
Effect of Spiritual Care on Post-traumatic Stress 
Disorder in Women With Acute Myocardial Infarction 

Introduction
Cardiovascular diseases are the first and most common 
cause of mortality and disability in societies and are the 
reason for roughly one-third of deaths in the world (1). 
Their prevalence is increasing both in developing and 
in developed countries (2,3). Moreover, they account 
for approximately 46% of all deaths in Iran (4) and it 
is estimated that more than 300 death per day in Iran 
is due to myocardial infarction (5). Among all heart 
diseases, ischemic heart disease, especially acute coronary 
syndrome, is the most common disease that can lead to 
heart attacks, angina, and even sudden cardiac death (6).

The results of different studies have shown that in 
addition to traumas that stem from natural disasters (e.g. 
earthquakes, floods, etc) and man-made disasters (e.g. 
accidents, wars, etc.), life-threatening diseases such as 
heart attack can cause psychological problems as well as 
post-traumatic stress disorder (PTSD) (7,8). Depression 
and anxiety symptoms are common in these patients due 
to the changes that occur in the ongoing course of their 
lives after a heart attack (7). Since a heart attack is of a 
sudden and unexpected event, it can lead to psychological 
problems. In other words, myocardial infarction is a 

traumatic event (7,9), and some studies have shown that 
one eighth of patients with a heart attack develops PTSD, 
which itself can increase the risk of the next stroke (5). 
After a heart attack, 0% to 22% of the patients are affected 
by PTSD and are 3 times more at risk of PTSD than normal 
people. These patients are also more prone to depression 
and anxiety (10).

PTSD is a long-lasting condition of emotional stress that 
is caused by trauma or severe psychological shock. This 
state, mainly as a sleep disorder, is a frequent reminder 
of the traumatic experience and ultimately results in 
isolation from others as well as the outside world (8,11). 
The incidence of this disorder in different accidents shows 
various patterns, such that its rate in violence-related 
injury (such as motor vehicle crashes, homicide, domestic 
and school violence, etc.) at one month post-injury ranged 
between 11%–60.9% (12).

PTSD can interfere with normal life and can hinder 
daily chores (13). Furthermore, anxiety disorders, 
depression, and PTSD have been identified as risk factors 
for atherosclerosis and coronary artery disease and can 
exacerbate coronary artery disease. There is a meaningful 
relationship between myocardial infarction and PTSD. 
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Stressful situations can increase the risk of atherosclerosis, 
the most important cause of myocardial infarction, by 
stimulating sympathetic adrenal, nervous stimulation, 
and platelet aggregation (8,14). Moreover, the onset of 
PTSD can reduce patients’ compliance with their drug 
prescriptions and undermine the clinical outcome of 
coronary artery disease. In addition, PTSD can increase 
the incidence of serious cardiovascular events (such as 
hospitalization due to myocardial infarction, angina 
pectoris, coronary artery bypass graft, or angioplasty) and 
mortality (11). Many studies have been conducted on the 
differences between women and men regarding the risk 
of coronary artery disease, risk factors, clinical symptoms, 
mortality, impotency due to myocardial infarction, and 
prevalence, as well as the severity of PTSD. Approximately 
90% of people experience at least one traumatic event 
during their lifetime; however, the prevalence of PTSD 
in life is only 5-6% in men and 12-14% in women (15). 
An important point in this aspect is that despite higher 
exposure of men to traumatic factors, the rate of PTSD 
in women (16) is almost twice higher than in men (15). 
Thus, some believe that women are intrinsically more 
vulnerable (17). In order to confirm this, in a meta-
analysis Tolin and Foa stated that among all traumatizing 
factors and considering the similarity of traumatic events, 
women are more susceptible to develop PTSD than men 
(18). In a similar study, Dobie et alstated that the incidence 
of PTSD in women is twice that of men (19). Studies have 
also shown that the duration of PTSD in women and men 
is 5 and 2 years, respectively (19,20); hence, it is important 
to pay attention to it. 

Different treatment methods for PTSD have been 
identified. Psychotherapy and drug therapy are among 
the strategies for the treatment of PTSD (5). The standard 
treatment of PTSD is psychiatric counseling, like cognitive-
behavioral therapy (CBT), and selective serotonin 
reuptake inhibitors (SSRIs) (16). Since the used drugs can 
have adverse effects on the patient heart and exacerbate 
his condition (such as increased blood pressure, risk of 
dysrhythmia, and the possibility of another stroke) (5) the 
use of non-drug methods such as religious-spiritual care 
can be helpful. Several studies have shown the relationship 
between spirituality and religious beliefs with mental 
health and adaptability, such that these individuals usually 
have less anxiety, depression, and psychological damage 
(17). A study of 309 cardiac patients in Michigan showed 
that those who use religious confrontation are less likely 
to develop depression and anxiety and recover faster 
(18). Many studies have shown that spirituality is related 

to mental and physical health. This relation involves 
decreased mortality, reduced cardiovascular disease and 
blood pressure issues, less substance abuse, and improved 
recovery from illnesses (13). Also, spiritual care has been 
able to reduce the anxiety and stress of patients’ families 
admitted to the CCU and increase their compliance 
and satisfaction (21). Religious affiliation is positively 
associated with mental health, and religious people have 
less psychological distress and more satisfaction with life 
(22).

In addition to the higher occurrence of PTSD in 
women than in men, the results of studies have shown 
that comfort  and psychosocial compatibility following 
myocardial infarction are significantly different in women 
and men, namely, women experience lower life quality, 
they have difficulty in getting along with the disease, 
and they are more likely to be anxious, depressed and 
suffer from sleep disorders (23). However, according to 
Francis, women throughout life are more religious than 
men (24), but unfortunately, their mental health is not 
better than men (25). McFarland also showed that the 
higher the religious beliefs in older men, the lower their 
depression, while women are not similar (26). Therefore, 
showing the effect of spiritual care on the incidence of 
PTSD in women after acute myocardial infarction (AMI) 
is important. Bormann believes that despite the evidence 
that spirituality and religion can be considered one of the 
sources of compatibility in many people, little spiritual 
intervention has taken place on PTSD (27). Since no study 
has been carried out on the effect of spiritual care on PTSD 
in women with AMI, this study aimed to investigate the 
effect of spiritual care on the incidence of PTSD in women 
with AMI, who were hospitalized in the CCU.

Materials and Methods
This one-way blind clinical trial was conducted in 2018 
on patients with AMI who were admitted to the CCU of 
Amir Kabir Hospital in Arak. To determine the sample 
size, based on a similar analysis in Momeni Ghale 
Ghasemi et al study (13), using ( ) ( )( )2 2 2

/2 1 1n z z kα β σ ε≥ + +

, taking into account the probability of the first-type error 
0.05 1.96zαα = ⇒ = , the test power 1 0.80 0.84zββ− = ⇒ = , the 

effect size 0.65θ ε σ= = , and taking into consideration 
the probability of falling, 40 subjects were included for 
each group. Therefore, 80 female AMI patients who met 
inclusion criteria entered the study and were divided into 
the intervention group (40 subjects) and control group 
(40 subjects) with randomized allocation using a block 
approach.

The inclusion criteria were diagnosis of AMI by a 
cardiologist, femininity, alertness, being a Farsi speaker, 
being Muslim, having no known psychological illness 
and not taking psychotherapy drugs, not being mentally 
retarded, not having epilepsy, and full awareness of time, 
place, and identity. Also, the exclusion criteria were 
unwillingness to continue the study, having a second 

►► PTSD as an independent risk factor can increase mortality 
and complications of acute myocardial infarction. 

►► Spiritual care can reduce the occurrence of PTSD in 
women with myocardial infarction
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myocardial infarction or any severe and dangerous side 
effects such as severe heart failure, need for pacemakers 
and implantable shock devices, need for angiography, 
angioplasty, and coronary artery bypass graft surgery, 
passing away or changing the patient’s place of residence, 
and confronting any crisis during the study.

In this study, a spiritual care protocol was developed 
and employed based on the needs assessment of patients 
with AMI (Table 1). To develop a spiritual care protocol, 
the researcher identified their spiritual care needs through 
structured interviews and spiritual needs questionnaire 
with 10 patients suffering from AMI, who were admitted 
to the CCU. Then, the researcher developed a spiritual 
care protocol based on the Islamic approach with the 
help of a spiritual counselor to meet the patients’ needs. 
The content of the spiritual care protocol, designed to 
increase spiritual hopefulness, includes a content-based 
intervention that addresses the three main axes, including 
concern about the future, self-esteem, and feelings of 
guilt, to change the attitude of the patients. Spiritual 
care consisted of three half-hour sessions that were done 
individually on a daily basis (in the first three days of 
admission), during the work shift of the evening (between 
7:00-9:00) alongside the patient’s bed. For patients in the 
control group, the usual care was performed. 

Two questionnaires were used to collect information. The 
demographic and basic information questionnaires were 
completed at the beginning of the study and included age, 
education, per capita income, marital status, occupation, 
high blood pressure, blood lipids, diabetes, and smoking. 
A PTSD assessment checklist (PCL) was completed to 
determine the PTSD score and statistical frequency of 
subjects with PTSD one month later by calling the patient 
a person who was unaware of the control and intervention 
groups. This list was a self-reporting 17-point scale, used 
to assess the extent of PTSD. This tool was provided by 

Weather et al, based on the DSM diagnostic criteria 
Center in the United States. Five questions were related to 
signs and symptoms of re-experiencing a traumatic event, 
7 items were related to signs and symptoms of impulsivity 
and avoidance, and 5 were related to signs and symptoms 
of severe arousal (28). The list was computed in Iran by 
Goodarzi et al (29) at Shiraz University using the data 
obtained from implementing the list on 117 samples with 
Cronbach’s alpha coefficient calculated for the reliability 
of 0.93. Also, the validity coefficient of this list was 0.87 
based on the bisection method and the individuality of 
the questions. Scores in the questionnaire were such that 
the options: “not at all, very low, average, high, and very 
high,” scored 1 to 5, respectively. The total score of the 
questionnaire was (in the range of 17-85, with a cut point 
of 50.

The data collected by the questionnaires were entered 
in SPSS version 16. For analysis, descriptive statistics and 
computing central indicators and dispersion were used. 
Regarding the nature of data and their distribution, the 
chi-square test, Fisher’s exact test, independent t-test, and 
non-parametric Mann-Whitney U test were utilized.

Results
This study was conducted from August to November 
2018 in the CCU of the Amir Kabir hospital in Arak. 
Out of the 100 cases that were included in the study, 20 
were excluded: 7 cases due to lack of cooperation and 
not answering the calls, 6 cases due to angioplasty and 
coronary artery bypass grafting, 3 cases because of death, 
2 cases due to severe complications such as severe heart 
failure and need for a pacemaker, and 2 cases due to heart 
attack. Therefor, 80 patients completed the study.

Comparison between the two groups in terms of 
demographic and basic information is presented in Table 
2, which shows that there was no difference between the 

Table 1. Pattern of Spiritual Care

Session Subject Content

1st
Familiarity with the 
patient and expression 
of confidence

Introducing yourself to the patients, hearing their questions and concerns about their illness, their being away from 
family and relatives, life, etc.
Talking about the illness, diagnostic and therapeutic methods, the course of therapy and self-care to eliminate physical 
and emotional concerns
Effective use of non-verbal communication methods
The expression of the concept of trust, the reliance on the will of God, the constant presence and protection of God 
at all stages, and His ability to help
Establishing a positive attitude and increasing inner peace

2nd
Stating the significance 
of illness and improving 
self-esteem

Strengthening patients’ capabilities against disease-related constraints
Emphasizing patients’ strengths, defining new roles, and enhancing the sense of value
Helping patients’ autonomy in doing personal and routine chores by themselves
Strengthening the sense of bondage and closeness to the Almighty God
Encouraging the patient to perform religious practices and praying

3rd
Relaxation and 
strengthening 
spirituality

Explaining the material causes of the disease and relieving the patients’ concern about the consequences of past sins
Repentance, returning to God and getting closer to Him
Paying attention to God's mercy and his endless forgiveness
Reading Quran and praying and repeating and paying attention to its content by the patient
Increasing hope and emotional support with assistance from patients’ companions
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two groups regarding age, education level, per capita 
income, marital status, occupation, lipid profile, diabetes 
mellitus, and smoking; hence, the two groups were the 
same.

The mean and standard deviation of PTSD in the 
intervention group were 42.6 ± 6.6, lower than in the 
control group 50.4 ± 7.1 (Table 3). In other words, the 
PTSD score in the spiritual care group was significantly 
lower than in the control group after a month. Considering 
the quantitative nature of data and their non-normalized 
distribution, the non-parametric Mann-Whitney U test 
was used to compare the two groups. The frequency of 
patients with PTSD in the intervention group was 7 or 
17.5%, while in the control group was 26 or 65% (Table 4). 
Thus, the incidence of PTSD after a month in the spiritual 
care group was meaningfully lower than in the control 
group (concerning the qualitative nature of data, the chi-
square test was utilized to compare the two groups).

Discussion
This study aimed to investigate the effect of spiritual 
care on the incidence of PTSD in AMI women who were 
admitted to the CCU. A comparison of the patients in the 
intervention and control groups showed that there was 
no difference between them in terms of demographic 
and basic information, and the two groups were almost 
identical at the beginning of the study. The most important 
finding of the present study is that one month after 
intervention, the mean, and standard deviation of PTSD 
scores were significantly lower in the intervention group 
than in the control group. Also, the frequency of patients 
with PTSD in the intervention group was lower than the 
control group in a way the difference was statistically 
meaningful. In other words, spiritual care has prevented 
the occurrence of PTSD.

As far as researchers know, this is the first study on the 
effect of spiritual care on preventing the onset of PTSD 
in women with AMI. Several studies have investigated 
the effect of spiritual care on anxiety and depression in 
patients with AMI. The study conducted by Tajbakhsh 
et al examined the impact of religious-spiritual care on 
anxiety levels in 68 patients who underwent coronary 
artery bypass graft surgery at Baqiyatallah Al-Azam 
hospital. The results of the study revealed a significant 
decrease in anxiety levels following the intervention (30). 

The effect of poetry therapy (reading poetry), which is 
an art therapy method, was investigated on PTSD patients 
with myocardial infarction in Bushehr in 2015. In this 
study, four 45-minute poetry sessions were conducted at 
the time of hospitalization of the patient in the CCU, and 
similar to the present study, PCL was used to assess PTSD. 
The results indicated that the score of PTSD after the 
intervention was significantly lower in the intervention 
group than in the control group. Also, the mean PTSD 
score of the intervention group significantly decreased 
after the intervention, while the change in PTSD score of 

the control group was not significant (31). The results of 
these studies are in consistent with the present study.

Groleau et al concluded that the experience of a heart 
attack can be a serious injury to many patients and their 
families and may lead to negative psychosocial responses 
such as fear, anxiety, depression, and PTSD . Meanwhile, 
some scholars believe that responding to life-threatening 
events does not necessarily have a negative side effect and 
can lead to positive changes that may improve a patient’s 
recovery and adaptation to stress. In some patients, stress 

Table 2. Frequency Distribution of Subjects Under Study Based on 
Demographic and Basic Characteristics in Intervention and Control Groups

Demographic Situation
Intervention 

Group
No. (%)

Control 
Group

No. (%)

P Value

Age (Mean ± SD) 63.9 (10.4) 64.5 (11.5)  0.7

Education

Under the diploma 29 (72.5 32 (80)

0.07Diploma 11 (27.5) 5 (12.5)

Academic 0 (0) 3 (7.5)

Income

  <15 million IRR 13 (32.5) 16 (40)
0.4

  >15 million IRR 27 (67.5) 24 (60)

Marital status

  Married 40 (100 40 (100) 1.0

Occupation

  Housewife 31 (77.5) 29 (72.5)

0.5  Employee 8 (20) 7 (17.5)

  Free 1 ( 2.5) 4 (10)

Hypertension

  Does have 31 (77.5) 32 (80)
0.7

  Does not have 9 (22.5) 8 (20)

Blood lipids

  Does have 25 (62.5) 19 (47.5)

0.1  Does not have 15 (37.5) 21 (52.5)

  Does not have 9 (22.5) 19 (47.5)

Diabetes

  Does have 17 (42.5) 18 (45)
0.8

  Does not have 23 (57.5) 22 (55)

Tobacco use

0.1  Does have 0 (0) 4 (10)

  Does not have 40 (100) 36 (90)

Table 3. Comparison of Mean PTSD Score in the Intervention and Control 
Groups

Intervention Group
Mean ± SD

Control Group
Mean ± SD

P Value

50.4 ± 7.1 42.6 ± 6.6  0.000

Table 4. Comparison of the Frequency Distribution of Patients With PTSD in 
the Intervention and Control Groups

Having PTSD
Intervention Group

No. (%
Control Group

No. (%
P Value

Does have 7 (17.5) 26 (65)
 0.000

Does not have 33 (82.5) 14 (35)
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may also increase spirituality and religiousness, which is 
associated with increasing the patient’s success in adapting 
to stress (2). The present study aimed to reduce the 
negative aspects of this stress and strengthen its positive 
points by strengthening spirituality as one of the factors 
influencing the adaptation of individuals to different 
situations. Unfortunately, after a heart attack, attention is 
only paid to biomedical care, such as reducing risk factors 
or reducing the likelihood of a recurrent stroke; whereas 
the results of Groleau and colleagues’ study showed 
these patients are faced with a complex set of meanings 
and arguments that contain social, moral, and spiritual 
concepts as well as changes in personal values ​​and identity. 
Therefore, to respond to these changes, which are effective 
in adapting to the disease, healthcare professionals should 
be involved, talking to the patients about their  opinions 
of the causes of their disease, its impact on their identity, 
the consequences of facing death, their relationship with 
their family, and their spirituality. He emphasi z es that 
paying attention to spirituality is important in the patient’s 
adaptation to the disease, comfort, and identify i ng the 
patient’s personal and social concerns (2).
Unfortunately, few clinical trials have been conducted on 
the treatment of PTSD after myocardial infarction. In a 
review study,  Vilchinsky stated that despite numerous 
studies of post-stroke PTSD, and some evidence of its 
negative consequences, few interventions have been 
conducted in this regard which are mostly case reports. 
He further stated that only two studies have examined the 
effect of CBT and had a modest effect on the treatment 
of PTSD after myocardial infarction (6). Therefore, the 
use of spiritual interventions to prevent PTSD can play an 
important role in reducing the complications and risks in 
patients with myocardial infarction.

Limitations of the study
One of the limitations of this study was conducting it 
only in one center, and since patients who were admitted 
to the center may be socially and culturally different 
from other patients, it will be restricted to generalize 
the results. Furthermore, the diagnosis of PTSD was 
performed through questionnaires and phone calls, which 
do not have sufficient sensitivity to detect PTSD. Another 
limitation of this study was that spiritual care was taken by 
one person and only at certain times, while spiritual care, 
like other care, may be more effective when it is carried out 
continuously and by the entire care team. This requires to 
be considered in subsequent similar studies.

Conclusions
The results of the present study showed that the prevalence 
of PTSD in women after an acute heart attack is more 
common than the statistics in the studies that have been 
conducted so far. Considering that this complication is 
associated with many physical and mental-psychological 
consequences and often remains unknown and is not 

paid attention to until the patient has experienced severe 
and debilitating symptoms, therefore the implementation 
of spiritual care in time Admitting these patients to the 
cardiac special care unit can play an important role in 
preventing it. So Providing spiritual care by nurses in the 
CCU can reduce PTSD in patients with AMI. 
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