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Abstract. Background and aim of the work. Many factors influence the experience of acute myocardial infarc-
tion (AMI) and the well-being of affected patients; gender differences emerge in the patterns of influence, and 
women’s specificity is frequently highlighted. The purpose of this literature review is exploring in depth the experi-
ence of AMI in women. Methods. We selected and analyzed 44 articles on five factors strongly affecting women’s 
well-being after AMI: the delay in seeking treatment for symptoms, medical treatment, therapeutic adherence, 
social support and coping strategies. Results. The studies have attributed gender differences in the delay in seeking 
care for symptoms partly to a lack of information, but especially to socially built factors, such as the stereotypic 
belief of cardiac diseases as “male diseases”. Studies on the medical treatment show that women are less likely to 
undergo diagnostic tests and clinical treatment compared to men, but women’s older age may counterbalance 
the gender effect. Compared to men, therapeutic adherence appears lower in women, who find lifestyle changes 
more difficult to achieve; however, women rely more on social support, affecting positively their well-being. Also, 
women use more emotion-focused, evasive or fatalistic coping strategies; they are likely to minimize the severity 
of symptoms, to try to control the disease and to protect the significant others from the negative consequences of 
the infarction. Conclusions. Most studies highlight gender differences in the experience of AMI and in the patterns 
of influence of the factors we analyzed.
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Introduction

The epidemiological literature available on acute 
myocardial infarction (AMI) is quite extended and 
varied, and knowledge about this topic is spreading 
steadily. Many factors strongly influence the experi-
ence of AMI and the well-being of affected patients. 
Some of these factors emerge quite frequently from 
the previous studies: not only the delay in seeking 
treatment for symptoms (1) and in receiving the medi-
cal treatment (2), but also: the therapeutic adherence 
(3), intended as an active, voluntary and collaborative 
participation to the achievement of a therapeutic re-

sult (4); coping strategies (5), intended as the efforts to 
handle external and internal demands generated from 
stressful events (6); and social support (7), intended as 
an individual’s perception of how sources of support 
(family, friends and significant other) can act as a buf-
fer between stressful events and symptoms (8). 

As the recent literature shows, gender can influ-
ence the impact of the listed factors on the experience 
of AMI; nonetheless, women affected by AMI have 
been for a long time disregarded by research (9,10) and 
AMI was traditionally considered a “male disease”. By 
consequence, scarce attention was put on women’s risk 
factors (11), women’s symptoms tended to be described 
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as “atypical” (12) and the medical treatment has been 
shaped, for a long time, on a male model of cardiac 
disease (13); women have also been found to receive 
less pharmacological treatment compared to men, a 
fact not explicable by other factors like diabetes, age, 
symptoms or pre-hospital delay (14). This had impli-
cations on women’s well-being; in fact, if compared to 
men who have experienced AMI as well, quality of life 
was significantly lower among post-AMI female pa-
tients despite similar age, treatment, and clinical data 
of men (15). 

Since then, substantial progress has been made in 
this kind of research; still, despite the recent literature 
considers the female population affected by AMI, most 
studies treat gender as a socio-demographic variable, 
for descriptive purposes; only few studies draw gen-
der-specific conclusions, comparing men and women 
as two different samples, and considering gender as 
an explanatory variable of the differences observed in 
AMI patients, at various stages of the disease.

The purpose

Given these premises, the purpose of this lit-
erature review is exploring in depth the experience 
of AMI in women, focusing on women’s well being 
during the different phases of the disease. We analyze 
the previously listed factors, affecting the well-being 
of AMI patients: at the onset of the event, the delay 
in seeking treatment for symptoms, and after the in-
farction, the medical treatment, therapeutic adherence, 
coping strategies and social support. 

We suppose that the more knowledge on the dis-
tinctiveness of women’s experience of AMI is produced 
and diffused, the more health professionals will be able 
to offer personalized care and proper assistance.

Method

To pursue the above purpose, we selected ar-
ticles on the basis of the following inclusion criteria: 
the subject had to be among the factors we chose for 
our analysis; the analysis had to emphasize sex differ-
ences or to be focused on women; the articles had to 

be published on international peer-reviewed journal in 
the last 20 years (1994-2014); the language had to be 
English. The exclusion criteria were the following: the 
lack of separation between men’s and women’s results, 
thus the lack of gender as an explanatory variable, 
and the strict consideration of biomedical variables or 
pharmacological issues, without reference to our cho-
sen factors.

In our selected databases (CINAHL, MED-
LINE, PsycINFO, Psychology and behavioral Sci-
ences Collection, PubMed), we inserted the following 
keywords: “myocardial infarction”, “women”, “gender 
differences”, “sex differences”, and keywords for our 
chosen factors, separately and in various combinations: 
“delay in seeking care”, “delay in seeking treatment”, 
“delay symptoms”, “medical treatment”, “medical care”, 
“therapeutic adherence”, “compliance”, “concordance”, 
“self-care”, “coping” and “social support”. The research 
gave us 67 articles, but we excluded 23 articles from 
this set, following the exclusion criteria we established. 
We thus analyzed 44 articles, among which 3 could be 
mentioned both for social support and coping strate-
gies, and one could be mentioned both for therapeutic 
adherence and social support, for a total of 48 themes 
(N=48). The flow chart below illustrates the topics ad-
dressed in the articles selected for this literature review. 

Results

Delay in seeking treatment for symptoms 
This is the most investigated topic (N=14 articles) 

among the factors we chose for our analysis; one pos-
sible explanation is the recognition of the delay in 
seeking treatment for symptoms as a potential cause of 
higher mortality rate and increased risk of morbidity 
for post-AMI patients (16). Rosenfeld in 2001 (17) 
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highlighted that although it was acknowledged that 
women delayed longer than men before seeking help 
for symptoms of AMI, still few studies were able to 
compare the different factors affecting the decision of 
delay, across genders. 

From this study, some progress has been made, 
although in some cases gender continued to emerge 
as a secondary factor affecting the delay. For instance, 
Zerwic et al. (18) found that women did not delay sig-
nificantly longer than men, while African American 
delayed significantly longer than non-Hispanic White 
patients. 

However, many studies have recognized that dif-
ferent factors can determine the delay in seeking treat-
ment for AMI symptoms in women and men. For ex-
ample, Løvlien, Schei and Hole (19,20) analyzed in 
two studies the questionnaires reporting information 
on the year prior to first-time myocardial infarction 
completed by 149 women and 384 men;  they found 
that low education and low partner education predict-
ed prolonged delay in seeking care for symptoms men, 
but not in women (19); moreover, they found that the 
experience and interpretation of symptoms had more 
influence in men than in women (20).

In general, in more recent years the literature on 
AMI has started to show a tendency towards a more 
careful understanding of the major reasons that lead 
women with AMI symptoms to delay the use of medi-
cal care. Two main hypotheses can be developed on 
the reason for this delay: first, the lack of information 
on AMI symptoms and on the possibility that cardiac 
diseases affect women as well as men, and with slightly 
different patterns; second, the desire to control the 
situation and the fear of recognizing the symptoms of 
a heart-related illness. This latter one is supported by 
the work of Dempsey, Dracup and Moser (21), who 
analyzed sixteen women between the ages of 42 and 
82 years hospitalized in a coronary care unit after 
AMI, reporting a median delay time in seeking treat-
ment after the start of symptoms equal to 5.4 hours, 
with a range of hours of delay extending from 1.5 to 
144 hours. The authors ascribed the delay to the desire 
of the women interviewed to maintain control over 
themselves and their environment, with the result of 
ignoring the symptoms and resort to self-treatment, 
until the same symptoms were perceived as threaten-

ing. The minimization of symptoms was found also by 
Rosenfeld (16) in  a study involving 52 women hos-
pitalized for acute myocardial infarction, reporting a 
median time of delay in seeking treatment for AMI 
symptoms of 4.25 hours. The author described two 
main decision trajectories used by women when ex-
periencing symptoms of acute myocardial infarction: 
knowing that they had to seek help (found in 25 of the 
participating  52 women) and managing alternative 
explanations for their symptoms, minimizing them 
(found in 23 women). Semi-structured interviews de-
tected the use of these strategies, while standardized 
instruments allowed to find that lack of social sup-
port, personal control, heart disease threat, and neu-
roticism are predictors of the delay. This research has 
been extended through another article, relying on the 
same sample, published in the following year (22): it 
identified six common patterns of behavior during the 
decision time: knowing and going, knowing and let-
ting someone take over, knowing and going on the pa-
tient’s own terms, knowing and waiting, managing an 
alternative hypothesis, and minimizing. These patterns 
were then grouped in the two decision trajectories de-
scribed in the previous work by Rosenfeld (16): know-
ing or managing. 

Other studies attributed the cause of women’s de-
lay in seeking treatment for AMI symptoms more to the 
first hypothesis, grounded on lack of information and 
on the wrong belief of not being at risk of heart attack 
as men are. While synthesizing the nursing literature 
on women’s delay in the treatment of symptoms, Lefler 
(23) identified the reasons for this delay in severity and 
specificity of the symptoms, atypical presentation of 
symptoms, differences in event perception according 
to gender roles, the interpretation and the attribution 
of symptoms. Lefler and Bondy (24) produced a meta-
synthesis indicating that women, especially the oldest 
ones, delay their access to medical care for various rea-
sons, in particular related to the misinterpretation of 
cardiac symptoms, symptoms that can be attributed to 
other diseases. The same reasons for the delay already 
described by Lefler (23) were resumed, additionally to 
the presence of other chronic illnesses able to confuse 
AMI symptoms, beliefs of self-perceived low vulner-
ability to heart attack, and engagement in various other 
coping mechanisms. The hypothesis on the lack of in-
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formation on symptoms was supported also by Martin 
et al. (25), who found that in a sample of 157 male and 
female AMI patients comparable on age, cardiac risk 
status, medical history, symptom presentation and oth-
er features, women were less likely to recognize AMI 
symptoms as cardiac symptoms.

Both the hypotheses on the causes of the delay in 
seeking treatment were supported by a study of Mos-
er et al. (26), who interviewed 194 AMI patients to 
identify sociodemographic, clinical, social, behavioral, 
cognitive and emotional factors contributing to the 
delay. The authors did not find significant differenc-
es between men’s and women’s delay, but they found 
gender differences in the reasons for the delay, espe-
cially on the dimensions of age, history of AMI, type 
of AMI (Q-wave and non-Q-wave), concerns about 
not wanting to trouble others, and prior knowledge of 
thrombolytics.

Reconciling the many underlying causes of 
women’s delay in seeking help for AMI symptoms, 
two qualitative studies described female patients’ con-
ditions during the event. First, Higginson (27) con-
ducted a study relying on grounded theory research 
approach on (25) post-MI female patients: the author 
found that women delayed for many different reasons, 
that could be grouped into the following categories: 
lack of recognition of symptoms, a preference for self-
medications and the perception of MI as a “male” dis-
ease. Second, Arslanian-Engoren (28), while analyz-
ing the oral descriptions of ten women hospitalized 
for a MI, found women’s treatment seeking decisions 
influenced by the following issues: attribution of the 
atypical symptoms to non-cardiac causes, minimiza-
tion of symptoms, mass media portrayal, male family 
member experience, knowledge deficit, unreal expecta-
tions, family insistence, and the type of pain due to the 
symptoms themselves.

The so far reviewed literature on the delay in seek-
ing medical care for symptoms identified mainly “indi-
vidual causes”, but several studies highlighted how the 
responsibility of the delay did not belong only to the 
individual. In particular, Schoenberg et al. (29), while 
conducting in-depth interviews with 40 middle-aged 
and older women at risk for MI and in general for 
coronary heart disease (CHD), found that besides the 
lack of information on the symptoms, the delay can 

be affected by social and structural constraints. Such 
constraints are the social construction of a norm on 
cardiac symptoms as “male symptoms”, the inadequacy 
of the interaction with the health care profession-
als, the competing social demands women face when 
threatened by a serious illness, and structural barriers 
delimiting women’s health care choices.

Medical treatment
As already mentioned in the Introduction, it is 

common evidence that infarcted women in general re-
ceive less medical treatment than men; we found no-
ticeable interest also for this topic (N=9 articles).

The main issue addressed in the reviewed studies 
was the reason for the diversity between the treatments 
usually received by women and those received by men. 
The main explanations for such diversity in the litera-
ture were fairly divergent from each other. Focusing on 
the fact that women are affected by heart attack later 
in life than men, some studies have attributed the di-
versity of treatments to age. Other studies have shown 
that belonging to the female gender is in itself a major 
explanatory factor for these differences.

One of the studies proposing the explanation of 
age is by Williams, Fraser and West (30): relying on a 
wide sample of post-AMI patients of both sexes, the 
authors showed that although women underwent a mi-
nor amount of clinical exams and received less medical 
treatment than men, those differences were attributable 
to age, more advanced among women (average age of 75 
years) than among men (average age of 66 years). Along 
the same line, Gevigney et al. (31) compared men and 
women after AMI: they found that during the first three 
months after the event women were subjected to diag-
nostic procedures less frequently than men, even though 
they were on average older than men in the sample (av-
erage age of 76 vs. average age of 64). Nonetheless, the 
authors concluded that age, not gender, was the crucial 
predictor of patients survival. In view of these results the 
authors wondered if mortality would have been lower 
among women in case the diagnosis and therapies had 
been similar for both sexes.

A reference focusing on gender as the reason for 
the difference in medical treatment is instead the study 
of Clarke et al. (32), also conducted on a large sample 
of patients with AMI. The results of this study showed 
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that although the female members of the sample were 
on average older than the male members of the sample, 
and that the probability of admission to cardiac care 
was decreasing as age increased for both sexes, older 
women still had a lower chance of being admitted to 
the coronary unit than men of similar age. So, men and 
women at later age did not receive the same treatment .

Also Garavalia et al. (2), relying on a sample of 
676 women and 1420 men after AMI, showed that 
women received fewer treatments (eg. anti-anginal 
medications, beta-blockers and calcium channel in-
hibitors) compared to men; this happened despite the 
fact that women were older and that one month after 
AMI they reported worse physical health and more 
severe symptoms, if compared to men. Accordingly, 
Wilkinson et al. (33) showed, by means of an obser-
vational follow-up study, that women were less treated 
with thrombolysis and had substantially less probabil-
ity of being discharged taking beta-blockers compared 
to men, despite women’s older age, thus confirming 
the previous findings (2). The authors also found that 
women had less probability of survival in the 30 days 
immediately following the acute myocardial infarction, 
and this excess risk persisted even when adjusting for 
age, severity of infarction and other variables. 

The evidence of lower medical care provided to 
AMI female patients, compared to male patients, is 
found also for cardiac rehabilitation programs (34), 
frequently not adapted to women’s needs, as the pres-
ence of emotional support (35). Gender seemed a 
discriminating factor also for the probability of post-
AMI surgery. For example, Nante et al. (36) found that 
for myocardial infarction, but also for other coronary 
artery diseases like chronic ischaemia, chest pain and 
angina, male patients had more probability of be-
ing subjected to revascularization interventions, even 
when adjusting for age and other risk factors. 

As a conclusion, we mention the study by Vac-
carino et al. (37), explaining the higher probability of 
death two years after the AMI detected for women, 
compared to men. The authors, after having ana-
lyzed data on 384,878 patients (155,565 women and 
229,313 men) from 30 to 89 years of age, pointed out 
how this higher risk could be found in younger women 
(less than 75 years), not in the older ones, suggesting 
that gender was likely to be a risk factor in the process. 

Among the possible explanations for the higher risk of 
death among younger women, the authors mentioned 
the lower rate of use of established treatments for 
myocardial infarction, such as aspirin, beta-blockers, 
and thrombolytic therapy.

Therapeutic adherence
Even for therapeutic adherence and self-care 

(N=8 articles), gender differences might still be driv-
ing the specificity of women’s well-being after AMI: 
for example, the requested change in lifestyle fol-
lowing the infarction might be more problematic for 
women. Radley et al. (38), when comparing the quan-
tity and variety of problems encountered by 60 women 
and 60 men affected by AMI during the month after 
hospital discharge, found that changes in lifestyle, to-
gether with current medical conditions, were the most 
mentioned problems by women; on the contrary, men 
mostly mentioned work-related issues and financial 
problems. A following statistical testing ascertained 
how the problem of lifestyle changes was significantly 
correlated to gender and social class. 

 Kirchmayer et al. (39) studied the therapeutic ad-
herence of 3920 AMI patients aged between 35 and 
80 years old, in the year following hospital discharge; 
women, who represented the 26.8% of the sample, 
showed lower therapeutic adherence than men for any 
type of drug, most notably for the intake of statins. 
Concerning poly-therapy, the authors found lower 
probability of adherence for women in univariate anal-
ysis, an evidence that persisted even when adjusting for 
the background variables of the patients, in the multi-
variate analysis.

Another study (40) showed that age, jointly with 
gender, could be a determinant of post-AMI recov-
ery: younger women, aged between 30 and 55 years 
old, proved more able to change wrong life habits (like 
smoke, unbalanced nutrition, scarce physical activity, 
high stress) and to decrease the responsibility towards 
others. Despite younger women’s increase in the ability 
to ask for help and to express their thoughts, feelings 
and needs, they still reported some difficulty in taking 
care of themselves, and avoid taking care of others. 

Gender differences in therapeutic adherence were 
highlighted in a study by Martin et al. (41) on a group 
of 157 post-AMI patients, 109 men and 48 women of 
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similar age. The authors found that after hospital dis-
charge, women were less likely to attribute their heart 
attacks to modifiable behaviors such as diet, exercise, 
smoking habits, and more likely to attribute them to 
pathophysiological unchangeable factors (such as he-
redity, concomitant diseases and history of cardiac dis-
orders). These attributions were negatively correlated 
to behavioral changes in lifestyle habits and to the 
reduction of improper behavior. Gender differences 
were present also in the retrospective cohort study by 
Lauffenburger et al. (42) on AMI patients older than 
64: the authors found lower therapeutic adherence for 
women compared to men, regarding in particular the 
intake of angiotensin-converting enzyme inhibitors/
angiotensin receptors blockers and beta-blockers.

A special case is represented by adherence to cardiac 
rehabilitation: Thow et al. (43), by means of three large 
cardiac rehabilitation programs implemented in the west 
of Scotland, showed that many post-MI female patients 
did not accept cardiac rehabilitation, after the referral. The 
authors suggested that to increase adherence, the cardiac 
rehabilitation programs, their structure and recruitment 
strategy had to address women’s specific issues.

Concluding, gender differences seem quite evi-
dent when observing therapeutic adherence and self-
care behaviors after AMI; nevertheless, these differ-
ences may be counterbalanced by the effect of age. 
Setoguchi et al. (44) found that in a representative 
sample of 1,625 low-income American patients affect-
ed by MI and aged more than 65, where the women 
represented the 80% of the total sample, the use of 
recommended cardiovascular drugs (statins,  blockers, 
and ACE inhibitors or ARBs) after discharge did not 
differ by gender. The combined effect of gender and 
age for therapeutic adherence after a cardiac event, 
including AMI as well, was found also by Dolansky 
et al. (45). The authors compared exercise adherence, 
measured as three exercise sessions per week, between 
men and women at different ages: exercise adherence 
proved constant across different age groups for women, 
whereas it was found higher in younger men compared 
to older men (aged between 70 and 86).

Social support
Concerning social support (N=10 articles), stud-

ies comparing male and female post-AMI patients are 

not so widespread; on the other hand, results focused 
on women can be found. Bowers e Buchanan (40) col-
lected reflections and dialogues of six women affected 
by MI, and aged from 30 and 55 years, through guid-
ed autobiographical group intervention; the authors 
showed how social support, including need for com-
panionship, emotional reassurance and understanding, 
was extremely important for the well-being after MI, 
in particular to compensate women’s increased physi-
cal and emotional vulnerability. While social support 
from family and friends was reported as generally sat-
isfactory, the participants reported a lack of attention 
and support from health professionals.

Similar results were obtained from the qualitative 
study by Sjöström-Strand and Fridlund (46) that relying 
on phenomenographic approach,focused on 14 post-
AMI female patients. Following hospital discharge, the 
social support received from family members signifi-
cantly reduced work and family stress; at the same time, 
a lack of social support by the medical staff was noticed. 
The results suggested the need to implement individu-
alized treatment plans and self-help groups to express 
common concerns and promote the exchange of infor-
mation. The importance of social support from family 
and friendship networks was highlighted also by the 
correlational, descriptive study by Kamm-Steigelman 
et al. (47), conducted with 59 women aged from 35 to 
64, who had experienced AMI; such support, together 
with religious faith, was positively correlated with a de-
crease in depressive symptoms, greater satisfaction with 
their lives and greater psychological well-being. Also 
Murphy et al. (48) found an association between lack 
of social support in women after an acute cardiac event 
(in this case, AMI or coronary artery bypass graft sur-
gery) and self-reported anxiety and depression in the 
year following the cardiac event.

Social support in women who experienced AMI 
was found correlated even to the progression of the 
disease itself. Wang et al. (49) showed that in a sample 
of 292 women, aged from 30 to 65 years, and hospital-
ized with AMI or unstable angina, the lack of social 
support increased the progression of coronary athero-
sclerosis. The progression of coronary atherosclerosis 
was measured as the change in mean luminal diameter 
from first to second measurements of 10 pre-defined 
coronary segments, and it was evaluated three-six 
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months after hospitalization and three years later. 
The authors found that even when controlling for age, 
smoking history, body mass index, menopausal status, 
and AMI diagnosis, significantly greater coronary ath-
erosclerosis progression was present among socially 
isolated women and among those who lacked emo-
tional support. High perceived social support was as-
sociated to a lower rate of atherosclerosis progression, 
in particular if women reported adequate interpersonal 
social relations and strong emotional support.

Regarding the differences between male and 
female post-AMI patients, five studies can be men-
tioned. The earliest is by Riegel and Gocka (50): the 
authors measured self-esteem, emotional distress, per-
ceived health status, interpersonal dependence and 
social support among 32 men and 32 women, one 
and four months after hospital discharge. The results 
showed that women and men adapted themselves to 
the consequences of infarction in different ways and 
along different trajectories. Social support appeared to 
be the factor that contributed more to the adaptation 
of the women, while this was not for men. Moreover, 
men and women experienced similar levels of adapta-
tion four months after the attack, although the trajec-
tory differed in the two cases.

Kristofferzon, Lofmark and Carlsson produced a 
literature review (51) and two studies (52,53) on cop-
ing strategies and social support of women and men 
after MI. The literature review shed light on gender 
differences in social support received after MI: men 
appeared more likely to involve their spouses in their 
recovery, and reported more support from their spous-
es, compared to women. Women reported less social 
support up to one year after the event, compared to 
men, and less help with household tasks from infor-
mal caregivers. Also, women received less information 
about the disease and rehabilitation, and they perceived 
lack of belief in their heart problems from caregivers. 

The two studies by the same authors relied on 
a sample of 74 women and 97 men, at the time of 
MI; the overall results showed that one month after 
MI, women reported lower physical and psychologi-
cal quality of life than men. But one, four and twelve 
months after MI, women perceived social support 
from friends, grandchildren and the staff of the church; 
differently, men perceived more support from their 

partner. These findings confirmed to some extent the 
evidence summarized in the previous literature review 
of the authors (51).

Although the patterns of social support may show 
gender differences, the general levels of social support 
may not highlight the same differences, especially for 
younger ages. Bucholz et al. (54), in an observational 
study in USA and Spain, categorized 3432 patients 
aged less than 56 years as having low or moderate to 
high perceived social support using the ENRICHD 
Social Support Inventory; low social support was en-
countered in the 21.2% of the cases. The authors found 
that men and women had similar levels of social support 
at baseline; on average, patients with low social support 
reported lower functional status and quality of life and 
more depressive symptoms at baseline and 12 months 
after AMI. When adjusting for individual specificities, 
low social support was associated with lower mental 
functioning, lower quality of life, and more depressive 
symptoms at 12 months, not with worse physical func-
tioning. Also, the authors did not find interactions be-
tween social support, sex, or country.

Coping strategies
Coping strategies are a very delicate issue for 

people affected by myocardial infarction. A patient’s 
coping style with stressful situations already influences 
the delay in seeking treatment for AMI symptoms; as 
recalled in section 4.1, the minimization of symptoms 
and the lack of acknowledgement of the possibility of 
a cardiac disease postpone the search for medical care 
at the onset of symptoms. The studies we selected on 
coping strategies of people who experienced AMI fo-
cus in part on gender differences and in part on women 
(N=7 articles).

Bogg, Thornton and Bundred (55), relying on a 
sample of169 male and 51 female AMI patients of 
similar age, analyzed coping strategies six months af-
ter the infarction according to the Coping Inventory 
for Stressful Situations (56). The results highlighted 
significant gender differences: women relied more on 
coping strategies than men and were more likely to 
face the stressful event through emotion-focused cop-
ing strategies. Despite this, women experienced great-
er emotional difficulties and reported lower quality of 
life compared to men.
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 Along the same line, a study by Panthee et al. 
(57) showed that men on average used more problem-
focused coping strategies than women, and that myo-
cardial infarction patients who relied more on prob-
lem-focused coping strategies reported better quality 
of life than patients relying less on them. 

The three studies by Kristofferzon, Lofmark and 
Carlsson (51-53) mentioned before for social support 
provided results also on gender differences in coping 
strategies of AMI patients. The literature review (51) 
reported that women used a variety of coping strate-
gies, more intensively than men. Moreover, female pa-
tients were more likely to minimize the impact of the 
disease, to postpone the search for treatment and to 
avoid telling their health problems to others. 

The other two studies by the same authors (52, 
53) analyzing coping strategies through the Jalowiec 
Coping Scale (58) on a sample of 74 women and 97 
men, confirmed the importance of gender differences 
at various stages after the infarction. One month after 
the event, women used more evasive and supportive 
coping and experienced a lower quality of life than 
men: women reported difficulties in handling the psy-
chological consequences of the heart disease. The au-
thors did not find statistically significant changes over 
time in most coping strategies for both sexes, except 
fatalistic coping, whose use decreased over time in 
men. Four and twelve months after the infarction, fe-
male patients relied on evasive coping more than male 
patients. Nevertheless, the most used coping strategies 
by both sexes during the year following the infarction 
were guided by optimism, self-reliance and a push 
to face events; the latter one showed positive conse-
quences on the patients’ well-being in the long term.

A study linking coping strategies to gender dif-
ferences in patients’ well-being after AMI was the one 
by Brink, Karlson and Alberg (59), focusing on 37 
women (average age of 72) and 77 men (average age of 
65) in the first five months after myocardial infarction. 
Although the infarction had negative consequences on 
the mental and physical well-being of all the patients, 
women proved to have a significantly lower physical 
quality of life than men. Moreover, while coping strat-
egies grounded on fatalism negatively influenced the 
patients’ health-related quality of life, minimization 
had the opposite impact.

If gender differences in coping strategies play a 
part in gender differences in the well-being of AMI 
patients, women will be likely to follow a specific path 
towards adjustment after the infarction event. This was 
proved by White, Hunter and Holttum (60), who con-
ducted a qualitative study on 5 women after their first 
MI, analyzing the collected data by means of Interpre-
tative Phenomenological Analysis. In this study, ad-
justment was conceived as the perceptions women had 
of their own cardiac event, the impact of the infarction 
on women’s relationships with others and coping strat-
egies they used to face the event. The results showed 
that women played down the severity of symptoms 
and the impact of infarction, expressing optimism and 
the hope that normality would have come back in their 
lives; this coping strategy could be linked to avoidance 
and minimization of the event, but also, as the authors 
stated, as a way of protecting others. The latter find-
ing is a sort of repetition of what was already found 
for women’s delay in seeking treatment for symptoms 
and women’s search for social support: very often these 
patients do not want to bother others for their health 
problems, and this has implications on their physical 
and mental well-being during and after the experience 
of acute myocardial infarction.

Conclusions

The studies we summarized in this review re-
port gender differences in the acknowledgement of 
AMI symptoms, in the pathway through medical 
care and recovery from AMI, and in the psychoso-
cial adjustment characterizing patients’ life after the 
infarction.

Regarding the onset of symptoms, the studies on 
the issue of delay in seeking care for symptoms and in 
the access to health care have attributed gender dif-
ferences partly to a lack of information, but especially 
to socially built factors. Among these factors, stereo-
typic beliefs of cardiac diseases as “male diseases” (not 
completely justified by the different levels of incidence 
of the disease in the two sexes) help reinforcing the 
perception of women’s symptoms as atypical. This kind 
of stereotypic beliefs modifies the patients’ and health 
professionals’ attitudes and behaviors towards acute 

10-Foà.indd   58 13/03/15   16:20



Factors affecting women’s well-being during the experience of acute myocardial infarction: a literature review 59

myocardial infarction. As a consequence, women are 
less able to recognize AMI symptoms and to attribute 
them to a cardiac disease; moreover, they do not un-
derstand the importance of a timely access to medical 
care, underrating the threat for the health and delaying 
the search for treatment.

For what concerns the stage of medical treatment 
after AMI, the research indicates how women have a 
lower probability to undergo diagnostic tests and clini-
cal treatment compared to men, even though women’s 
older age may play a role in explaining this difference.

 Gender differences in the experience of myocar-
dial infarction emerge also in the psychosocial adjust-
ment after the cardiac event. While men appear more 
worried about the repercussions the disease may have 
on their job and their financial situation, women face 
more difficulties with the required lifestyle changes 
and the physical consequences of the infarction. In fact 
women show lower quality of life than men, especially 
on the physical dimension of quality of life; fragil-
ity has also been observed in women’s general health; 
moreover, women are more likely to experience anxiety 
and depression symptoms.

Concerning therapeutic adherence and self-care 
behaviors, female AMI patients feel less responsible for 
their lifestyle changes, compared to their male counter-
parts; this results in lower adherence, even if the effect 
of gender may be counterbalanced by the effect of age.

In the end, several studies show that quality of 
life after AMI is linked to coping strategies and per-
ceived social support. Women affected by AMI try to 
keep control over the disease, to minimize the sever-
ity of symptoms, and to protect the significant oth-
ers from the negative consequences of the infarction. 
Consistently with this, AMI female patients use more 
emotion-focused, evasive or fatalistic coping strate-
gies; whereas problem-focused, more active coping 
strategies would probably be more appropriate to face 
the consequences of the acute cardiac event.

Compared to men, women rely more on social 
support; indeed, social support has a positive impact 
on the emotional and relational aspects of women’s 
quality of life, acting as a buffer for psychosocial ad-
justment after the infarction.

Concluding, the results summarized in this litera-
ture review offer insights on factors affecting women’s 

well-being through the experience of AMI. In partic-
ular, these patients’ well-being could be increased by 
a timely access to medical care, and by more service 
quality in the whole clinical pathway. This would in-
volve studying the representations that health profes-
sionals share concerning AMI, and verifying if these 
representations are distinguished according to the gen-
der of the patients. 
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