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Abstract

During the whole illness trajectory, nurses play a vital role in managing the care of patients with cardiovascular long-term and
complex illnesses. The application of Self-care of chronic illness -theory improves patients” self-management and give the knowledge
and skills with which patients can formulate their individual goals and feel self-confidence despite the condition.

The aim of this review is to describe the reflections concerning advanced nursing care of patients with cardiovascular complex
or long-term conditions. A theoretical review, conducted in a dialectical process between evidence-based literature, a theoretical
framework and professional reflection.

Nurses assess patient's level of risk for cardiovascular disease, contribute to primary and secondary illness prevention through
patient education based on a nursing theory, observe symptom clusters and their effects to the patient’s functional capacity and quality
of life with relevant PREMs and PROMSs, conduct and interpret clinical measurements, monitor medication and treatment adherence,
and develop as well as review the person-centered nursing care plan accordingly.
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Introduction

Cardiovascular disease is the leading cause
of death worldwide: no other cause that causes as
many deaths each year. People who have high risk for
cardiovascular diseases such as high blood pressure or
hyperlipidemia, or a cardiovascular diagnosis need not
only medication but continuous patient education and
counseling [1,2] during the whole illness trajectory in
order to be able to monitor own symptoms and symptom
clusters and to manage the self-care. Otherwise, there is
a risk for a complex condition. Long-term and complex
cardiovascular diseases include chronic ischemic heart
disease, consequences after myocardial infarction,
ventricular arrhythmias, etc.

According to Self-care of chronic illness theory,
self-help is defined as the process of maintaining health
through health-promoting practices and disease control,
focused on the individual performing self-care [3]. Nurses
play an important role in managing the care of patients

Literature search and selection strategy

This essay is based on a course material received
at EU-financed project AccelEd https://project-acceled.
com/ and the course “Nursing theories and research on
patients with complex and long-term health needs” within
it.

For the essay, articles and information were
systematically searched from databases PubMed,
EBSCO, and Web of Science with following inclusion
criteria: articles published in English, human studies,
original papers on symptom clusters in adults with heart
disease and empirical research describing nurse-led

Professional nursing care in cardiology

Patients with cardiovascular disease typically face
many challenges related to the outcome of the disease,
rehabilitation after a serious cardiovascular event,
especially in their quest to return to their previous lives.
The recovery process after an acute myocardial infarction
in this case is a complex procedure, which challenges the
patient’s psychological and physical well-being due to the
constant and continuous care and supervision that patient
needs after discharge from the hospital. Outpatient
cardiac rehabilitation has evolved over the years from
health monitoring to a safe return to physical activity,
using a multidisciplinary approach focused on individual
patient education, exercise, changing risk factors and
improving overall health [6] through self-management [3].

The role of health professionals in promoting the
development of secondary prevention should never be
underestimated, as physicians and nurses play a critical
role in patient management and counseling. However,
despite the established benefit of rehabilitation programs,
enrollment in cardiac rehabilitation is still underused and
convincingly low due to many factors. Patients are not
sufficiently adherent to therapy: prescribed medications,
nutritional interventions, etc. Health professionals
and health care systems need to improve the effective
treatment of cardiovascular diseases with a greater
impact in the field of primary and secondary prevention
through collaboration with patients and their families,
which is a way to solve this problem. The collaboration
should be based on systematic use of PREM (Patient
Recorded Experience Measures) and PROM (Patient
Recorded Outcome Measures) questionnaires as
indicators of patients” distress or health-related well-
being [7]. As members of a multidisciplinary team, nurses

with long-term and complex illnesses. Nursing care
coordination activities, according to Karam and others,
are grouped into three categories: activities directed
at the patient, family, and caregivers; those that target
medical and social groups; and those that bring together
patients and professionals [4]. Therefore, nurses need to
constantly assess the condition of patients with a long-
term or complex cardiovascular disease and to use
narrative conversations as the main tool in a patient-
centered approach [5]. The effectiveness of nursing
care for patients with long-term and complex illnesses is
manifested in the improvement of the treatment process:
improved interaction between nurses and patients,
increased safety of vulnerable patients, improved clinical
outcomes and reduction of disease exacerbation.

This paper reflects the professional nursing care
provided to patients with complex and long-term diseases
in cardiology.

care coordination in primary health care for patients
with complex needs. As search terms a combination
of the MESH terms were used: "symptoms, clusters of
symptoms, coronary artery disease, heart failure, cluster
analysis, nursing, complex and long-term health needs,
cardiology, myocardial infarction, cardiac rehabilitation".
The abstracts and full texts were then retrieved to confirm
that they met our inclusion criteria. The reference lists
of the retrieved full texts were also analyzed in order to
identify any additional relevant articles.

make a significant contribution to the management of
secondary prevention and for this a basic understanding
of educational and behavioral theories are very important
(8]

Despite strong evidence that secondary prevention
strategies significantly reduce morbidity and mortality
in acute coronary syndrome survivors, a significant
proportion of patients indicated for these treatments do
not receive secondary prevention or receive suboptimal
doses. There is a low adherence of patients to drug
therapy: before and after myocardial infarction. Given
an aging population and a growing need to reduce
cardiovascular risks internationally, innovative ways
are needed to improve the use and implementation of
secondary prevention strategies in which the nurse is a
leader and a partner [8, 9].

Nurses routinely measure blood pressure in most
healthcare settings using advanced blood pressure
measurements as part of the initial and ongoing evaluation
of each patient. Also nurses lead screening and blood
pressure testing initiatives at the primary health care level.
After measuring and recording blood pressure, the nurse
analyzes the data to determine if the readings are in the
normal or hypertensive range. A nurse record keeping
system can help ensure that uncontrolled hypertension
is recognized and treated. Nurses can assess a patient's
level of risk for cardiovascular disease (for example, the
Framingham Cardiovascular Risk Assessment).
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Nurse follow-up and management between
phone, mail or digital visits can be effective in reinforcing
goals related to admission and continuation of care and
participation in care, and can improve the relationship
between healthcare professionals and patients. It is
important to keep track of missed visits to maintain
contact with the patient and emphasize the importance of
meeting blood pressure targets. Nurses are often the first
to identify hypertension and poor patient adherence to
medication and therefore play a key role in communicating
with patients and other healthcare professionals to ensure

adherence to treatment recommendations by developing
and reviewing the nursing process plan and patient
management accordingly [10].

Team care is aimed at achieving effective
management of secondary prevention after a myocardial
infarction, especially in the first month after infarction and
after discharge from hospital (see Table 1), the patient
must undergo an outpatient stage of rehabilitation in a
day hospital. After discharge from the day hospital, the
patient is registered with the dispensary and cardiac
rehabilitation begins [11].

Table 1 - Outpatient cardiac rehabilitation in Kazakhstan

Discharge from the hospital after ACS

Outpatient stage of rehabilitation in a day hospital

Dispensary registration of a patient for 12 months

Ne visit to polyclinic Visit period

Monitoring

after discharge from

1visit the day hospital

Assessment of the patient’s condition, measurement of blood pressure, ECG.

Assessment of the risk of developing recurrent coronary events. Evaluation of

the need for planned coronary angiography, interventional and cardiac surgical
methods for the treatment of coronary artery disease.

2 visit 2 months after ACS

Assessment of the patient’s condition, measurement of blood pressure,
correction of therapy if necessary. Assessment of the risk of recurrent coronary

events

3 visit 3 months after ACS

Assessment of the patient’s condition, measurement of blood pressure, ECG,
biochemical blood test (lipid profile, glucose, liver function tests (ALT, AST),
total bilirubin, creatinine, potassium (K +). Assessment of the risk of recurrent
coronary events. Correction of therapy if necessary

4 visit 6 months after ACS

Assessment of the patient’s condition, measurement of blood pressure, ECG,
echocardiography (ECHOKG), Holter ECG monitoring (CMECG), 24-hour
blood pressure monitoring (ABPM), stress test, biochemical blood test (lipid
profile, glucose, ALT, AST, total bilirubin, creatinine , K +). Correction of therapy
if necessary. Assessment of the risk of developing recurrent coronary events.
Assessment of the need for planned coronary angiography

Separation of the roles of individual team members
based on knowledge, skill set and availability, as well as
patient needs, allows the main coordinating cardiologist
to delegate routine matters to the team, in particular the
nurse, thereby leaving more time to solve complex and
critical problems faced by patients with ischemic heart
disease [12].

Nurses provide patient education, counseling
and skills development to enable patients to make
lifestyle changes that can benefit secondary prevention
goals for acute myocardial infarction (such as smoking
cessation, weight loss, no rehospitalization for acute
myocardial infarction, improved adherence to treatment,
increased physical activity). They also use effective,
evidence-based strategies to help control blood pressure:
identifying patients' knowledge, attitudes, beliefs, and
experience with medications; talk about conditions
and treatment; individualize the mode; promote social
support; and collaborate with other professionals. It is
important to consider that patient education is a means
to an end. Knowledge is necessary but not sufficient to
achieve the desired behavior without the development of
skills and a host of other reinforcing factors. The ultimate
goal for the patient is to have the necessary skills and
resources, including knowledge to follow treatment
recommendations and achieve and maintain blood
pressure control. Thus it is necessary to assess the
information needs of patients before conducting cardiac
rehabilitation, in order to effectively conduct patient
consultations in a simple and accessible form in order to
increase their level of knowledge and increase adherence
to treatment. A nurse can evaluate adherence to drug
therapy in dynamics: before and after consultation [13].

Although the role of the nurse practitioner has
not been specifically assessed in secondary prevention,
many studies have shown improved outcomes (patient
health, quality of life, coordination and continuity of
care, utilization of health services, patient and family
satisfaction with health care costs) when advanced
nursing roles involving nurse practitioners, complement
the existing roles of other medical professionals assisting
in rehabilitation [14].

A nurse in cardiac rehabilitation should complete
an individual patient care plan and identify appropriate
interventions. It is necessary to improve patient self-
management through a telephone call, a visit of patients
to a nurse after discharge from the hospital (early start of
rehabilitation activities), drawing up programs for cardiac
rehabilitation (patient self-management, instruction and
monitoring of exercises), motivation letters for lifestyle
changes, use of remote monitoring (by phone and mobile
application) between groups of patients, organizing and
conducting classes at a health school [15].

In order to increase people's motivation to choose
and maintain healthy behaviors, health policies are
needed to create an enabling environment for healthy
choices and their affordability. In order for people to
choose and maintain healthy behaviors, policies are
needed to create an environment conducive to ensuring
healthy choices are accessible and affordable. There are
also a number of factors that influence the development
of chronic diseases, or underlying causes. They reflect
the main driving forces leading to social, economic
and cultural change - globalization, urbanization and
population aging. Other determinants for cardiovascular
diseases are poverty, stress and hereditary factors.
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For the management of patients with long-
term and complex conditions in cardiology, certain
interventions are needed: for the general population
and individual interventions that can be used in
combination with each other to reduce the high burden of
cardiovascular diseases [16].

The nurse can implement a policy to control
smoking, reduce overweight, recommend patients to
eat a balanced diet (reduce consumption of foods high
in fat, sugar and salt), increase physical activity levels,
including monitoring and assisting patients in taking
medications in a timely manner thereby increasing
adherence to treatment [17]. Typically healthcare
professionals assessed patients' symptoms individually
for evaluation, triage or diagnosis. However patients often
experience several symptoms of the disease at the same
time. There is a system of symptom clustering, which
is defined as the presence of two or more symptoms
of a disease that occur simultaneously and are related.
For effective therapeutic management of patients it is
necessary to know the existing clusters of symptoms,
which will give a broader perspective for an adequate
understanding of how patients experience symptoms can
help in clinical management. Clusters of symptoms may
differ for cardiovascular diseases. Patients with heart
failure report multiple symptoms, including dyspnea on
exertion, fatigue, and peripheral edema. When heart
failure symptom clusters are known, this will help patients
to quickly recognize their worsening condition, thereby
preventing complications and reducing delay in seeking
care [18].

Conclusions

Cardiovascular diseases have a high socio-
economic significance, and the importance of timely
rehabilitation of patients after cardiovascular events is
an urgent public health problem. The work carried out
in this direction makes it possible to identify priorities
in the organization of the activities of the preventive
service, determine the needs of the population in
preventive programs, taking into account medical, social
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Tyninpeme

AypyObiH 6ykin mpaekmopusicbiHOa metipz2epnep y3akK Mep3imoi xaHe Kypdesi XypeKk-kaHmambip aypyrnapbl bap Haykacmapra
Kymim xacayda maHbi30bl pen amkapadbl. Cosbinmarbl aypyobiH 63iH-63i Kymy meopusiCbiH KorndaHy nayueHmmepOiH ©3iH-63i
backapybiH xaKcapmadbl xoHe HayKkacmapFra 630epiHiH XeKke MakcammapbiH MyXXbipbimMOal anamblH XoHe xardalifa KapamacmaH
e3iHe ceHimOi cesiHe anambiH 6iniM meH daroblnapObi 6epedi.

Byn makanaHbIH Makcamsl - XypeK-KkaHmambIp Xyleci Hemece y3ak mep3imoi xardalibl 6ap Byn meopusinbik wory danendi
a0ebuemmep, MeopusifibiK Heei3 XeHe Kacibu pechriekcusi apacbiHOasbl Ouanekmukarbik yoepicme xypeisinaeH.

Meliipeeprnep HaykacmbiH XypeKk-kaH mambiprapbl aypynapbiHblH Kayri OeHeeliH baranaliobl, melipbuke meopusicbiHa
Heeiz0eneeH nayueHmmepdi oKbImy apkblibl bacmarkbl xoHe Kalmarnama aypyObliH anobiH anyfa yrnec Kocadbl, cumrnmomoap
KracmepriepiH xoHe onapObiH calkec PREM xoHe PROM kemeziMeH HaykacmbiH (DYHKUUOHaNObIK MYMKIHOIKmMepi MeH emip
canacbiHa acepiH 6akbirialobl.

TyuiH cesdep: kypderni xardalinap, y3ak mep3imoi xardall, 03bIK Melip2epsiik KymiM, XypeK-mambip aypynapbi.
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Pe3rome

Ha npomsixeHuu eceeo nepuoda 60r1e3HU MeOUUUHCKUE cecmpsbl ueparom XU3HeHHO 8aXXHyK PoJib 8 op2aHu3auyuu yxoOa 3a
nayueHmamu ¢ 0numernbHbIMU U CIIOXHbIMU 3aboresaHusimu cep@equ-cocyducmoEl cucmemsl. [puMeHeHUe meopuu caMornoMouu
pu XPoOHUYeCKuUx 3abonesaHusix yrnydwaem camMOKOHMpPOIsib nayueHmos u Gaem 3HaHUSI U HasbIKU, C MOMOWbIO KOmopsbIX nayueHmabl
mMoeym d)opMynupoeamb ceou UH@USU@y&ﬂbeIe uesnu u 4yecmeosame y8epeHHOCmb 8 cebe, HeCcMomps Ha ceoe CoOCmosHue.

Llenb daHHOU cmambu - onucams pasmblwieHuss 0 nepedosoM CecmpUHCKOM yxode 3a nayueHmamu ¢ cepOedyHo-
cocyoucmbIMU OCIIOXHEHUSIMU Urlu OriumeribHbIMU COCMOsIHUSIMU. Omo - meopemuyeckuli 0630p, npo8oduMbili 8 OuaneKkmu4yeckom
npouecce Mexdy Hay4YHO-0bocHogaHHOU numepamypol, meopemuyeckol 6a3ol u npogeccuoHansHol peghrekcued.

MeduyuHckue cecmpbl oueHUBarm ypoBeHb pucka cepdedHO-cocyOucmbix 3abonesaHull y nayueHmos, eHocsam eknaod e
epeuUYHYI0 U 8MOPUYHYH npoghuiakmuky 3abonesaHull nocpedcmeom obyyeHusi nayueHmoe Ha OCHO8E MeopuuU CECMPUHCKO20
Oena, Habnrodaom 3a epyrnnamu CUMIIMOMO8 U UX 6/TUSHUEeM Ha (DYHKUUOHasIbHbIe 803MOXHOCMU U Ka4ecmeo XU3HU rnayueHmos
C [MoMOWb0 Ccoomeemcmeyuwux npedsapumensHbIX U 3asepwarwux obcrnedogaHull, npoeodsm U UHMeEPnpemupym
KITUHUYECKUE U3MePeHUs, KOHMPOJupyrom mMeduKkaMeHMO3Hoe sieyeHue, a makxe rnepecMmampusarom riaH CecmpUHCKO2o yxo0a,
OpueHMUPoBaHHbIL Ha TUYHOCMEb.

Kntoyesble criosa: CrioxHble cOCMOsIHUS, OnumeribHbIe COCMOSIHUS, MPOO8UHYMbIU CECMPUHCKUU yx00, KapOuo8acKynspHbIie
COCMOSTIHUSI.
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