

a. Can you tell me more about these?
→ Go back to questions 5-16 about other mentioned lifestyle factor
If no: go to question 18

18. Are there other changes that you would rather not do anything about?
a. Can you tell me more about these?
b. What makes you not want to change these? 
c. Have you thought differently about this in the past?

19. Do you do anything else to prevent ending up in hospital again? 
a. Can you tell me more about these?
b. What makes you see this as important/not important?

20. Are you taking any medications?
a. Can you tell me more about these?

21. Are there any medications that you deliberately forget to take at times? 
a. What causes you to do this/not do this?

Conclusion
22. Are there any other lifestyle improvements that we have not discussed yet 

but that you would like to address? 


