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Nowadays cardiovascular diseases (CVD) are 
of the main reasons of mortality in most of the 
high-income countries and low and middle-
income countries, and mortality rate of these 
diseases is so high in spite of new modern 

therapies and also using complex 
interventional and surgical techniques.1 
According to the statistics of the World Health 
Organization (WHO) death and disability 
resulted by CVD and brain stroke annually 
kills 12 million people all around the world. 

 Cardiovascular diseases (CVD) are of the main causes of mortality in the world 

and impose a heavy economic, social, and health burden on society. Therefore, the objective 

of this study was to determine the barriers and strategies for identifying and managing risk 

factors of CVD in levels of preventing, screening, and treating. 

 During present qualitative study with phenomenological approach, 60 subjects of 

cardiologists, nurses, patients, and their relatives were selected based on purposive sampling 

from educational-medical cardiothoracic subspecialty centers. Data were collected using an 

open-ended questionnaire and was extracted and analyzed with content analysis method. 

 Barriers were divided into three groups of individual barriers (low awareness, delay in 

referring for treatment and screening, incorrect beliefs, and not caring about health), socio-

economic barriers (high costs, lack of resources, mental and psychological pressures), and 

health care barriers (non-alignment of doctors, being therapy-oriented, managerial and 

planning weaknesses, and lack of health care facilities). The most important presenting 

strategies are: providing public educations, improving family physician program, reduction of 

costs, cooperation of patients, and using functional indices to evaluate and improve the quality 

of services. 

 Low awareness of people, high costs of services, lack of health care facilities, 

socio-cultural problems of people, and delay in referring of people, for treatment and 

screening are of the most important barriers of proper identifying and managing risk factors of 

CVD. Strategies provided in this study to overcome these barriers could be used. 
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This organization also estimates that if no effort 
is made to improve cardiovascular health and 
if the current trend continues, up until 2020, 
25% of healthy living years of life will be lost 
due to CVD and a high volume of this number 
would be related to developing countries.2 In 
Iran CVD are also considered as the most 
prevalent cause of mortality.3 Studies 
conducted in Iran show that without 
considering loss resulted from Bam 
earthquake, 320204 people died and the first 
reason in terms of number, is death resulted by 
CVD. In the same year, the number of deaths as 
a consequence of CVD was 72628 for men and 
62068 for women, a total of 134750 cases.4 

Therefore, according to the lack of 
resources in health care sector and increase in 
costs of health care system,5,6 we need 
providing strategies and conducting cost-
effective interventions and, of course, this is 
more important and obvious in CVD 
considering high mortality rate, high costs of 
cardiovascular cares, and low quality of life 
for cardiovascular patients.7-10 To do so, 
nowadays almost in all around the world 
primary cares such as prevention, screening, 
and proper management of potential patients 
is accepted strategy of all health and medical 
system not only in cardiac cares but also in all 
cases and lot of studies have been conducted 
in this field especially on cardiac diseases.11-13 
Iran also is not an exception in this case and 
fortunately during recent years primary cares 
have been properly set up and designed in our 
country and has had significant achievements 
in reducing load of diseases.14,15 

Results of reviewing texts show that there 
have been deficiencies in field of proper 
identifying and managing of risk factors of 
CVD.12,16 Therefore, the objective of current 
study is to determine barriers and strategies 
for identifying and managing risk factors in 
CVD in levels of prevention, screening, and 
therapy using qualitative study method by 
beneficiaries’ points of view. 
 

During present qualitative study which was 
designed and conducted in Educational-
Medical Cardiothoracic Subspecialty centers 

of Tabriz University of Medical Sciences, Iran, 
between June 2012 and December 2013, 60 
subjects of cardiologists, nurses, patients, and 
their relatives were entered into the study. The 
reason for choosing qualitative study method 
is the ability of this type of study in achieving 
inside story of participants and extracting 
their experience, knowledge, and silent 
information.2,17 Among different approaches 
of qualitative studies phenomenological 
approach was selected to investigate 
experiences of people and believe in this issue 
that there are essences of phenomena and 
experiences of life which could be understood 
and studied.18,19 Participants of this study are 
cardiologists, nurses of cardiovascular wards, 
cardiovascular patients, and families of 
patients. Some of patients and doctors could 
not participate in the study the former due to 
physical problems and the later due to lack of 
free time. These people were selected because 
of their high amount of experience and 
knowledge. Including criteria were: having at 
least 1 year of work experience in health and 
medical system for providers, having at least 
bachelor degree for managers and nurses and 
general practitioner degree for physicians, 
referring to receive cardiovascular cares for 
patients and passing at least 6 months from 
diagnosis of CVD. Excluding criteria were: 
lack of having free time, ability, and tendency 
to participate in the study. 

To select participants, a purposive 
sampling method was used. In this method, 

those people are selected as participants who 
have the highest and richest information and 

are able to properly share their knowledge 

with researchers.17,20 This was continued up 
to reach information saturation, which is 
when researchers feel that new information 
could not be acquired with continuing 

sampling.21 Finally, information saturation 
was gained in this study after the 
participation of 60 people. 

To collect data, an open-ended 
questionnaire was used which had been 
designed in this field using review of texts 
and ideas of expert people. To identify 
problems of questions and proper 
recognition by participants, first 5 of them 



Azami-Aghdash, et al. 

 

 
 JARCM/ Autumn 2015; Vol. 3, No. 4  199 

were completed by participants as pilot, and 
a questionnaire was finalized after 
troubleshooting. For patients and their 
accompaniers who had not ability or literacy 
to write, questionnaires were completed 
through an interview with them and writing 
down their speeches by trained questioner. 
To analyze data content analysis was used 
which is a method to identify, analyze, and 
report themes available inside the text and is 
very useful in analyzing qualitative data.22 
Data encoding were done by two researchers. 

Analyzing and encoding steps were as 
below: 

1. Multiple reading of questionnaire texts-
Data immersion (getting familiar with 
context of data-Immersed) 

2. Identifying and extracting primary 
codes 

3. Identifying themes (putting extracted 
primary codes in related themes) 

4. Reviewing and completing identified 
themes 

5. Naming and defining themes 
6. Assuring about reliability of extracted 

codes and themes (agreement between two 
encoders by discussion and removing 
disputed cases). 

For rigor of data peer check was used in a 
way that text of questionnaires and extracted 
codes were given to other colleagues, and 
their ideas were investigated and applied in 
results and also data immersion was also 
used which is a method to create rigor23 in a 
way that collected and summarized texts of 
questionnaires were reviewed for many times 
by researchers to get a full familiarity and 
complete comprehension. 

To consider ethical issues informed consent 
was received from participants of this study 
and people were free to leave the study at any 
point they wanted. Moreover, the objectives of 
the study were explained to participants at 
first. To conduct current study ethical 
approval was gained from the Regional Ethics 
Committee for Research located in Tabriz 
University of Medical Sciences. 
 

Participants of the study include 26 patients 

(with mean age of 48.3 ± 12.4), 7 
accompaniers of patients, 23 nurses (with 
work experience of 11.6 ± 4.6), and 4 cardiac 
specialists and subspecialists (with work 
experience of 14.2 ± 7.3). 

Barriers and problems of proper 
identifying and managing risk factors of CVD 
in triple levels (prevention, screening, and 
proper treatment) from participants’ points of 
view have been provided in table 1. 

As it is seen in table 1 generally in all 
triple levels low information and knowledge, 
lack of facilities, high costs, and shortage of 
time are of the most important problems and 
barriers for proper identifying and managing 
risk factors of CVD. 

Strategies to improve and remove barriers 
and problems available in proper identifying 
and managing risk factors of CVD in triple 
levels (prevention, screening, proper 
treatment) from participants points of view 
have been provided in table 2. 

As it is seen in table 2 generally in all 
triple levels increasing awareness of people, 
reducing the costs, increasing facilities, and 
removing social and economic problems of 
people are of the most important strategies to 
improve and remove barriers and problems 
available in proper identifying and managing 
risk factors of CVD from participant’s points 
of view. 

By summarizing mentioned barriers from 
points of view of participants of the study, it 
is possible to divide all of them in three 
general groups of personal barriers, socio-
economic barriers, and health barriers. This 
categorization has been shown in figure 1. 

 

Based on the results of this study, barriers and 
problems of proper identifying and managing 
risk factors of CVD in triple levels (prevention, 
screening, and proper treatment) were divided 
into three general groups of personal barriers, 
socio-economic barriers, and barriers related to 
health medical services. 

In personal barriers’ field, low 
awareness of people about CVD and its 
symptoms was mentioned as one of the 
most important barriers and problems on 
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proper preventing, screening and treatment 
of these diseases. Results of studies 
previously conducted in this field showed 

that low awareness of people is of the most 
important barriers of proper managing risk 
factors of CVD.16,24-26 

 

 
Table 1. Barriers and problems of proper identifying and managing risk factors of CVD (cardiovascular diseases) in triple 

levels from participants’ points of view (n = 60) 

Participants Triple levels Solutions 

Cardiology 

specialists (n = 4) 

First level: prevention Low awareness and information of people 

Socio-economic problems of people 

Lack of facilities 

Second level: screening High costs 

Lack of facilities 

Lack of cooperation of people with health care providers 

Lack of time of physicians 

Third level: treatment Lack of human resources and facilities 

Excess demand 

High costs 

Lack of cooperation of insurance companies 

Weak management of hospitals 

Nurses (n = 23) First level: prevention Low awareness and information of people 

Socio-economic problems of people 

Lack of facilities 

Managerial weaknesses 

Lack of self-care skill among people 

Second level: screening Shortage of studies and exact statistics 

Lack of attention to people’s health 

Lack of appropriate culture of screening among people 

Shortage of needed human resources to conduct screening 

High costs of screening 

Lack of proper planning 

Low abilities and information of physicians and health care service 

providers 

Low motivations of health care service providers 

Nonconformity to instructions and standards from health care service 

providers 

Third level: treatment Late referring of people for treatment 

Shortage in hospital beds 

Financial problems 

Physicians’ non-alignment 

Physicians’ low level of skills and abilities 

Patients and 

accompaniers  

(n = 33) 

First level: prevention Ignorance of people 

Psychological and mental pressures 

Economic problems 

Lack of attention to health and disease prevention by people 

Lack of attention of authorities of health care centers 

Treatment-oriented nature of Iranian health system 

Giving weak and incomplete information to people 

Wrong beliefs of people 

Second level: screening Living in deprived areas 

Shortage of physicians 

Lack of attention to problems of patients 

Lack of emphasize on screening issue by people and authorities 

Third level: treatment High costs 

Lack of enough time 

Useless medical system 

Late referring for treatment 

Low information 

Imbalanced distribution of health and medical facilities among hospitals 
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Table 2. Solutions to improve and remove barriers and problems available in proper identifying and managing risk 

factors of cardiovascular diseases in triple levels  from participants points of view (n = 60) 

Participants Triple levels Solutions 
Cardiology specialists  

(n = 4) 

First level: prevention Increasing awareness of people 

Providing proper facilities 

Second level: screening Providing proper facilities 

Reducing costs 

Third level: treatment Increasing the number of man power 

Improving management of hospitals 

Nurses (n = 23) First level: prevention Increasing awareness of people by mass media like TV 

Decreasing psychological and mental problems of people 

Improving economic status of people 

Providing psychological consultation 

Planning for routine and regular check-ups  

Second level: screening Developing research in this field and providing exact statistics 

Forming mobile screening centers 

Providing free screening services 

Third level: treatment Reducing costs 

Participating patients in medical procedures 

Proper training of providers of health services 

Patients and 

accompaniers (n = 33) 

First level: Prevention Informing people through mass media 

Developing Family physician program 

Enculturation prevention 

Reducing economic and social problems of people 

Second level: screening Increasing the number of patients 

Conducting regular and free check ups 

Developing cooperation and improving relationships of 

physicians and people 

Making benefits from committed and interested physicians 

Third level: treatment Reducing the costs 

Commitment of physicians 

Proper training on drugs and their side effects 

Increasing facilities 

Using proper indexes and standards  

 

 
Figure 1. Barriers and problems of proper identifying and managing risk factors of CVD 

(cardiovascular diseases) in triple levels from participants’ points of view 
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Therefore, effective planning and 
interfering seems necessary to increase 
awareness of people about CVD and proper 
ways of their prevention, screening, and 
treatment. As it was mentioned by most of 
the participants of this study, giving 
information through public media such as TV 
and Radio Organization and widely 
circulated newspapers could be of effective 
interferences and strategies. Besides 
information through public media, private 
information programs should be also 
considered in agenda. Since comprehension 
and knowledge level of all people is not same 
and maybe some of them would not be able 
to understand and analyze these messages 
and also some cardiovascular patients need 
informational requirements specific to 
themselves based on their special situations, 
which shows the importance of information 
and especial programs to increase awareness 
and information of specific groups. To do so 
it is possible to use pamphlets and 
educational CDs prepared in simple 
language proper for needs and ability level of 
specific groups. Furthermore, it is possible to 
make benefits of informed local people to 
train these persons. 

Late referring for screening and proper 
treatment of CVD was also another personal 
barrier mentioned by participants. Review of 
references shows that delay in referring for 
treatment and screening have been observed 
among males and females with 
cardiovascular problems.27 It seems that 
delay in referring for screening and effective 
treatment is a consequence of low awareness 
and information. Because it seems that in the 
case of being aware of benefits and results of 
on time referring, people will try to refer on 
time for screening and proper treatment. As 
some participants of this study mentioned to 
wrong beliefs as one of the barriers of proper 
prevention, screening, and treatment, it 
seems that another factor of late referring is 
the consequence of wrong beliefs. Therefore, 
to remove this problem, interfering in these 
two issues to increase awareness and correct 
wrong beliefs of people could have 
significant results. 

Almost all participants of this study 
mentioned to financial problems or high costs 
of screening and treatment of CVD, which 
was classified in group of socio-economic 
problems. Study of Moise7 aiming at 
investigating treatment, costs, and 
consequences of cardiac ischemic diseases in 
Organization for Economic Co-operation and 
Development (OECD) countries showed that 
generally costs of cardiac diseases are much 
more higher than that of other diseases. The 
main reason of these costs could be due to 
highly complex nature of cares and 
treatments of these studies. In this study, 
some of participants mentioned to lack of 
proper cooperation and insurance coverage. 
Therefore, according to the effect of high 
costs on prevention, screening, and proper 
treatment of CVD,28 it seems inevitable to 
interfere and plan in order to reduce the costs 
or cover them. To do so proper development 
and insurance coverage, conducting 
econometric studies and economic 
evaluations to provide low-cost interventions 
and services, proper management of costs to 
reduce costs and loss of resources, assigning 
more resources for these diseases, 
cooperation with non-governmental 
organization (NGOs) and charities and other 
interventions could be considered. 

From physicians’ and some nurses’ points 
of view shortage of time was a barrier 
stopping physicians and nurses, and in 
primary care providers of health services 
from proper involvement in prevention, 
screening, and proper treatment. Study of 
Ferrante et al.29 in Argentina also showed 
that shortage of time of health service 
providers is one of the important barriers in 
preventing CVD. Results of other studies also 
mentioned to shortage of time as an 
important barrier in this field.30-32 It seems 
that one of the reasons for shortage of time of 
health service providers to dedicate proper 
time to prevent and screen of patients is high 
demand for therapy services in hospitals 
which consumes a great deal of time of 
providers. The other reason for the shortage 
of time could be due to people’s time 
management. In this case holding courses or 
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workshops for effective time management 
could have an effective role in resolving  
this problem. 

Shortage of health care facilities is one of 
the barriers related to heath care systems 
mentioned by participants of this study. By 
facilities, we mean human resources, 
equipped center, proper tools, and other 
health care facilities. Studies conducted in this 
field also mentioned to the role of shortage of 
facilities as one of the main barriers of 
prevention, screening, and proper treatment 
of CVD.11,16,30,33-35 Therefore dedicating more 
resources to this sector of health system seems 
a necessary issue. But considering the 
limitation of resources in the health sector, 
first it should be tried to increase efficiency 
and performance of available facilities using 
proper managerial methods. 

Two interesting and important 
suggestions advised by patients and their 
accompaniers in this study were highlighting 
and developing the role of family physicians 
in prevention and screening programs of 
CVD and using performance indicators in 
hospitals. After reviewing literature we will 
notice that these two suggestions were 
successfully conducted in other countries and 
had significant results, in a way that in most 
of the countries of the world especial 
programs and activities are conducted in this 
field by family physicians.36-39 Also, it is long 
time that using indicators are benefited to 
evaluate and improve the quality of provided 
services for cardiovascular patients in health 

care systems.40-45 
Results of this study, like results of other 

qualitative studies have low generalizability 
to other environments and conditions.46 
Another weak point of this study was the 
lower participation of specialist physicians in 
this study. 

 

Low awareness of people, high screening, and 
hospital costs, lack of health care facilities, 
socio-economic problems of people, and delay 
in referring to treat and screen are of the most 
important barriers and problems in proper 
identifying and managing risk factors of CVD. 
Increasing awareness of people through 
public media, reducing the costs, supporting 
family physicians, and using performance 
indicators to evaluate and develop the quality 
of provided services, are also of the most 
important strategies suggested by participants 
to improve and remove available problems in 
proper identifying and managing risk factors 
of CVD. 

 

Authors have no conflict of interest. 
 

 

Finally, it is liability of researchers to extend 
their regards and thanks to all participants of 
this study and authorities of Shahid Madani 
Cardiothoracic Subspecialty Hospital for 
their kind cooperation and deducting their 
valuable time to researchers. 

 

1. Chung M, Asher RC, Yamada D, Eagle KA. 

Arrhythmias after cardiac and non-cardiac surgery. 

In: Podrid P, Kowey PR, Editors. Cardiac 

arrhythmia: mechanisms, diagnosis, and 

management. Philadelphia, PA: Lippincott 

Williams & Wilkins; 2001. 

2. Simons-Morton DG, Cutler JA. Cardiovascular 

disease prevention research at the national heart, 

lung, and blood institute. American Journal of 

Preventive Medicine 1998; 14(4): 317-30. Doi: 

10.1016/S0749-3797(97)00057-3 

3. Iranian Ministry of Health and Medical Education. 

A national survey on health and diseases in Iran. 

Tehran, Iran: Iranian Ministry of Health and 

Medical Education; 2000. [In Persian]. 

4. Naghavi M. The pattern of mortality within 23 

provinces of Iran in 2003. Tehran, Iran: Iranian 

Ministry of Health and Medical Education; 2005. 

[In Persian]. 

5. Azami S, Tabrizi J, Abdollahi L, Yari Fard K, 

Kabiri N, Saadati M, et al. Knowledge and attitude 

of top managers toward accreditation; in Tabriz and 

Ardabil teaching hospitals. Journal of Health 2012; 

3(2): 7-15. [In Persian]. 

6. Takayanagi K, Kawai S, Aoki R. The cost of burn 

care and implications for efficient care. Clin 

Perform Qual Health Care 1999; 7(2): 70-3. 

7. Moïse P, Jacobzone S. OECD study of cross-national 

differences in the treatment, costs and outcomes of 

ischaemic heart disease. OECD Health Working 

Papers 2003; 3: 124. Doi: 10.1787/18152015 

8. Sohrab N, Alireza AR, Ata M, Mahmoud S, 

http://dx.doi.org/10.1016/S0749-3797(97)00057-3
http://dx.doi.org/10.1016/S0749-3797(97)00057-3
http://dx.doi.org/%2010.1787/18152015


Barriers & strategies for identifying & managing risk factors of CVD 

 

 

204 JARCM/ Autumn 2015; Vol. 3, No. 4 

Bahram Q, Azad R, et al. Prevalence and risk 

factors of mortality after surgery for congenital 

heart disease in Tabriz, Iran: A five year 

retrospective analysis. Pak J Med Sci 2010; 26(2): 

267-70. 

9. Thulasimani M, Ramaswamy M. Suggestions to 

improve the quality of life in heart failure. 

European Heart Journal 2003; 24(18): 1700. Doi: 

10.1016/S0195-668X(03)00432-9  

10. Yaghoubi A, Tabrizi JS, Mirinazhad MM, Azami S, 

Naghavi-Behzad M, Ghojazadeh M. Quality of life 

in cardiovascular patients in Iran and factors 

affecting it: a systematic review. J Cardiovasc 

Thorac Res 2012; 4(4): 95-101. Doi: 

10.5681/jcvtr.2012.024 

11. Kedward J, Dakin L. A qualitative study of barriers 

to the use of statins and the implementation of 

coronary heart disease prevention in primary care. 

Br J Gen Pract 2003; 53(494): 684-9. 

12. Shams-Vahdati S, Vand-Rajavpour Z, Paknezhad 

SP, Piri R, Moghaddasi-Ghezeljeh E, Mirabolfathi 

S, et al. Cost-effectiveness of cardiac biomarkers as 

screening test in acute chest pain. J Cardiovasc 

Thorac Res 2014; 6(1): 29-33. Doi: 

10.5681/jcvtr.2014.006 

13. Saleh P, Bastani P, Piri R, Goldust M, Naghavi-

Behzad M. Antimicrobial prophylaxis for surgical 

site infections in surgical wards in north west Iran. 

Life Sci J 2013; 10(2): 1977-81. 

14. Zarenejad A, Akbari M, Yazdizadeh Z. Three 

decades of efforts in the field of health care system. 

Tehran, Iran: Ministry of Health and Medical 

Education; 2008. 

15. World Health Organization. Primary health care - 

now more than ever. Geneva, Switzerland: World 

Health Organization; 2008. Doi: 

10.1017/S1463423609990260 

16. Fuat A, Hungin PS, Murphy JJ. Barriers to accurate 

diagnosis and effective management of heart failure 

in primary care: qualitative study. BMJ 2003; 326: 

196. Doi: 10.1136/bmj.326.7382.196 

17. Braunwald E. Approach to the patient with 

cardiovascular disease. In: Kasper DL, Fauci AS, 

Longo DL, Editors. Harrison's principles of internal 

medicine. New York, NY: McGraw Hill; 2005. 

18. Helfricht S, Latal B, Fischer JE, Tomaske M, 

Landolt MA. Surgery-related posttraumatic stress 

disorder in parents of children undergoing 

cardiopulmonary bypass surgery: a prospective 

cohort study. Pediatr Crit Care Med 2008; 9(2): 

217-23. Doi: 10.1097/PCC.0b013e318166eec3 

19. Reddy KS. Cardiovascular disease in non-Western 

countries. N Engl J Med 2004; 350(24): 2438-40. 

Doi: 10.1056/NEJMp048024 

20. Lawoko S, Soares JJ. Distress and hopelessness 

among parents of children with congenital heart 

disease, parents of children with other diseases, and 

parents of healthy children. J Psychosom Res 2002; 

52(4):193-208. Doi: 10.1016/S0022-

3999(02)00301-X 

21. Lawoko S, Soares JJ. Psychosocial morbidity 

among parents of children with congenital heart 

disease: a prospective longitudinal study. Heart 

Lung 2006; 35(5): 301-14. Doi: 

10.1016/j.hrtlng.2006.01.004 

22. Attride-Stirling J. Thematic networks: an analytic 

tool for qualitative research. Qualitative Research 

2001; 1(3): 385-405. Doi: 

10.1177/146879410100100307 

23. Hollway W, Jefferson T. Doing qualitative research 

differently: free association, narrative and the 

interview method. New York, NY: Sage 

Publications; 2000. 

24. Nash IS, Mosca L, Blumenthal RS, Davidson MH, 

Smith SC, Pasternak RC. Contemporary awareness 

and understanding of cholesterol as a risk factor: 

results of an American Heart Association national 

survey. Arch Intern Med 2003; 163(13): 1597-600. 

Doi: 10.1001/archinte.163.13.1597 

25. Toma A, Bensimon CM, Dainty KN, Rubenfeld 

GD, Morrison LJ, Brooks SC. Perceived barriers to 

therapeutic hypothermia for patients resuscitated 

from cardiac arrest: a qualitative study of 

emergency department and critical care workers. 

Crit Care Med 2010; 38(2): 504-9. Doi: 

10.1097/CCM.0b013e3181cb0a02 

26. Cheng S, Lichtman JH, Amatruda JM, Smith GL, 

Mattera JA, Roumanis SA, et al. Knowledge of 

cholesterol levels and targets in patients with 

coronary artery disease. Prev Cardiol 2005; 8(1): 

11-7. Doi: 10.1111/j.1520-037X.2005.3939.x 

27. Charney P. Coronary artery disease in women: 

what all physicians need to know. Philadelphia, PA: 

ACP Press; 2004. Doi: 10.1001/jama.282.21.2084-

JBK1201-2-1. 

28. Vahidi R, Saadati M. Determining the distribution 

of effective factors on out of pocket payment 

(formal and informal) in hospitalized cardiac 

patients of Shahid Madani hospital and its side 

effects on the patient or companions-Iran-Tabriz 

2010. Journal of Hospital 2013; 11 (4): 45-52.  

[In Persian]. 

29. Ferrante D, Konfino J, Linetzky B, Tambussi A, 

Laspiur S. Barriers to prevention of cardiovascular 

disease in primary care settings in Argentina. Rev 

Panam Salud Publica 2013; 33(4): 259-66. Doi: 

10.1590/S1020-49892013000400004   

30. Khunti K, Hearnshaw H, Baker R, Grimshaw G. 

Heart failure in primary care: qualitative study of 

current management and perceived obstacles to 

evidence-based diagnosis and management by 

general practitioners. Eur J Heart Fail 2002; 4(6): 

771-7. Doi: 10.1016/S1388-9842(02)00119-8 

31. Olbort R, Mahler C, Campbell S, Reuschenbach B, 

Muller-Tasch T, Szecsenyi J, et al. Doctors' 

assistants' views of case management to improve 

chronic heart failure care in general practice: a 

qualitative study. J Adv Nurs 2009; 65(4): 799-808. 

http://dx.doi.org/10.1016/S0195-668X(03)00432-9
http://dx.doi.org/10.5681/jcvtr.2012.024
http://dx.doi.org/10.5681/jcvtr.2014.006
http://dx.doi.org/10.1017/S1463423609990260
http://dx.doi.org/10.1017/S1463423609990260
http://dx.doi.org/10.1136/bmj.326.7382.196
http://dx.doi.org/10.1097/PCC.0b013e318166eec3
http://dx.doi.org/10.1056/NEJMp048024
http://dx.doi.org/10.1016/S0022-3999(02)00301-X
http://dx.doi.org/10.1016/S0022-3999(02)00301-X
http://dx.doi.org/10.1016/j.hrtlng.2006.01.004
http://dx.doi.org/10.1177/146879410100100307
http://dx.doi.org/10.1001/archinte.163.13.1597
http://dx.doi.org/10.1097/CCM.0b013e3181cb0a02
doi:%2010.1111/j.1520-037X.2005.3939.x
http://dx.doi.org/10.1001/jama.282.21.2084-JBK1201-2-1.
http://dx.doi.org/10.1001/jama.282.21.2084-JBK1201-2-1.
http://dx.doi.org/10.1590/S1020-49892013000400004
http://dx.doi.org/10.1590/S1020-49892013000400004
http://dx.doi.org/10.1016/S1388-9842(02)00119-8


Azami-Aghdash, et al. 

 

 
 JARCM/ Autumn 2015; Vol. 3, No. 4  205 

Doi: 10.1111/j.1365-2648.2008.04934.x 

32. Summerskill WS, Pope C. 'I saw the panic rise in 

her eyes, and evidence-based medicine went out of 

the door.' An exploratory qualitative study of the 

barriers to secondary prevention in the management 

of coronary heart disease. Fam Pract 2002; 19(6): 

605-10. Doi: 10.1093/fampra/19.6.605  

33. Rolfe DE, Sutton EJ, Landry M, Sternberg L, Price 

JA. Women's experiences accessing a women-

centered cardiac rehabilitation program: a 

qualitative study. J Cardiovasc Nurs 2010; 25(4): 

332-41. Doi: 10.1097/JCN.0b013e3181c83f6b 

34. Chan CW, Lopez V, Chung JW. A qualitative study 

of the perceptions of coronary heart disease among 

Hong Kong Chinese people. J Clin Nurs 2011; 

20(7-8): 1151-9. Doi: 10.1111/j.1365-

2702.2010.03526.x 

35. Mendis S, Lindholm LH, Anderson SG, Alwan A, 

Koju R, Onwubere BJ, et al. Total cardiovascular 

risk approach to improve efficiency of 

cardiovascular prevention in resource constrain 

settings. J Clin Epidemiol 2011; 64(12): 1451-62. 

Doi: 10.1016/j.jclinepi.2011.02.001 

36. Diaz SS, Lobos Bejarano JM, Gonzalez-Juanatey 

JR. [Atrial fibrillation: from detection to treatment. 

Role of the family physician, cardiologist and other 

specialists. New models of clinical management]. 

Aten Primaria 2013; 45(Suppl 1): 18-29. Doi: 

10.1016/S0212-6567(13) 70020-9 

37. Gomez-Soto FM, Puerto JL, Andrey JL, Fernandez 

FJ, Escobar MA, Garcia-Egido AA, et al. 

Consultation between specialists in Internal 

Medicine and Family Medicine improves 

management and prognosis of heart failure. Eur J 

Intern Med 2008; 19(7): 548-54. Doi: 

10.1016/j.ejim.2008.08.006 

38. Grauer K. Heart failure, diastolic dysfunction and 

the role of the family physician. Am Fam Physician 

2001; 63(8): 1483-4, 1486. 

39. Akbarzadeh F, Shadravan S, Ghorbanian M, Piri R, 

Naghavi-Behzad M. Double left anterior 

descending coronary artery originating from left 

main coronary stem and right coronary artery. 

Journal of Cardiovascular and Thoracic Research 

2013; 5(2): 73-5. Doi: 10.5681/jcvtr.2013.016 

40. Konduracka E, Jozwiak J, Mastej M, Lukas W, 

Tykarski A, Szczepaniak-Chichel L, et al. 

Prevalence of dyslipidemia and general 

ineffectiveness of its treatment in both primary and 

secondary prevention of coronary heart disease 

within family medicine framework--results of 

LIPIDOGRAM 2005-a nationwide epidemiological 

study. Dyslipidemia in Poland-ineffective 

treatment. Przegl Lek 2008; 65(12): 834-7. 

41. Golzari SE, Ghabili K, Aslanabadi A, Khanli HM, 

Bazzazi AM, Sabermarouf B, et al. Infectious 

threats after Iran's Bushehr earthquake. Clin Infect 

Dis 2013; 57(4): 619. Doi: 10.1093/cid/cit276 

42. Gorzkiewicz V, Lacroix J, Kingsbury K. Cardiac 

care quality indicators: a new hospital-level quality 

improvement initiative for cardiac care in Canada. 

Healthc Q 2012; 15(1): 22-5. Doi: 

10.12927/hcq.2012.22771 

43. Naghavi-Behzad M, Alizadeh M, Azami S, 

Foroughifar S, Ghasempour-Dabbaghi K, Karzad 

N, et al. Risk factors of congenital heart diseases: a 

case-control study in northwest Iran. J Cardiovasc 

Thorac Res 2013; 5(1): 5-9. Doi: 

10.5681/jcvtr.2013.002 

44. Tu JV, Khalid L, Donovan LR, Ko DT. Indicators 

of quality of care for patients with acute myocardial 

infarction. CMAJ 2008; 179(9): 909-15. Doi: 

10.1503/cmaj.080749 

45. Azami-Aghdash, Ghaffari, Sadeghi-Bazargani H, 

Tabrizi J, Yagoubi A, Naghavi-Behzad M. 

Developing indicators of service quality provided 

for cardiovascular patients hospitalized in cardiac 

care unit. J Cardiovasc Thorac Res 2013; 5(1):  

23-8. Doi: 10.5681/jcvtr.2013.005 

46. Bazargan A. Introduction to qualitative research 

and integrated methods. Tehran, Iran: Didar 

Publications; 2008. [In Persian]. 

 
 

http://dx.doi.org/10.1111/j.1365-2648.2008.04934.x
http://dx.doi.org/10.1093/fampra/19.6.605
http://dx.doi.org/10.1097/JCN.0b013e3181c83f6b
http://dx.doi.org/10.1111/j.1365-2702.2010.03526.x
http://dx.doi.org/10.1111/j.1365-2702.2010.03526.x
http://dx.doi.org/10.1016/j.jclinepi.2011.02.001
http://dx.doi.org/10.1016/S0212-6567(13)%2070020-9
http://dx.doi.org/10.1016/j.ejim.2008.08.006
http://dx.doi.org/10.5681/jcvtr.2013.016
http://dx.doi.org/10.1093/cid/cit276
http://dx.doi.org/10.12927/hcq.2012.22771
http://dx.doi.org/10.12927/hcq.2012.22771
http://dx.doi.org/10.5681/jcvtr.2013.002
http://dx.doi.org/10.1503/cmaj.080749
http://dx.doi.org/10.5681/jcvtr.2013.005



