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‘Better to save one life than build a
seven-storied pagoda’: a qualitative
study of health education for patients
with acute coronary syndrome and type
2 diabetes mellitus in Shanghai, China

Xian-Liang Liu,"*® Karen Willis,*° Chiung-Jung (Jo) Wu,%" Yan Shi,’

Maree Johnson®°

ABSTRACT

Objective To describe, from the perspectives of health
professionals, the health education currently being
provided from hospital admission to discharge to home to
patients who present with acute coronary syndrome who
also have type 2 diabetes mellitus (T2DM).

Methods A qualitative study using semistructured
interviews was undertaken in the coronary care unit (CCU)
of a major hospital in Shanghai, China. Fifteen health
professionals (nine registered nurses and six physicians)
from the CCU who delivered health education to patients
with acute coronary syndrome and T2DM participated.
Participants also completed an Education Content
Checklist containing topics consistent with existing
national guidelines.

Findings Major themes identified included: health
education is an essential embedded component of
treatment; health education comprises varied strategies
to facilitate behavioural change; and barriers and required
resources to deliver effective health education.
Conclusions Surviving the initial symptoms and providing
immediate treatment is the first step in recovery for
patients with acute coronary syndrome and T2DM. Health
education is an essential component of the management
of these patients, and content and focus that is responsive
to the recovery stage of the patient is required. Teaching
and supporting strategies appropriate for the inpatient
phase prior to discharging to the community phase are
required.

INTRODUCTION

Health education is the provision of learning
and teaching experiences, designed to help
people maintain or enhance their health or
manage chronic conditions,' often under-
taken through interactions between health
professionals and patients.” The central
premise of health education interventions
is that educating patients will enhance func-
tionality, relieve symptoms, reduce physi-
ological and psychological complications

Strengths and limitations of this study

» This is the first qualitative study to examine how
health education is delivered to patients in China
presenting with acute coronary syndrome who also
have type 2 diabetes mellitus.

» The roles of health professionals, the delivered con-
tent and the teaching strategies used are defined
and compared with international literature and key
local and international guidelines for both conditions
of acute coronary syndrome and type 2 diabetes
mellitus.

» This exploratory study used an appropriate design,
recruiting health professionals with varying roles
and levels of experience to ensure a broad under-
standing of how education is provided.

» The semistructured questions, interviewing process-
es and coding approaches were verified by three of
the investigators (two were bilingual in English and
Chinese languages).

» This study has included nurses and physicians from
one major hospital in Shanghai, China. Further re-
search focusing on the patients’ perceptions of the
health education received and required is necessary
to obtain a comprehensive understanding of this
issue.

and improve quality of life,> through long-
term behavioural and lifestyle changes.* The
challenge of delivering health education is
particularly difficult when patients are expe-
riencing two or more health conditions that
may be synergistic or antagonistic in their
effects. This study examines how health
education is delivered to patients presenting
with acute coronary syndrome (ACS) who
are also experiencing type 2 diabetes mellitus
(T2DM), conditions with similar risk factors
and where poorly controlled glucose contrib-
utes to coronary heart disease (CHD).
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Health education has been recognised as an essential
component of disease management for patients with
CHD® and diabetes.® Inpatient education, following an
acute episode of CHD, is critical.” The inpatient period
after an ACS event is recognised as a ‘teachable moment’
for education programmes,” as patients are more moti-
vated to change their lifestyle after a critical cardiac
event.” Health education for patients with ACS has the
potential to address lack of knowledge, increase patients’
awareness of the threat or risk factors, promoting lifestyle
changes and attention to taking medications.”

However, knowledge itself does not always result in
behavioural change.'” The focus on behavioural change
has resulted in a plethora of health behaviour theories
to extend the value of health education beyond knowl-
edge acquisition. Many health behavioural theories
have been applied to enhance the potential impact of
health education programmes to improve health status
by encouraging compliance with treatment regimens
and promoting behavioural changes.*'' The self-efficacy
model, within Social Cognitive Theory (SCT), is one of
the most frequently applied theoretical frameworks in
patient education.'”” The significant overlap between
different theories or models, however, makes it difficult
for health professionals to select the appropriate frame-
work, although many of these theories or models have
been applied with considerable success.* !

A systematic review exploring the effectiveness of
self-management programmes for patients with T2DM
after an ACS event (the focus of this study) included
four trials.”” The cardiac-diabetes self-management
programme (CDSMP) employed in three of the four
included studies was developed according to the self-ef-
ficacy model that aimed to enhance patients’ confidence
level in managing these conditions within their daily
life.'"*"® The CDSMP used four approaches—mastery,
social modelling, verbal persuasion, self-appraisal—to
improve patients’ confidence level and self-management
skills.” "*'® The fourth study used behavioural strategies
such as goal setting—optimal HbA1C level, blood sugar
level, lipid level, blood pressure, as well as optimal level of
daily physical activity and psychological capacity.'”

Nurses and physicians play a central role in health
education, although tensions exist in fulfilling this role."®
Nurses can identify patients’ learning needs and styles,
select specific content, choose teaching strategies and
evaluate patients’ learning.'” Nurses potentially can play
alead role in health education, but this is rarely achieved
in practice.”” An exploratory study reported that patient
education in acute care settings was minimal, and many
available chances for patient education were missed due
to nurses’ busyness and lack of time.*! Physicians also have
a crucial role in educating patients and patients informed
by their physicians are reported to be more satisfied with
their care.”” Similarly, multidisciplinary teams (including
dietitians, pharmacists, psychologists, occupation thera-
pist and social workers) have an important role to play
in health education,” * with researchers noting that

multidisciplinary teams provide more knowledge and
experience as a collaborative and integrated team with
each discipline taking an active role in the education
process.**®

The acute inpatient period is an important time for
patients with ACS-T2DM from China to receive health
education. In China, the health system is centralised to
the acute hospital setting with a small primary care health
sector.”> Human resources for healthcare in China are
distributed predominantly to hospitals that focus on
inpatient care and treatment.”” The service utilisation of
primary care facilities in China is very low compared with
the acute hospitals.” Patients are expected to gain essen-
tial knowledge and skills to manage their health prior
to returning to home. Limited research has studied the
experiences of health professionals in China providing
health education for patients with ACS-T2DM.

Aim

The aim of this study is to describe, from the perspec-
tives of health professionals from Shanghai, the health
education currently being provided from admission to
discharge to home to patients who present with ACS who
also have T2DM.

METHODS
The qualitative approach in thisstudy can bestbe described
as ‘fundamental qualitative description’,” appropriate
for exploratory research where little is known about a
research topic and where it is important to gain an under-
standing from the perspectives of those involved. Quali-
tative description is an interpretive approach that takes
a naturalistic approach to the phenomenon under study,
summarises events and phenomena as perceived and
described by the participants and offers a comprehensive
summary in the everyday context of those events.”™!
Using semistructured interviews, we sought to both
identify the main components of health education deliv-
ered to patients with ACS and T2DM and understand
the perceptions of health professionals delivering the
education. The use of semistructured interviews ensured
that understanding of the health education context
was gained.”” In addition to the interviews, participants
completed an Educational Content Checklist (ECC).

Setting and sample

Participants included purposively selected health profes-
sionals from the coronary care unit (CCU) of a major
hospital in Shanghai, China. Health professionals (physi-
cians and registered nurses) in the CCU, who routinely
provided health education to patients with ACS-T2DM,
having one or more years of relevant experiences and
willing to talk about their experiences in educating
patients with ACS-T2DM, were invited to participate. The
investigator formally described the study to CCU staff and
distributed participant information letters. Those inter-
ested in participating in this study were asked to contact
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Following ethics approval

!

Meeting with the Medical Director or Nurse Manager of Coronary
Care Unit (CCU): explaining study

!

Volunteers invited to participate with a Participant
Information Letter at meeting

Health professionals;

Routinely providing health education to
patients with ACS andT2DM,;

One or more years of relevant experience;
Willing to talk about their experiences in
educating patients with ACS andT2DM.

A 4

Clarification of eligibility of respondents

mutually convenient time

Interview scheduled at a Sign a written consent form

A 4

Semi-structured interviews

Digitally audio-recorded 15 health professionals (9 registered
nurses and 6 physicians) were recruited.

A 4

Data analysis

Figure 1 Flow chart of the study process. ACS, acute coronary syndrome; T2DM, type 2 diabetes mellitus.

the researcher. Interviews were scheduled at a mutually
convenient time and location to both the participant and
researcher (see figure 1).

Interviews
Establishing rapport with the staff was important prior
to conducting the interviews.” The lead author also
spent considerable time (about 4hours per day for 10
days) in the CCU, interacting with the unit staff, prior
to conducting the interviews. Semistructured interviews
included specific questions (see Interview Schedule,
online supplementary appendix) and prompts to obtain
more information, to clarify the points being made or
for participants to add additional information.** The
items within the interview schedule were derived from an
umbrella review conducted by the research team,35 with
some modification following three initial interviews.

The interviews ranged from 16 min to 47 min in length.
Interviews were conducted until ‘data saturation’ (where
no new themes or ideas were identified) was achieved.”

Educational Content Checklist

Topics on the ECC were based on nationa and inter-
national guidelines,”*" with the potential for up to
14 topics associated with routine health education for

137 38

patients with ACS or T2DM to be identified. Participants
completed the ECC before the interview. The use of ECC
prior to interview was to assist participants to consider the
scope of educational content delivered to patients with
ACS and T2DM.

Data analysis

With the permission of participants, interviews were
digitally audio-recorded. The first five interviews were
transcribed in full into Chinese and English by the
researcher, and coding, interviewing techniques, ques-
tions and coding tree were checked by all four authors.
Two researchers were bilingual (Chinese and English
(X-LL and CJW)). The remaining interviews were tran-
scribed into Chinese and coded by the author (X-LL)
and checked by another bilingual author (C-JW). Partic-
ipants were asked to review their transcripts where there
was a lack of clarity about what was said in the interview.
Further transcription into English of a subset of five
nurses and five physicians was undertaken by a bilingual
physician—researcher independent of the health service
or researchers. Minor corrections in English interpreta-
tion were clarified.
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Transcripts were organised using NVivo V.11 (QSR
International).” Interview data were coded initially
using an open coding process with codes entered into
NVivo V.11. Data analysis adopted both deductive and
inductive approaches to coding.*” With some content
preset by the ECC, it was appropriate to draw on this as
the framework for coding the health education content
described by participants. Content analysis using the
frequency of the use of a specific code (medications,
diet and exercise) and the proportion of text relating to
specific codes were measured.**

In addition, content analysis of the overall extent of
content focused on specific diseases such as cardiac
education was conducted. Comparisons between specific
health professionals (nurse or physician) were enabled
using this feature in NVivo V.11.** The inductive aspects
of the analysis were derived from the narrative data from
the health professionals’ perceptions about health educa-
tion using a thematic analysis approach.” Open codes
were defined as significant statements indicating the
content of the health education programme and how
participants experienced their educational approach.*
Following the open coding process, provisional catego-
ries were tagged, relationships between them investigated
and themes identified.

Patient and public involvement

The researcher (X-LL) will send the published paper to
the health professional participants by email once the
research findings are published (where participants have
requested). Patients and/or the public were not involved
in the study design or conduct. This study was related to
health professionals only.

FINDINGS

Participant characteristics

Participants comprised 12 females and 3 males ranging in
age from 23 years to 45 years old. Table 1 provides rele-
vant characteristics of the participants.

Health education for patients with ACS and T2DM
Health education content
Educational content derived from the ECC completed
by health professionals was linked to excerpts from
health professionals’ interview transcripts as illustrated in
table 2. All participants noted the importance of other
professionals (such as dietitians) in teaching topics such
as the diabetes disease process, and nutrition and diet.
The interviews revealed that three conditions were
considered for health education and that these were
interconnected: ACS, T2DM and hypertension. Physi-
cians described these diseases, including CHD, T2DM and
hypertension, as coming from ‘common soil’ (physician
F) or arising from common risk factors. Most text related
to cardiac education (59.4%), followed by diabetes educa-
tion (28.6%), and to a much lesser extent both cardiac
and diabetes (6.1%), hypertension education (4.0%) and

Table 1 Demographic characteristics of participants (n=15)
Length
of time
delivering
Participants’ Health professional education
number Gender  type (years)*
Physician A Female Physician 10
Nurse A Female Registered nurse 15
Nurse B Female Registered nurse 10
Physician B Male Physician 8
Nurse C Female Registered nurse 6
Nurse D Female Registered nurse 4
Physician C  Male Physician 10
Physician D  Female Physician 4
Nurse E Female Registered nurse 4
Nurse F Female Registered nurse 17
Nurse G Female Registered nurse 1
Nurse H Female Registered nurse 14
Nurse | Female Registered nurse 6
Physician E Female Physician 10
Physician F Male Physician 22

*Education relating to acute coronary syndrome and type 2
diabetes mellitus.

both cardiac and hypertension (1.8%). Further explo-
ration of the content highlighted differences between
health professionals in the delivery of health education
(see table 3).

Interview thematic analysis: health professionals’ perceptions of
health education

Three major themes and six subthemes were identified
(see table 4).

Theme 1: health education is an essential embedded component
of treatment

A key finding was that health education is integral to the
acute care experience from admission to discharge into
the community. Within this theme, two subthemes were
evident.

Subtheme 1: priorities of care in the acute phase and long-term
management

Participants were initially concerned with supporting
the patient to survive the acute episode of ACS that had
necessitated their hospital admission. The need to focus
on the immediate rather than the long-term is encapsu-
lated by one physician who stated:

There is a saying in Buddhism that ‘better to save one
life than build a seven-storied pagoda’. (Physician B)

For physicians, the first step was to provide the inter-
ventions necessary (such as percutaneous coronary inter-
vention (PCls), intracoronary stents or coronary artery

4
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Table 2 Educational content derived from checklist from health professionals and excerpts from interviews

Topics from
education content
checklist

Interview data

Heart disease

Diabetes disease
process

Risk factors

Symptoms and their
management

Medications

Blood pressure
management
strategies

Blood sugar levels
monitoring

Nutrition and diet

Smoking cessation

Physical activity/
exercise

Return to work

Psychosocial issues

Stress management

Acute and chronic
complications

Nurses: ‘We need to talk about this disease [ACS] to this patient in my ward during our daily work, what’s the situation of their
disease’. (Nurse F)

Physicians: ‘First part is patients should understand the condition [ACS].... is to let the patient correctly understand this
condition [ACS]'. (Physician D)

Nurses: ‘If the patients also have diabetes, we need to pay more attention to those patents, we would give them more
knowledge about diabetes, and more specific education than other patients [without diabetes]’. (Nurse C)

Physicians: ‘We tell the patients that diabetes has a quite high morbidity and its complications are controllable with
treatment’. (Physician D)

Nurses: ‘The [education] content, one is the risk factors of ACS, then the symptoms of ACS, as well as medication education....’
(Nurse G)

Physicians: ‘Some risk factors are avoidable, such as smoking, sedentary lifestyle and staying up late. In other words, there is
something you can change... .” (Physician D)

Nurses: ‘For ACS patient, they firstly need to know their symptoms such as chest pain or chest tightness....” (Nurse H)
Physicians: ‘If the patients have some symptoms, they need to come to the hospital immediately, such as having chest
pain...". (Physician A)

Nurses: ‘Firstly regarding medications, ACS patients usually need to take some oral medications. Our education includes which
oral anticoagulants are required, how long for them to be continued and what’s the best time to take them’. (Nurse E)
Physicians: ‘Then they need to take medications regularly’. (Physician D)

Nurses: ‘Also for patients with hypertension, which is very common among ACS patients, they might think it is alright to adjust
their own medications as changing dose or ceasing it by themselves. We must reinforce the long-term medication use, the
importance of maintaining blood pressure stability by taking medications regularly and managing their own lifestyle’. (Nurse H)
Physicians: ‘For patients with hypertension, blood pressure control is mainly not too low or not too high, less than

90 mmHg/140mmHg or give patients a range’. (Physician B)

Nurses: ‘Diabetes patients need to monitor blood sugar level regularly by themselves. They need to know what to do when they
have symptoms of low sugar level and have to visit doctors to adjust the medications if blood sugar level is too high [at home]'.
(Nurse H)

Physicians: ‘We need to check their glycosylated hemoglobin at least every three months to sixmonths. And fasting and after
meal blood glucose levels needs to be recorded’. (Physician D)

Nurses: ‘Then regarding diet [for ACS patients], we need to tell patients to maintain light diet due to the vascular obstruction...
And then [for diabetes patients] we also need to educate patients some information about diet. Are they allowed to take sugar-
containing food? Now we tell these patients they can have diet with sugar but it must be in a certain limited amount’. (Nurse E)
Physicians: ‘Regarding diet, a general brochure contains the content of food pyramid. We can’t make it too complicated for
our patients. | used to tell them about calories and calculations, which is appropriate in our wards and can be carried out by
nutritionists. However | found it impossible to do the same thing in outpatient clinic. So later we looked into some research and
oversea experience and decided to use the simple diet pyramid’. (Physician B)

Nurses: ‘For example, there is a patient, yesterday | gave a brochure to him who is a long-term smoker, | told him many times
that smoking needs to quit and for sure, smoking cessation was going to be a long and painful process, because the patient
has smoked for decades’. (Nurse G)

Physicians: ‘The second point is no smoking or to quit smoking’. (Physician D)

Nurses: ‘We need according to the patients’ specific conditions and the previous history of exercise. The amount of exercise,
do not let them be breathing hard, chest tightness and something like that. There is a need to properly manage the intensity of
exercise’. (Nurse |)

Physicians: ‘The patients need to have aerobic exercise rather than strenuous exercise’. (Physician D)

Nurses: ‘... avoid long-term tiring work, but work appropriately’. (Nurse G)

Nurses: ‘Because there are a lot of patients were really struggling and contradictory in their mind. [For example], one patient
paid lots of attention to his health condition. He felt like he wasn’t going to make it this time so he needed to make a will. You
need to tell him to follow what | say. Things would get at least gradually better day by day. | need to encourage and assist him
with building up his confidence’. (Nurse H)

Physicians: ‘We want to encourage and assist them with building up their confidence because some patients become
depressed knowing that they need to take medications for life long’. (Physician B)

Nurses: ‘He would be in a lot of stress if he knows he has had another (third) disease since he is diagnosed with ACS and
T2DM, which would be more stressful if he can’t accept the disease’. (Nurse H)
Physicians: ‘One of the aspects is the stress. The person needs to relieve his or her own stress’. (Physician D)

Nurses: ‘Diabetes is a risk factor of ACS, So how to control blood sugar level is essential for the treatment of ACS. If your blood
sugar level control is not good, it would lead to arteriosclerosis of coronary arteries, and may even cause reclogging after stent
surgery’. (Nurse E)

Physicians: ‘Because diabetes is a chronic condition affecting vessels in the long term, which endocrinologist call it memory
impairment. Actually, it is a chronic process. When complicated with other issues such as lipid dysfunction and high blood
pressure, these risk factors can worsen status of arterial sclerosis and then trigger events like acute rupture of atherosclerotic
plagues or thrombosis’. (Physician B)

ACS, acute coronary syndrome; T2DM, type 2 diabetes mellitus.
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Table 3 Proportion of text describing specific educational topics within conditions for the health professionals

Nurses Physicians
Cardiac education  Lightly seasoned (low salt), not greasy (low fat) Medications (such as anticoagulants), 17%.
diet, 19%.
Medications (such as anticoagulants), 17%. Lightly seasoned (low salt), not greasy (low fat) diet,
13%.
Progressive increase in exercise, 16%. Progressive increase in exercise, 11%.

Preinterventional and postinterventional care as  Lifestyle changes, 11%.
needed, 7%.

Psychological burden (such as anxiety), 6%. Basic knowledge of ACS (including patients’ health
status), 9%.

Diabetes education  Skill acquisition in relation blood glucose Importance of blood glucose regulation (rather than
monitoring, 31%. skill acquisition), 27 %.
Diet, 30%. Medications (by injection or orally), 24%.
Medications (by injection or orally), 20%. Diet regulation, 23%.
Appropriate exercise, 10%. Appropriate exercise, 10%.
Lifestyle changes, 7%. Diabetes complications, 6%.

Note: content analysis using NVivo was conducted. The proportion of text coded related to each content area for each specific condition is
presented.

bypass graft (CABGs)) to save the patient’s life in the  dialogue commencing with health professionals in CCU.
acute phase of ACS. For example, nurse H said:

However, health education that would support the
patient’s return to the community was also viewed as inte-
gral to acute care. For example, one physician emphasised
the importance of long-term care after the acute phase:

For patients undergoing percutaneous coronary
intervention (PCI) and electrocardiogram (ECG)
procedures, we would hand out these related bro-
chures for them, particularly patients receiving PCI.

Secondary prevention should be carried out after (Nurse H)

properly [being] treated in [the] acute phase. Long- . o

term clinical experience tells us that I can only save a As patients entered the subacute phase, physicians and
patient for the time being rather than forever. So the nurses introduced disease knowledge related to ACS and
problem is to reduce the number of patients especial- T2DM. The use of a metaphor of streams supports the
ly in long term [care]. (Physician B) theme of inherent ordering of health education: ‘{Health

education was] from upstream to downstream’ (physician C).
Both physicians and nurses focused on the ACS and
considered the patients’ comorbidities, such as hyperten-
sion. Therefore, the health education needed for patients
with ACS-T2DM was comprehensive as described by a

Subtheme 2: ordering and sequencing of education content

relative to recovery

Participants described the organisation of consider-
able content, being delivered relative to the stage of

: . . hysician:
recovery of the patient from acute episode to returning PRy
to the community. Health education initially focused on A comprehensive treatment for chronic disease is
preinterventional and post-interventional care (intracor- necessary. So management is a good word in this cir-
onary stents, PCIs or CABGs) and medications with the cumstance. What we try to do is not only purely cure
Table 4 Themes and subthemes
Themes Subthemes
Health education is an essential embedded Priorities of care in the acute phase and long-term management.
component of treatment. Ordering and sequencing of education content relative to recovery.

Health education comprises varied strategies to Teaching approaches during acute care and community follow-up.

facilitate behavioural change. Behavioural strategies and psychological support tailored to educational

content.

Barriers and required resources to deliver effective Time constraints.

health education. Available resources at hospital, community and national level.

6 Liu X-L, et al. BMJ Open 2018;8:6019351. doi:10.1136/bmjopen-2017-019351



the disease but also comprehensive [disease] man-
agement. (Physician B)

Theme 2: health education comprises varied strategies to facilitate
behavioural change

Participants viewed health education and changing
behaviour as complex, and a series of approaches
and strategies were described. Within this theme, two
subthemes were identified.

Subtheme 1: teaching approaches during acute care and
community follow-up

Acute care

Teaching approaches and the format of inpatient educa-
tion for patients with ACS-T2DM involved directly
communicating with patients during the daily ward round
as the most commonly used approach for the physicians
(ward round education). One physician stated that:

We teach the patients related knowledge during
teaching ward rounds with medical students. Our
patients can also ask questions during these ward
rounds. (Physician B)

Nurses described providing routinised, face-to-face
education on discharge: ‘ Our guidance for care after discharge
is generally given before discharge’ (nurse E). However, educa-
tion was also described as integral throughout the whole
process of acute care. Strategies such as Powerpoint pres-
entations (PPTs) and education manuals were described
as assisting new nurses when providing education for
patients with ACS-T2DM. Participants also described the
use of WeChat,a very popular mobile application (app)
used to provide education and ongoing support. Two
nurses described the use of these educational tools to
deliver consistent and comprehensive education:

We have a ‘touch [PAD]’, like a small computer, in-
cluding the nurse station system and PPT to assist the
new nurses to deliver health education if they do not
know how to do it. (Nurse F)

Finally we have a WeChat account. We will ask them to
scan our QR [Quick Response] code of our hospital.
There is a lot of health knowledge in there, including
some specialist outpatient service. (Nurse E)

Community follow-up

Nurses described the telephone-based follow-up call by
CCU nurses to all patients 2weeks after discharge. This
telephone support focuses on the patient’s condition at
home and answering any questions raised by the patient.
One nurse described the process:

About fiveminutes (telephone follow up). We need
[to] control the time. We don’t have enough time if
it takes too long. Five-minute follow up is able to give
us a rough idea [about how the patient is]. We might
prolong a little if the patient shows some confusion
on the phone. I would give him [or her] some advice

if I can solve their problems, patients younger than
60 years old and post percutaneous coronary inter-
vention (PCI). We'll follow up twice. (Nurse E)

There were also examples of tools used to assist patients
to regulate dietary intake after discharge. Participants
referred to the Shanghai government public health
measure of providing a spoon to measure and control
sodium intake as a helpful tool for patients to achieve the
optimal salt intake.

Physicians described organising some health lectures
and health clubs for ACS patients, but these activities
were not often, some being only ‘once a month’. The
health lectures and health clubs were based on patients’
need as described by one physician:

... [S]mall lectures run by me in our clinic are held
about once a month. Some lectures are comprehen-
sive while others are for small topics. Actually many
patients are familiar with my topics, such as blood lip-
id, blood sugar, blood pressure, medication, exercise
and diet. I will talk about them based on different
patients’ demand. (Physician B)

Subtheme 2: behavioural strategies and psychological support
tailored to educational content

Education also comprising behavioural strategies, such as
goal setting and psychological support were emphasised
by both nurses and physicians in this study.

Goal setting to achieve optimal clinical targets

Effective regulation of blood glucose was one of the goals
for disease management of patients with ACS-T2DM.
One physician described the need for patient aware-
ness of the specific goals (and targets) to be achieved by
patients with ACS-T2DM:

They know the exact goals for blood sugar, HbAlc,
cholesterol level... After they fully understand the
goals, we can keep monitoring and it has shown great
improvement in our analysis. (Physician B)

Using signs and symptoms of behavioural change that
patients could easily understand and implement was
prioritised by participants. They described how patients
after experiencing ACS recover gradually and gradually
increase physical activity. Thus, providing simple meas-
ures such as not ‘breathing hard’ to control the intensity
of physical activity or exercise was useful. Indicative of this
approach is nurse G’s statement:

According to the classification of the heart function,
if you exercise and then rest but cannot alleviate the
uncomfortableness, then this exercise or work should
not be done. (Nurse G)

Acknowledging and supporting psychological recovery

Psychosocial factors such as depression can worsen the
prognosis of ACS. Participants described that patients,
after experiencing a cardiac event, have psychological
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issues such as hopelessness, feelings of fatigue or depres-
sion when admitted to the critical care environment or
after invasive interventions. One nurse discussed her role
in relation to this:

Because there are a lot of patients.... really strug-
gling in their mind.... one patient who cares so much
about his health.... he felt like he wasn’t going to
make it this time so he needed to make a will. You
need to tell him to follow what I say. Things would get
at least gradually better day by day. I need to restore
his confidence. (Nurse H)

Family inclusion

For patients with limited ability to receive health infor-
mation, health professionals identified family members
who could receive the information and help patients to
manage their conditions. For example, one nurse and
one physician described providing educational materials
or tools to patients’ family members.

... [Ulnder special circumstances, we will give the
brochures to the family members to promote the
health education. (Nurse G)

We also attracted a lot of the patient's family members,
and then he [the family member] comes here, some-
times also send a small medicine box to the family
members.... (Physician B)

Theme 3: barriers and required resources to deliver effective

health education

Participants identified time constraints and the lack of
resources at hospital, community and national levels as
barriers that reduce the effectiveness of health education
in the acute care setting.

Time constraints

While participants identified time as the most crit-
ical component of health education delivery, they also
described being very busy with insufficient time for
health education for patients. While physicians described
providing some health information in the outpatient
department, the need to see between 100 and 200 patients
per morning limited the time available. One physician
described the role conflicts that occur in this setting:

Doctors are way too busy with teaching, scientific re-
search and personal issues in spare time... We tertia-
ry doctors can only use our spare time because we
are very busy in work with surgery, rescue, ICU, ward
work and teaching. (Physician B)

Available resources at hospital, community and national levels
Participants also described a lack of infrastructure,
arguing that ongoing support and funding required more
community resources and greater national investment.
Participants also described a lack of available educational
resources. As indicated by nurse B and nurse E, these
ranged from basic information brochures: ‘We do have [a]

limited number of these pamphlets (nurse E) to equipment
such as TVs ‘... what I need wrgently now is a TV set of at least
42 inches’ (nurse B).

Participantsalsodescribed alack of communityresources
in China. The relationship between the community physi-
cians and the acute hospital physicians was identified as
problematic with physicians noting differing opinions on
care: ‘What patients are told by community doctors is different
from what they are told in hospital’ (physician B). The lack of
a national approach was identified as contributing to the
problem: Different opinions by different doctors might be a little
related to personal understanding, but mostly because we don’t
have a unified guideline in China’ (physician B).

DISCUSSION

Both nurses and physicians were perceived as suitable
educators for all topics, although the inclusion of dieti-
tians in topics relating to diet and nutrition was proposed,
although not currently practised. Participants selected
specific content and teaching strategies according to
patients’ health conditions and reflected patients’ progres-
sive recovery. This finding is consistent with earlier
studies'™ ' 2 *7 where nurses and physicians play a central
role in health education.

Delivering content reflective of patient recovery

Participants described the organisation of considerable
content, being delivered relative to the stage of recovery
of the patient from acute episode to returning to the
community. This was best described with the ‘upstream—
downstream’ metaphor (acute vs long term) model. Most
participants believed that the inpatient period after a
cardiac event is a ‘teachable moment’ for ACS patients with
T2DM and education should commence during the acute
phase. Inpatient education is recommended to begin after
invasive intervention (where required) such as angioplasty
or bypass surgery.” The provision of the majority of educa-
tion within the acute inpatient phase was pronounced in
this setting, potentially due to limited outpatient or primary
care facilities. "

Scope and range of content meeting guideline requirements
The extent of education content described by partici-
pants reflects most of the topics described in guidelines in
China® *® and from other western countries (Australia and
USA) o However, education for patients with ACS-T2DM
in this study was lacking in relation to sexual counselling as
it was not mentioned by participants. There is a high preva-
lence of sexual dysfunction among patients with ACS and in
one study only 17.3% of patients with CHDs received sexual
information before discharge.50 The possible reasons for
this include: impaired communication between patients
and clinicians, cultural factors and lack of privacy.”

Behavioural theories and teaching approaches
The content of the health education was largely deliv-
ered in an unstructured manner, although nurses
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did refer to using educational support tools (such
as PPTs (Microsoft) and education manuals) when
they were less experienced with these conditions. An
umbrella review confirmed the benefits of a theoretical
framework and recommended the Health Belief Model
(HBM), SCT and empowerment theories® should be
applied to health education programmes. There was no
evidence of the use of theoretical frameworks to direct
health education; however, a series of behavioural and
psychological strategies were described in these inter-
views, such as goal setting strategies. One aspect of
strategy referred to by the participants was the use of
a spoon to measure and restrict salt intake. The action
relates to the national ‘limit-salt-spoons campaign’
introduced in 2007 promoting the use of a small spoon
to help Chinese residents to reduce salt in their diets
to prevent hypertension,” and the use of a teaspoon is
also recommended by WHO for salt intake control.”

Barriers to delivering effective health education

The most common barrier discussed was constraints
of time to provide health education for patients with
ACS-T2DM. This is consistent with other studies”
where participants have described being too busy and
rushed to provide health education for patients. Lack of
resources at hospital, community and national level was
the second barrier in this study. Community resources
are inadequate, and the articulation of services between
the hospital and community remains limited in China.”*
The need for national consensus guidelines was iden-
tified as a possible solution to improving consistency
in information dissemination to patients across the
sectors.

Limitations

This study included 15 nurses and physicians from one
major hospital in Shanghai, China, and the findings
may not be representative of other health professionals
or other CCUs within China. Further trials with defined
health educational interventions should be conducted,
with continuous evaluation, to determine the effective-
ness of specific teaching strategies, on disease and risk
factor knowledge, clinical outcomes (blood glucose and
HbAI1C), modifiable risk factors (blood pressure and
lipid levels), self-management, psychosocial indicators
(such as self-efficacy), as well as restenosis, readmission
and mortality rates in Chinese populations with ACS—
T2DM. Further research should examine the percep-
tions of patients of the health education they receive
or require.

Practice implications and future directions

This study has provided key insights into the current
delivery of health education to patients with ACS and
T2DM in China. The scope of the content currently
being delivered was appropriate with some select limita-
tions such as sexual function. The educational content
should be tailored to patients’ specific disease status

and responsive to the stage of recovery of the patient
from acute illness to returning to the community. The
use of a structured format, with prescribed teaching
strategies, designed with the use of behavioural theories
such as the SCT and HBM, is recommended. National
consensus guidelines for health education for patients
with ACS and T2DM are needed to deliver consistent
information and guide practice from the acute to
primary care health sectors.

CONCLUSIONS

Health professionals provided immediate treatment and
were concerned with supporting the patient to survive
the initial acute episode for patients with ACS and
T2DM. Health education is a core part of the manage-
ment of patients with more than one health condition,
and the content and focus should be responsive to the
phase of recovery of the patient. Educational teaching
methods and support strategies should be tailored for
the admission or community follow-up phase. Further
research capturing the patients’ perspectives on health
education is needed.

Author affiliations

Tenth People’s Hospital of Tongji University, Shanghai, China

2School of Nursing, Midwifery and Paramedicine, Australian Catholic University,
Brishane, QLD, Australia

3School of Nursing, Jinggangshan University, J'An, China

“School of Allied Health, La Trobe University, Melbourne, Victoria, Australia

SAllied Health, Royal Melbourne Hospital, Melbourne, Victoria, Australia

%School of Nursing, Midwifery and Paramedicine, University of the Sunshine Coast
(USC), Hervey Bay, QLD, Australia

"Royal Brisbane and Women’s Hospital (RBWH), Brisbane, QLD, Australia

SMater Medical Research Institute-University of Queensland (MMRI-UQ), Brisbane,
QLD, Australia

®Faculty of Health Sciences, Australian Catholic University, North Sydney, NSW,
Australia

"%Ingham Institute of Applied Medical Research, Liverpool, NSW, Australia

Acknowledgements The authors would like to thank the participants of this study
for their support and collaboration.

Contributors Study conception and design: all authirs. Data collection: XL-L
and YS. Data analysis: all authors. Manuscript drafts: all authirs. ICMJE criteria
for authorship read and met: all authors. Agree with manuscript results and
conclusions: all authors.

Funding The authors have not declared a specific grant for this research from any
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.
Patient consent Not required.

Ethics approval This study received ethics approval from Human Research
Ethics Committee (HREC), Australian Catholic University (2016-148R) and the Tenth
People’s Hospital of Tongji University (SHSY-IEC-3.0/16-20/01) in Shanghai where
the study was conducted.

Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement No additional data are available.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

Liu X-L, et al. BMJ Open 2018;8:6019351. doi:10.1136/bmjopen-2017-019351


http://creativecommons.org/licenses/by-nc/4.0/

REFERENCES 25. Funnell MM, Brown TL, Childs BP, et al. National standards for

1. Ghisi GL, Abdallah F, Grace SL, et al. A systematic review of diabetes self-management education. Diabetes Care 2009;32(Suppl
patient education in cardiac patients: do they increase knowledge 1):587-594.
and promote health behavior change? Patient Educ Couns 26. Barber SL, Borowitz M, Bekedam H, et al. The hospital of the
2014;95:160-74. future in China: China's reform of public hospitals and trends from

2. Hoving C, Visser A, Mullen PD, et al. A history of patient education industrialized countries. Health Policy Plan 2014;29:czt023.
by health professionals in Europe and North America: from 27. Deng F, Lv JH, Wang HL, et al. Expanding public health in China: an
authority to shared decision making education. Patient Educ Couns empirical analysis of healthcare inputs and outputs. Public Health
2010;78:275-81. 2017;142:73-84.

3. Strémberg A. The crucial role of patient education in heart failure. Eur 28. Zhou W, Dong Y, Lin X, et al. Community health service capacity
J Heart Fail 2005;7:363-9. in China: a survey in three municipalities. J Eval Clin Pract

4. Bellamy R. An introduction to patient education: theory and practice. 2013;19:167-72.

Med Teach 2004;26:359-65. 29. Sandelowski M. What's in a name? Qualitative description revisited.

5. Anderson L, Brown JP, Clark AM, et al. Patient education in the Res Nurs Health 2010,33:77-84.
management of coronary heart disease. Cochrane Database Syst 30. Willis DG, Sullivan-Bolyai S, Knafl K, et al. Distinguishing features
Rev 2017:;6:Cd008895. and similarities between descriptive phenomenological and

6. Coppola A, Sasso L, Bagnasco A, et al. The role of patient education qualitative description research. West J Nurs Res 2016;38:1185-204.
in the prevention and management of type 2 diabetes: an overview. 31. Neergaard MA, Olesen F, Andersen RS, et al. Qualitative description
Endocrine 2016;53:18-27. - the poor cousin of health research? BMC Med Res Methodol

7. Whitehead D, Wang Y, Wang J, et al. Health promotion and 2009;9:52.
health education practice: nurses' perceptionsl J Adv Nurs 32. Patton MQ. Two decades of developments in qualitative inquiry: a
2008;61:181-7. personal, experiential perspective. Qual Soc Work 2002;1:261-83.

8. McBride CM, Emmons KM, Lipkus IM. Understanding the potential 33. Doody O, Noonan M. Preparing and conducting interviews to collect
of teachable moments: the case of smoking cessation. Health Educ data. Nurse Res 2013;20:28-32.

Res 2003;18:156-70. 34. Welch A. Qualitative research design. In: Jirojwong S, Johnson M,

9. Jo Wu CJ, Chang AM, McDowell J. Perspectives of patients with Welch A, eds. Research methods in nursing and midwifery: Pathways
type 2 diabetes following a critical cardiac event - an interpretative to evidence-based practice. Oxford: Oxford University Press,
approach. J Clin Nurs 2008;17:16-24. 2011:99-119.

10. McCluskey A, Lovarini M. Providing education on evidence-based 35. Liu XL, Shi'Y, Willis K, et al. Health education for patients with
practice improved knowledge but did not change behaviour: a before acute coronary syndrome and type 2 diabetes mellitus: an umbrella
and after study. BMC Med Educ 2005;5:40. review of systematic reviews and meta-analyses. BMJ Open

11. Syx RL. The practice of patient education: the theoretical 2017;7:e016857.
perspective. Orthop Nurs 2008;27:50-4. 36. Welch A. Sampling in qualitative research. In: Jirojwong S, Johnson

12. John H, Hale ED, Bennett P, et al. Translating patient education M, Welch A, eds. Research methods in nursing and midwifery:
theory into practice: developing material to address the Pathways to evidence-based practice. Oxford: Oxford University
cardiovascular education needs of people with rheumatoid arthritis. Press, 2011:87-97.

Patient Educ Couns 2011;84:123-7. 37. Chinese Society of Cardiology of Chinese Medical

13. Tanash M, Fitzsimons D, Coates V, et al. An evaluation of the AssociationCardiovascular Committee of Chinese Association of
effectiveness of self-management interventions for people with type Rehabilitation MedicineCommittee of Cardio-Cerebral-Vascular
2 diabetes after an acute coronary syndrome: a systematic review. J Diseases of Gerontological Society of China. [Chinese experts
Clin Nurs 2017;26:1458-72. consensus on cardiac rehabilitation/secondary prevention for

14. Wu CJ, Chang AM, Courtney M, et al. Peer supporters for cardiac coronary artery disease]. Zhonghua Xin Xue Guan Bing Za Zhi
patients with diabetes: a randomized controlled trial. Int Nurs Rev 2013;41:267-75.
2012;59:345-52. 38. Diabetes Association of Chinese Medical Association. Guideline of

15. Wu CJ, Chang AM, Courtney M, et al. Using user-friendly prevention and treatment for type 2 diabetes in China (2013 edition).
telecommunications to improve cardiac and diabetes self- Chin J Diabetes Mellitus 2014;30:893-942.
management programme: a pilot study. J Eval Clin Pract 39. Australia Diabetes. National evidence based guideline for
2012;18:695-7. patient education in type 2 diabetes. Sydney: diabetes Australia

16. Wu CJ, Chang AM, McDowell J. Innovative self-management Guideline Development Consortium (DAGD). 2009. http://static.
programme for diabetics following coronary care unit admission. Int diabetesaustralia.com.au/s/fileassets/diabetes-australia/b9b8789d-
Nurs Rev 2009;56:396-9. c7ba-473d-bd49-0b7d793a0835.pdf

17. Soja AM, Zwisler AD, Frederiksen M, et al. Use of intensified 40. Amsterdam EA, Wenger NK, Brindis RG, et al. 2014 AHA/ACC
comprehensive cardiac rehabilitation to improve risk factor control in guideline for the management of patients with non-ST-elevation
patients with type 2 diabetes mellitus or impaired glucose tolerance- acute coronary syndromes: executive summary: a report of the
-the randomized DANish StUdy of impaired glucose metabolism in American College of Cardiology/American Heart Association Task
the settings of cardiac rehabilitation (DANSUK) study. Am Heart J Force on Practice Guidelines. Circulation 2014;130:2354-94.
2007;153:621-8. 41. Montalescot G, Sechtem U, Achenbach S, et al. 2013 ESC guidelines

18. Svavarsdéttir MH, Sigurdardottir AK, Steinsbekk A. What is a good on the management of stable coronary artery disease: the Task
educator? A qualitative study on the perspective of individuals with Force on the management of stable coronary artery disease of the
coronary heart disease. Eur J Cardiovasc Nurs 2016;15:513-21. European Society of Cardiology. Eur Heart J 2013;34:2949-3003.

19. Barber-Parker ED. Integrating patient teaching into bedside patient 42. QSR International. NVivo qualitative data analysis software. 2017.
care: a participant-observation study of hospital nurses. Patient Educ http://www.gsrinternational.com/

Couns 2002;48:107-13. 43. Bradley EH, Curry LA, Devers KJ. Qualitative data analysis for health

20. Nolan J, Nolan M, Booth A. Developing the nurse's role in patient services research: developing taxonomy, themes, and theory. Health
education: rehabilitation as a case example. Int J Nurs Stud Serv Res 2007;42:1758-72.
2001;38:163-73. 44. Riff D, Lacy S, Fico F. Analyzing media messages: Using quantitative

21. Twinn SF, Lee DT. The practice of health education in acute care content analysis in research. Routledge, 2014.
settings in Hong Kong: an exploratory study of the contribution of 45. Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic
registered nurses. J Adv Nurs 1997;25:178-85. analysis: Implications for conducting a qualitative descriptive study.

22. Terry PE, Healey ML. The physician's role in educating patients. A Nurs Health Sci 2013;15:398-405.
comparison of mailed versus physician-delivered patient education. 46. Whitehead L. Qualitative data analysis. In: Jirojwong S, Johnson M,
J Fam Pract 2000;49:314-8. Welch A, eds. Research methods in nursing and midwifery: Pathways

23. Wood DA, Kotseva K, Connolly S, et al. Nurse-coordinated to evidence-based practice. Oxford: Oxford University Press,
multidisciplinary, family-based cardiovascular disease prevention 2011:141-61.
programme (EUROACTION) for patients with coronary heart 47. Svavarsdéttir MH, Sigurdardattir AK, Steinsbekk A. How to become an
disease and asymptomatic individuals at high risk of cardiovascular expert educator: a qualitative study on the view of health professionals
disease: a paired, cluster-randomised controlled trial. Lancet with experience in patient education. BMC Med Educ 2015;15:87.
2008;371:1999-2012. 48. Anchah L, Hassali MA, Lim MS, et al. Health related quality of life

24. McAlister FA, Lawson FM, Teo KK, et al. Randomised trials of assessment in acute coronary syndrome patients: the effectiveness
secondary prevention programmes in coronary heart disease: of early phase | cardiac rehabilitation. Health Qual Life Outcomes
systematic review. BMJ 2001;323:957-62. 2017;15:10.

10 Liu X-L, et al. BMJ Open 2018;8:€019351. doi:10.1136/bmjopen-2017-019351


http://dx.doi.org/10.1016/j.pec.2014.01.012
http://dx.doi.org/10.1016/j.pec.2010.01.015
http://dx.doi.org/10.1016/j.ejheart.2005.01.002
http://dx.doi.org/10.1016/j.ejheart.2005.01.002
http://dx.doi.org/10.1080/01421590410001679398
http://dx.doi.org/10.1002/14651858.CD008895.pub3
http://dx.doi.org/10.1002/14651858.CD008895.pub3
http://dx.doi.org/10.1007/s12020-015-0775-7
http://dx.doi.org/10.1111/j.1365-2648.2007.04479.x
http://dx.doi.org/10.1093/her/18.2.156
http://dx.doi.org/10.1093/her/18.2.156
http://dx.doi.org/10.1111/j.1365-2702.2006.01926.x
http://dx.doi.org/10.1186/1472-6920-5-40
http://dx.doi.org/10.1097/01.NOR.0000310614.31168.6b
http://dx.doi.org/10.1016/j.pec.2010.06.023
http://dx.doi.org/10.1111/jocn.13487
http://dx.doi.org/10.1111/jocn.13487
http://dx.doi.org/10.1111/j.1466-7657.2012.00998.x
http://dx.doi.org/10.1111/j.1365-2753.2010.01621.x
http://dx.doi.org/10.1111/j.1466-7657.2009.00725.x
http://dx.doi.org/10.1111/j.1466-7657.2009.00725.x
http://dx.doi.org/10.1016/j.ahj.2007.01.030
http://dx.doi.org/10.1177/1474515115618569
http://dx.doi.org/10.1016/S0738-3991(02)00024-1
http://dx.doi.org/10.1016/S0738-3991(02)00024-1
http://dx.doi.org/10.1016/S0020-7489(00)00041-9
http://dx.doi.org/10.1046/j.1365-2648.1997.1997025178.x
http://www.ncbi.nlm.nih.gov/pubmed/10778836
http://dx.doi.org/10.1016/S0140-6736(08)60868-5
http://dx.doi.org/10.1136/bmj.323.7319.957
http://dx.doi.org/10.2337/dc09-S087
http://dx.doi.org/10.1093/heapol/czt023
http://dx.doi.org/10.1016/j.puhe.2016.10.007
http://dx.doi.org/10.1111/j.1365-2753.2011.01788.x
http://dx.doi.org/10.1002/nur.20362
http://dx.doi.org/10.1177/0193945916645499
http://dx.doi.org/10.1186/1471-2288-9-52
http://dx.doi.org/https://doi.org/10.1177/1473325002001003636
http://dx.doi.org/10.7748/nr2013.05.20.5.28.e327
http://dx.doi.org/10.1136/bmjopen-2017-016857
http://www.ncbi.nlm.nih.gov/pubmed/23906394
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b9b8789d-c7ba-473d-bd49-0b7d793a0835.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b9b8789d-c7ba-473d-bd49-0b7d793a0835.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b9b8789d-c7ba-473d-bd49-0b7d793a0835.pdf
http://dx.doi.org/10.1161/CIR.0000000000000133
http://dx.doi.org/10.1093/eurheartj/eht296
http://www.qsrinternational.com/
http://dx.doi.org/10.1111/j.1475-6773.2006.00684.x
http://dx.doi.org/10.1111/j.1475-6773.2006.00684.x
http://dx.doi.org/10.1111/nhs.12048
http://dx.doi.org/10.1186/s12909-015-0370-x
http://dx.doi.org/10.1186/s12955-016-0583-7

49. Pan X, Dib HH, Wang X, et al. Service utilization in community health 52. World Health Organization. Guideline: sodium intake for adults and
centers in China: a comparison analysis with local hospitals. BMC children. 2012. http://www.who.int/nutrition/publications/guidelines/
Health Serv Res 2006;6:93. sodium_intake_printversion.pdf

50. ShiH, Zhang FR, Zhu CX, et al. Incidence of changes and predictive 53. Shen H, Edwards H, Courtney M, et al. Barriers and facilitators
factors for sexual function after coronary stenting. Andrologia to diabetes self-management: perspectives of older community
2007;39:16-21. dwellers and health professionals in China. Int J Nurs Pract

51. LiuY, Li H, Hong S, et al. Salt reduction and hypertension in 2013;19:627-35.

China: a concise state-of-the-art review. Cardiovasc Diagn Ther 54. Bhattacharyya O, Delu Y, Wong ST, et al. Evolution of primary care in
2015;5:191-6. China 1997-2009. Health Policy 2011;100:174-80.

Liu X-L, et al. BMJ Open 2018;8:6019351. doi:10.1136/bmjopen-2017-019351 11


http://dx.doi.org/10.1186/1472-6963-6-93
http://dx.doi.org/10.1186/1472-6963-6-93
http://dx.doi.org/10.1111/j.1439-0272.2006.00753.x
http://dx.doi.org/10.3978/j.issn.2223-3652.2015.05.01
http://www.who.int/nutrition/publications/guidelines/sodium_intake_printversion.pdf
http://www.who.int/nutrition/publications/guidelines/sodium_intake_printversion.pdf
http://dx.doi.org/10.1111/ijn.12114
http://dx.doi.org/10.1016/j.healthpol.2010.11.005

	‘Better to save one life than build a seven-storied pagoda’: a qualitative study of health education for patients with acute coronary syndrome and type 2 diabetes mellitus in Shanghai, China
	Abstract
	Aim

	Methods
	Setting and sample
	Interviews
	Educational Content Checklist

	Data analysis
	Patient and public involvement

	Findings
	Participant characteristics
	Health education for patients with ACS and T2DM
	Health education content
	Interview thematic analysis: health professionals’ perceptions of health education
	Theme 1: health education is an essential embedded component of treatment
	Subtheme 1: priorities of care in the acute phase and long-term management
	Subtheme 2: ordering and sequencing of education content relative to recovery
	Theme 2: health education comprises varied strategies to facilitate behavioural change
	Subtheme 1: teaching approaches during acute care and community follow-up

	Acute care
	Community follow-up
	Subtheme 2: behavioural strategies and psychological support tailored to educational content

	Goal setting to achieve optimal clinical targets
	Acknowledging and supporting psychological recovery
	Family inclusion
	Theme 3: barriers and required resources to deliver effective health education

	Time constraints
	Available resources at hospital, community and national levels

	Discussion
	Delivering content reflective of patient recovery
	Scope and range of content meeting guideline requirements
	Behavioural theories and teaching approaches
	Barriers to delivering effective health education
	Limitations
	Practice implications and future directions

	Conclusions
	References


