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Background: According to the Turkey Burden of Disease
Study, 10% of the national burden of disease is attributed
to cardiovascular diseases. Although the standardized coronary heart disease (CHD) rate is falling in general, CHD
prevalence among young people is rising. On the other
hand, as a result of increased life expectancy and higher retirement ages, the CHD rate among workers is also increasing. Therefore, work ability and return to work after diagnosis are important for population health and well-being.
Socioeconomic factors and working conditions may play a
key role as well as clinical conditions described in the literature that affect returning to work.
Aims: The aims of this qualitative study are exploring the
changes in employment and working conditions of the patients after acute myocardial infarction (AMI) and affecting
factors such as socioeconomic, personal and environmental.
Study design: Qualitative research.
Methods: The research population are fifty-three patients
who are engaged in paid employment when the people have
been diagnosed with myocardial infarction for the first time
between 2011 and 2012 at a university hospital coronary
care unit. We intended to reach the whole population. Twen-

According to the Turkey Burden of Disease Study, coronary heart disease (CHD) is one of the three diseases with
the highest mortality, and 10% of the national burden of disease is attributed to cardiovascular diseases (1). Although the
standardized CHD rate is falling in general, CHD prevalence
among young people is rising (2). On the other hand, as a result of increased life expectancy and higher retirement ages,
the CHD rate of workers is also increasing day by day (3).
People of working age who suffer from chronic disease are

ty-seven patients were contacted whose phone numbers
were accessible from the hospital records. Semi-structured
in-depth interviews were conducted with twelve patients in
a meeting room at the hospital. The interviews were tape-recorded accompanied by note-taking and the content analysis
method were evaluated.
Results: While many of the participants continued to work
at the same job by working less, one third of them said that
they were thinking about getting an easier job if they have
the opportunity. On the other hand, in most cases, there were
neither assessments about their work ability, nor changes to
their working conditions after AMI. They had to cope with
their conditions, such as economic or psychosocial, without
any support.
Conclusions: While the patients have to return to work for
economic and social reasons, they expressed uncertainty
about working after a diagnosis of AMI and could not reach
professional support to assess their work abilities. Therefore, specific algorithms and assessment tools to manage the
return to work of AMI patients would be useful.
Keywords: Employment, myocardial infarction, return to
work, working conditions

not considered employable. In particular, chronic patients who
provide for themselves have low incomes and have to cope
with poverty. This situation creates an economic burden for
both patients and their families (4).
Although some CHD patients undergo coronary angiography or coronary bypass surgery, some are monitored by medical treatment only. Some patients have other accompanying
chronic diseases and have to take at least 3 medications. This
may negatively affect their work lives and their quality of life
(5). Some factors described in the literature that may affect the
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return to work are complications related to disease, but socioeconomic factors play a role as well. Studies have found that
people with left ventricular dysfunction and low job satisfaction are less likely to return to work in particular (6,7). A study
conducted in 1990 in the United States found that older people
with coronary heart disease who are mentally weak and physically incompetent, black, insufficiently educated, have suffered from congestive heart failure and extracardiac vascular
disease, and belong to a low occupational class are more likely
to leave the labor force (8). According to a qualitative study,
favorable working conditions, work relationships, social environment, and economic status affect whether people return
to work (9). There are no studies that analyze how coronary
heart disease affects the working lives of patients and whether
they return to work in Turkey. The studies in this area would
provide important knowledge about conditions of CHD patients after their diagnosis. Since there are lots of factors such
as social, economic, clinical aspects, working conditions that
may affect return to work after diagnosis, qualitative research
methodology is preferred to understand the multidimensional
structure of the problem.
The aims of this qualitative study are to explore the changes
in employment and working conditions of the patients after
AMI and affecting factors such as socioeconomic, personal
and environmental.

MATERIALS AND METHODS
This is a qualitative study. This research aimed to interview
with the patients who were diagnosed with AMI in a university hospital for the first time between 31 December 2011 and
2012. These patients were working in a paid job when they
suffered from AMI, and were between 18 and 50 years old.
The records showed that there were 53 patients who met these
criteria. Of the 53 patients, 4 were female, and 53 were male.
We obtained the phone numbers of 27 patients and called
them. The 12 patients who agreed to participate in our study
were interviewed using a semi-structured questionnaire. All
patients were invited to the hospital and interviews were carried out in a meeting room by a researcher. The average interview time was 34.5 (15-57) minutes. Since none of the women
could be reached, they were not interviewed. The Local Ethical Committee has reviewed and approved the study protocol.
Verbal and written consent was obtained from all participants.
The participants were asked for their name, age, marital
status, educational status, occupation, job before diagnosis,
current working status, job after diagnosis, number of children and job status, as well as whether they have parents or
children in need of care. Participants were interviewed using a
semi-structured interview guide.
Balkan Med J, Vol. 33, No. 4, 2016

The interviews were recorded, transcribed and evaluated using content analysis. Content analysis was conducted manually. For statistical analyses, Excel 2007 (Microsoft Inc.; Redmond, Washington, United States of America) was used. The
texts were encoded separately by three researchers and then
a common list of codes was created to identify the primary
and secondary themes. The primary themes were identified as
quantitative job change, qualitative job change, and the idea
of quantitative job change. These themes were configured in
accordance with job insecurity literature. While quantitative
job insecurity was described as worries about losing the job itself, qualitative job insecurity was explained as worries about
losing important job features such as deterioration of working
conditions, demotion, lack of career opportunities, decreasing
salary development (10). Quantitative job change describes
the patient taking another job after the AMI, being retired or
quitting his job. Qualitative job change on the other hand describes the patient continuing to work at the same job, but with
changed duties or amounts of work. The idea of quantitative
job change means that the patient thinks about finding an easier job after the AMI. Other reasons affecting the working status include continuing to work for economic reasons, working
because of gender role, limitations in the social environment,
mental problems, feeling physically incompetent, work stress
and doctors’ views about the patients working.

RESULTS
All of the participants were male, and their average age was
43.9 (32-49). Before their AMI diagnosis, 1 of the participants
were working in the public sector, 8 were working for private
companies, and 3 of them owned their own business (Table 1).
While coronary angiography treatment was applied to all participants, none of them have undergone bypass surgery. The
average number of medicines used by patients was 6.5 (5-8).
While 5 patients had mild to moderate heart failure, only one
patient had another chronic disease without CHD. During the
interviews, while 9 patients were still working at the same job,
1 had been dismissed after the AMI. Two patients started another job voluntarily. While many of the participants continued
to work at the same job by working less, one third of them said
that they were thinking about getting an easier job if they were
given the opportunity.
It is been found that while quantitative job change was low,
qualitative job change was quite high. Most of the patients
started to work for less at the same job after AMI. One patient said, “I do not care about my work anymore. When I
am bored, I am getting out. It depends on my pleasure. I am
spending more time with my family than before. For example,
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TABLE 1. Descriptive characteristics of participants
Patient Number

Age

Marital Status

Education

Family Members in Need of Care

Job before Diagnosis

1

40

Married

High school

Yes

Financial advisor

2

49

Married

High school

Yes

Officer of the municipality

3

48

Married

Secondary school

Yes

Plumber in a gas station

4

45

Married

Primary school

Yes

Garden arrangements

5

45

Divorced

High school

Yes

Worker in a shopping center

6

32

Married

High school

No

Driver

7

49

Married

High school

No

Worker in a restaurant

8

38

Married

Secondary school

No

Shop manager in the private sector

9

49

Divorced

High school

No

Hotel restaurant manager

10

42

Married

Secondary school

Yes

Worker in their own business

11

49

Married

High school

Yes

Building contractor

12

41

Married

Secondary school

Yes

Worker in a company

I felt embarrassed yesterday and I didn’t go to work, despite
it being necessary’’. Also, some patients had the idea of quantitative job change. A patient explained this idea as: “If I find
more relax and less tired one, I would like to change my job.
But it seems that difficult to find more comfortable job’’. On
the other hand, in most of the cases, there was neither assessment about work ability, nor arrangements in working conditions after AMI. They had to cope with their economic or
psychosocial problems without any professional support.
There are many reasons which affect returning to work
after AMI. We showed these relationships in Figure 1. The
reasons were grouped as facilitators and barriers. While economic reasons and gender role may be facilitators of returning
to work with qualitative job change, limitations in the social
environment, mental problems, work stress and feeling physically incompetent may cause quantitative job changes such as
quitting their job, retiring or taking another job. Also, doctors’
views about the patient working may affect the idea of quantitative job change, or quantitative job change directly.
Facilitators of returning to work after AMI
Most of the people who continued to work in the same job
stated that they did not quit because they had to look after their
family and lacked economic means. A patient explained: “I
didn’t work for two months when I was in hospital. Because
of the rent money, electricity and water bills, all of my savings
ran out, and I got into debt. If I do not work, we will be out of
money. If I do not work, we will starve. So I must work”. One
patient said that even if he retired, his income would not be
sufficient. Therefore, he would still have to continue to work.
The patients stated that as males, they feel obliged to earn
money after their illness, and that if they do not work their
family will have economic problems. Moreover, five patients

said that they do not want to take advantage of the money
their wives earn because of gender oppression. According to
a patient “Looking after children economically is the duty of
the male as Turkish traditions suggest. Even if my wife goes
to work, I’m not the type of person to spend the money she
earns”.
Acute
Myocardial
Infarction

Mental
Problems

Work Stress
Gender
Role

Feeling
Physlcally
Incompetent

Limitations in
The Social Environment
(family, coworkers,
employer, doctor)

Have to Work
for Economic
Reasons
Quantitative Job Change
Quiting His Job
without Any
Earnings
Being Retired
Taking
Another Job

The Idea of
Quantitative
Job Change

Qualitative Job
Change
(Continuing to
work at the same
job with change
duties or
amounts of work)

Doctors’ Views
about the
Patient Working

FIG. 1. Conseptual framework of the themes and reasons used in the study
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Barriers of returning to work after AMI
Except for one person, all of the participants said that they
work less because of restrictions by social circles such as family, friends, and employers, or self-imposed restrictions. An
employer of a patient told him to take care of himself, not to
work too hard and to rest when he feels uncomfortable. On the
other hand, some patients feel that they have been excluded
from their work and social lives. Three participants said that
they do not want their illness to be mentioned at the workplace
and do not want to be reminded of it. A patient stated that he
does not discuss his illness since he does not want to be treated
differently. Patients who are working in paid jobs said that
their jobs are not secure. So if someone has to be dismissed,
they fear that it will be them because of their illness. A patient
said “If a medical report exempts me from work again and
again, my company may not accept that. Or they may hire
another person to take my place”.
Moreover, almost all the patients said that after the AMI
they felt fearful of death, discouraged, and neglected. They
stated that they wanted to enjoy social life, spend time with
their families, make time for themselves and were less interested in their jobs.
Seven of the patients thought that they are so physically incompetent and inefficient that they want to move away from
working life. A patient explained: “Even if I said that I’m unemployed and looking for a job, nobody will employ me. How
he will benefit from me? I’m not productive. I can’t give you
anything. I’m a half person now. I got fired and couldn’t find
a job. I’m still waiting”.
Half of the post-AMI patients said that they would get another job if they had the opportunity since they thought that
their current jobs negatively affect their health. These statements reveal that some situations that existed prior to the diagnosis, such as stress at work, being unable to earn as much as
they deserved, dissatisfaction, and work-home conflicts may
have significantly affected the patients’ subsequent working
status. A patient said: “Before, I wasn’t satisfied with my job.
Since the illness I hate it”. Patients often complained that they
were unable to obtain sufficient support from the cardiologist
or their workplace doctor after the illness. Most of the patients
think that after the diagnosis doctors should offer more effective advice about their working status and lifestyle. A patient
explained his expectations: “My doctor could have told me
that my life would never be the same again. He could have told
me what I should and should not do after the illness. He could
have offered me guidance”. Some doctors make restrictions
which are not based on sufficient information about the working status of the patient and make comments which negatively
affect the mental health of the patient. One of the patients said
that he felt fearful due to doctor’s attitude: “The doctor told
me that I could die at any moment if I do not take care of
Balkan Med J, Vol. 33, No. 4, 2016
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myself. That was rough since I was newly discharged from
hospital. It would have been better if he had told me gradually.
My mood had been much better when I had been discharged.
However, after I saw the doctor, I started to be afraid. He made
me feel down. I never saw that doctor again, anyway.”

DISCUSSION
In this study it has been revealed that while returning to
work was high, most of the patients were starting to work
less at the same job and some of them would like to find an
easier job after AMI. Furthermore, we found that changes in
working status after AMI have a variety of reasons including
social and economic status in particular. Most of the patients
continued to work due to their poor economic conditions and
gender role. Since the participants are male, they said that they
feel obliged to continue to work. It is also important that after
AMI, they felt ambiguity about continuing to work and were
unable to obtain sufficient support from their doctors regarding their working status.
The relationship between return to work and poor economic
conditions has been reported as our study by previous studies.
A study on patients who suffer from chronic back pain found
that they still continue to work in spite of their pain since they
fear losing their job and economic wellbeing (11). Similarly,
Slebus et al. (12) claimed that economic problems also contribute to making people return to their jobs after AMI. Furthermore, after the diagnosis, spending increases due to current illness expenditures and earnings decrease since patients
are unable to work at all or work for fewer hours. Patients may
have to cope with economic problems while they try to enhance their health. To avoid these kind of situations, patients
who are eligible to work should be encouraged to return to
their jobs and work in suitable jobs.
Concerns following the CHD diagnosis are also related to
gender roles. While men fear that they will fall behind at their
jobs, women have difficulty fulfilling their responsibilities at
home due to medical complications (13). Since men’s earning
are usually the main source of the family income, men are
more likely to return to work than women (14). The patients
in this study said that their main reason for returning to work
was that they have to look after their families’ economic wellbeing. Although this study produced no findings about female
gender roles, since all of its participants were males, the effects of male gender attitudes on returning to work after the
illness were strong. It is important to analyze the effects of
social gender roles in different social classes and cultures. In
societies where more women have jobs, the gender attitudes
about returning to work after illness may vary.

Şahan et al. Changes in Employment Status after Myocardial Infarction

This study found that the patients’ decisions to continue
working was affected by their families’, friends’, and employers’ suggestions, which may be restricting them from working. Some patients do not want their illness to be mentioned
in their social environments, and one of the patients has hidden his illness from his colleagues. This could be considered
social stigmatization. Stigma has been described as ‘the situation of the individual who is disqualified from full social acceptance’ (15). There are many studies about chronic diseases
leading to social stigmatization (16). It would be instructive to
conduct studies analyzing stigmatization. It is critical to give
detailed information both to patients and their relatives about
their competencies, daily activities, and work life. One study
found that social support after diagnosis with CHD has positive effects on healthy habits, handling stressful situations and
medication compliance. Therefore, the family and the social
surroundings at the workplace should be instructed on how to
behave and attempt to give the patients their lives back (17).
Our study shows that after AMI, patients may suffer from
mental problems such as depression, anxiety, fear of death and
discouragement. They may also feel physically incompetent.
Some other studies suggest that depressed moods, heart failure, arrhythmia, comorbidity or physical incompetence after
AMI reduce the percentage of people who return their jobs
(7,12,18-20). Returning to work mostly depends on the decision of the patient (7). Therefore, along with mental and physical problems, how patients see their health is also important.
Many studies suggest that patients who perceive their health
as poor are more likely to retire early or not return to their jobs
(19,21). If the patient does not have complaints about their
illness, feels good, gets support from their colleagues and is
provided with customized modifications at the workplace, it
makes returning to the job easy. However, poor motivation
and the job’s negative effects dissuade people from returning
to their jobs (12).
Some of the patients who were not satisfied with their working conditions said that they are less likely to tolerate them
and therefore work less, while high work control and fairness
in the workplace after CHD increase the likelihood of patients
returning to their jobs, and high work expectations reduce it
(22,23). According to one study, high stress levels at work
increase disability retirements after AMI, independent of the
prevalence of the disease, psychological status and perceived
health level (24). If patients are able get a paid leave of absence after AMI, then the percentage who return to work will
increase significantly. Most patients think that flexible programs with less working hours would also increase the likelihood of patients returning to work (25). There is evidence
that when flexible working conditions increase the control and
preferences of employees so that they can prepare their work
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plans or retire partially, it improves their health and wellbeing.
However, it is also known that flexible programs controlled by
the employer, such as fixed-time contracts and part-time work,
have negative effects on employee’s health (26).
Although it is known that doctors’ advice about patients’
working status facilitates their return to their jobs, most of
the patients stated that they were unable to obtain such advice similar to our study findings (12). According to a study,
after adjusting for age, sex, and type of intervention, only doctor’s advice remained strongly associated with return to work
(HR: 47.6, 95% CI 4.7–500). This shows that it is important
that doctors use their experience to make decisions while considering the physical, sociodemographic, and psychological
features of the patient (27). Using the cardiowork protocol,
which suggests cooperation between the cardiologist and the
workplace physician, makes it easier to return to work (28).
Some studies offer advice about how doctors should help patients to return their jobs; however, the health system lacks
sufficient legal regulations about this issue (29). Most doctors either make no comment about the working status of their
patients, or they merely give subjective advice based on their
own experience. Taking work conditions into consideration
along with the patients’ clinical and social situation, the support they need should be provided. Insensitive advice from
doctors, given without considering their social lives and working conditions, can affect them negatively. Moreover, analyzing all of the factors in patient’s life holistically and increasing
medication compliance with monitoring can also be helpful.
Qualitative research allows for the subject to be understood
through its detail, rather than analyzing causality in a specific
domain. It is important to note that qualitative study features
were strictly followed in this study e.g. face to face interviews
with the patients in a quiet place, using semi-structured questionnaires, recording and note taking by the researcher and independent data analysis performed by three researchers. It is
crucial to note that this study is the first of its kind in Turkey.
Its limitations include some patients refusing to participate in
the study, which meant that the number of cases was limited
to 12 male patients. Interviewing more patients, including females, and conducting this study in different types of hospitals
might provide more comprehensive information on returning
to work after AMI.
Specific algorithms are needed and should be developed
with the collaboration of different parties including cardiologists, workplace physicians, occupational safety specialists,
employers and employees to increase the workability and return to work after illness. It may be possible to keep chronic
patients on the job by giving them tailored work plans during the return period, suitable jobs, elaborated workloads and
modified duties (30). Doctors do not have a guide book of
Balkan Med J, Vol. 33, No. 4, 2016
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objective advice about their patients’ work status. To generate
such advice, detailed studies, including country-specific evaluations to the conditions, such as those in Turkey, should be
conducted. Doctors should learn to take an interest in the working lives of their patients, and appropriate in-service training
should be provided for them. Along with well-designed social
security policies, these patients should be supported by providing a decent work instead of exclusive approaches.
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