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Abstract

When the consultation is predominantly verbal, existing research in clinician—patient communication indicates that many
patients struggle to understand and recall medical consultations or may not understand the extent of their illness or the pur-
pose of their treatment plan. When the clinician—patient discussion centers around the risk of a repeated cardiovascular dis-
ease (CVD) related event, qualitatively assessing what factors affect the communication of this risk may guide the creation of
effective communication solutions. Semi-structured interviews were conducted with |7 clinicians treating patients at stages
along the cardiac rehabilitation patients’ journey. Thematic analysis identified factors that prevent patients from understanding
the risk they face of experiencing a repeated cardiac event. Results indicate a clearer understanding of the cardiac rehabili-
tation patient journey by means of a patient journey map; an overview of how CVD risk is currently communicated; and the
factors that affect communication of these risks in the form of themes and sub-themes. Findings shape the proposal of an
evidence informed model of opportunities for enhanced digital media supported communication in cardiac rehabilitation.
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Introduction countries, adherence among patients suffering from chronic
diseases averages only 50%, and it is even lower in develop-
ing countries”*®" leading to more hospitalizations,
increased medical costs, higher social impact and more pre-
mature deaths, which the Organisation for Economic
Co-operation and Development (OECD) has estimated at
200 000 patients per year.'* Studies estimating the lack of
medication adherence to cost European governments €125
billion per year (hospitalization, primary care services, reha-
bilitation costs, etc) and in the United States'” reveal that this
lack of patient understanding and patient adherence may be
associated with approximately 125 000 deaths, and at least
10% of hospitalisations'® accounting for one in 10 patients

Of all human illnesses, cardiovascular disease (CVD) is the
number one cause of death globally, taking an estimated
17.9 million lives each year (representing 32% of all global
deaths). One-third of these deaths occur prematurely in
people under 70 years of age.! However, identifying those
at highest risk for future CVDs and ensuring they receive
appropriate treatment can prevent most deaths from this
disease. This early detection of, and intervention in treating
people either with established CVD or who are at high risk
for developing CVD, is the core focus of a clinician—
patient risk discussion (CPRD). The CPRD is defined as “a
dialogue between the clinician and patient about potential
for atherosclerotic cardiovascular disease risk reduction ben-
efits”>P13¢D) gpecifically as relates potential lifestyle or ther-
apeutic interventions under consideration.
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in their hospitals at any one time, contributing to increases in
morbidity and mortality.'”

To better understand ways in which the CPRD could
improve adherence, this study aimed to identify (1) what
the patient journey looks like for cardiac rehabilitation
patients; (2) how risk is currently communicated to patients;
(3) what inhibits successful communication of this risk; and
(4) where digital media might best support or enhance com-
munication of risk along this patient journey.

Methods

Patients with cardiac diseases or cardiac-related problems in
Ireland are typically given a 75-page booklet'® showing the fol-
lowing 4 phases of cardiac rehabilitation: (1) In Hospital; (2)
Going Home; (3) Exercise and Education Programme; and (4)
Community or Home Based Programme. This study includes
interviews with clinicians from these phases in order to assist
in fully understanding the patient’s journey along the cardiac
rehabilitation process in Irish public hospitals.

The Study Context

The study was conducted in 2 Irish public hospitals. Following a
cardiac event, a patient is referred to relevant healthcare clini-
cians for rehabilitation.

These interactions typically take place immediately after
their medical event (Phase 1), and in subsequent scheduled
visits (Phase 2 to 4). Over 12 months, this study was con-
ducted with clinicians and patients in 2020/2021.

Theoretical Framework

This research used a qualitative approach, using Braun and
Clarke’s thematic analysis (TA),'”° allowing for the sys-
tematic analysis and subsequent interpretation of the experi-
ences of doctors with cardiac patients. This presented a
pragmatic approach to qualitative analysis that involves
searching for patterns or themes from transcribed textual
interview data through the use of codes. These identified pat-
terns in code detection allow for the extraction of themes that
highlight important information relating to the communica-
tion between patients and other healthcare professionals
throughout their post-cardiac event journey.

Sampling Strategy

A total of 17 clinicians were interviewed as part of this study,
totaling a duration of approximately 6 and a half hours of inter-
view time across all participants. The size of this study was
determined by purposeful sampling. All necessary ethics com-
mittee approvals were received, and details are provided in the
Ethical Approval section of this paper. Inclusion criteria for
research participants consisted of participants needing to be
healthcare professionals working with cardiac rehab patients
in the hospitals selected for this research.

Data Collection

This method involved interviewing clinicians, ranging from
consultant cardiologists to clinical nurse specialists and
other allied health professionals in selected Irish public hos-
pitals. Participants were interviewed individually in person as
well as over video calls between September and December
2021. Each of these interviews were recorded.

Data Analysis

This study used a TA approach to identify factors from the lived
experiences of clinicians in their cardiac patient communication.
Thus, having transcribed the interviews, the data were then ana-
lyzed using TA, which enabled identification, analysis, and
reporting of themes within the data. Findings stemming from
this TA are outlined in the results section.

Results

Reporting of the results of the analysis is divided into 3 cat-
egories: (1) a clearer understanding of the cardiac rehabilita-
tion patient journey in Ireland; (2) an overview of how risk is
currently communicated; and (3) the factors that affect com-
munication of risk. Each of these are discussed below.

The Cardiac Patient Journey

The 17 semi-structured interviews with various clinicians were
audio-recorded and transcribed to reduce the occurrence of
errors or misinterpretations. By coupling the data analysis
from the interviews with the 4 phases of cardiac rehabilitation
in Ireland, the following schematic (Figure 1) was devised in
order to provide a more detailed schematic of the patient journey.

Its additions include: clinical appointments before and after the
cardiac event; approximations of the days, weeks, and months of
each stage; durations of each clinician encounter; alternative path-
ways to phases 1 and to outpatients via referrals; as well (in many
cases) the need for an annual check-up with outpatients.

An Overview of How Risk is Communicated

Table 1 outlines each of the patient journey stages, along with
the corresponding medium of communication of risk with
their clinician, and the duration of each appointment.

Factors That Affect Communication of Risk

The 6 steps of the Braun & Clarke TA model are outlined in
this section.

Phase I: Data Familiarization and Writing Familiarization
Notes. After transcribing the interviews into text, the first
step was to become familiar with the data by reading it in
its entirety before delving into specific items.
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Figure |. Cardiac patient journey.

Table 1. How Risk is Communicated Along the Cardiac Rehabilitation Patient Journey.

Patient journey stages Medium of communication

Duration of time spent with
clinicians to discuss risk

Verbal face-to-face
Verbal face-to-face

Chest Pain Clinic (Referral by GP)

Ambulance to the Emergency Dept.

In-Patient Treatment
(Hospitalization)

Cardiac Rehabilitation Phase |:
In-Patient Recovery
(Hospitalization)

Cardiac Rehabilitation Phase 2: .

cardiologist)

Verbal face-to-face (pre and post encounter with interventional

Face-to-face verbal information, information leaflet and laminated
images of the heart anatomy and procedure/s.

Verbal over the phone calls.

10 min
N/A
20 min

Between 40-60 min

Between 20-60 min

* Virtual clinics via video (2024).
*  Functional capacity test (2-4 weeks prior to phase 3).
* Text and 2D image based booklet.

Cardiac Rehabilitation Phase 3: Group meetings, face-to-face verbal, information leaflets, with Total = 690 min
Exercise and Education presentations including images of heart and procedure on projector
Programme using PowerPoint.
12 x exercise sessions (40 min each) =480 min
7 % 30 min education sessions =210 min
Cardiac Rehabilitation Phase 4: * Detailed discharge letter sent to GP/Cardiologist
Community Rehab * Possible referral to phase 4 cardiac rehabilitation in community
Outpatient Clinic Appointments Face-to-face meeting with a consultant cardiologist, Registrar or 10 min

Senior House Officer (SHO).

Phase 2: Systematic Data Coding. This involved the coding of the
data. “Coding” refers to highlighting sections of the text within the
primary data. Each code can be a single word, phrase, sentence, or
paragraph, and the code used is very much like a shorthand label (or
“code”) to describe their meaning, or intent.

Phase 3: Generating Initial Themes From Coded and Collated
Data. Next, themes were created from the codes identified.
This was achieved by reviewing the bank of codes created,
identifying patterns within these codes, and generating the
first iteration of (potential) themes within the data.

Phase 4: Developing and Reviewing Themes. In phase 4, it was
necessary to compare themes to the data set and combine
several themes where relevant. For example, Covid, acceptance

and denial, time constraints and more were combined to form an
overarching theme entitled “Being a patient is challenging” (later
refined as “Complexities of the Patient Journey™).

Phase 5: Refining, Defining, and Naming Themes. In phase 5,
this method of combining low-level (sub-) themes into
refined, overarching, themes continued, with each of these
themes now having a clear, succinct name and definition.
This phase ultimately resulted in 4 primary themes, with sub-
themes, as outlined in Table 2.

Phase 6: Writing the Report. Finally, phase 6 refers to the
“writing-up” step. In analyzing the factors that affect the
communication of risk, our study identified 4 primary
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Table 2. The Themes and Sub-Themes Identified by This Study.

Themes

Sub-themes

T1.0 Communication related Challenges and Opportunities

TI.I Traditional Verbal Communication

TI1.1.1 Traditional Verbal Communication and the Role of Language
T1.1.2 Traditional Verbal Communication versus Visual Communication

T1.2 Digital Communication
T1.2.1 Digital Communication Tools
T1.2.2 Digital Divide
T1.2.3 Future of clinician-patient Communication

T2.0 Complexities of the Patient Journey

T2.1 Patient Barriers and Challenges

T2.1.1 Behavioural Challenges
T2.1.2 Emotional Challenges
T2.1.3 Age, Family History and Family Involvement

T2.2 Patient Understanding and Retention
T2.3 Challenges and Opportunities of COVID
T2.4 The Patient Experience

T3.0 Complexities in the Doctor’s Role/Experiences

T3.1 Communicating Risk to Patients

T3.2 Availability of Information
T3.2.1 HSE IT Systems
T3.3.2 Truth (Patients giving accurate account of their health)
T3.3.3 Better Digital Solutions are needed

T3.3 Doctor’s Abilities to Teach/Communicate
T3.4 The Importance of Rapport with Patients

T4.0 The Importance of Time

T4.1 Too Little Time

T4.2 Inefficient use of time

themes, and related sub-themes, from the interviews with cli-
nicians, listed in Table 2.

Discussion

In summary, there are 4 main objectives of the study: to iden-
tify (1) what the patient journey looks like for cardiac rehabil-
itation patients; (2) how risk is currently communicated to
patients; (3) what inhibits successful communication of this
risk; and (4) where digital media might best support or
enhance communication of risk along this patient journey.
These first 3 research objectives have already been identified
in the results section. In this section, the significance of these
findings will be discussed, along with their role in exploring
the fourth objective.

Several previous studies regarding the mapping of patient
journeys have helped shape this study. These examine before
and after hospitalisation,”’ heart failure congestion symp-
toms,** and opportunities for care and improve information
delivery.>~%¢

What the Patient Journey Looks Like

Figure 1 outlines a more accurate depiction of the patient
journey than the 4 arbitrary phase headings explained to
patients. This is significant for patients in that it acts as a
map, with signposts, durations of visits, and approximate time-
lines from once they enter the cardiac rehabilitation system.

An Overview of How Risk is Communicated

Table 1 outlines each of the patient journey stages, along with
their corresponding medium of communication of risk with
their clinician, and the duration of each appointment. This
is significant as the table identifies (1) additional hospital
visits; (2) the variety of means of communication at each
stage; and (3) the variance in time spent between clinician—
patient at each stage (from less than 10 min to 720 min).

The Factors That Affect Communication of Risk (as
Themes)

When the consultation is predominantly verbal, existing
research in the field of clinician—patient communication indi-
cates that many patients struggle to understand and recall
medical consultations,”® or may not understand the extent of
their illness or the purpose of their treatment plan.’?’
However, findings indicate that there is a wide range of commu-
nication methods used at various stages along the patient
journey. Theme 1 (Table 2) findings, echoing related research
findings,”®*’ also indicate that clinicians are open to, and in
some cases are already using digital communication tools to
assist in communicating risk and acknowledge that their patients
are also open to the use of digital tools, including software appli-
cations, for the purposes of learning and understanding risk.
Although many of the participants espouse a desire to
incorporate other more visual media (pamphlets, sketches,
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Figure 2. Evidence informed model of opportunities for enhanced digital media supported communication in cardiac rehabilitation.

apps, images, charts, and videos) into the consultation
process as a means of improving the patient experience,
research literature argues that this cannot take place in isola-
tion of the literacy and numeracy skills of the patient.z'o’31

Equally, the choice of media used to convey this risk to
patients poses challenges.’” Patients’ perceptions of the
severity of their CVD and treatment preferences “are influ-
enced by the tool used for risk communication, and risk per-
ception influences a patient’s willingness to consider
therapy.”33:1192)

Existing research suggests that “individual characteristics such
as age, education, and numeracy, may affect not only risk com-
prehension but also the qualitative interpretation of risk.”>*®”)
In this study, it was clear that patients’ age, gender, and location
(rural or urban), as well as access to internet and smartphone tech-
nologies also play key roles in patients being able (or not) to
access information about their disease, and, as a result, their
ability to participate in the fulfilment of their treatment.

Theme 3 (Table 2) findings indicate that clinicians are also
aware of clinician challenges that affect optimal communica-
tion of risk to patients. One such challenge is the importance
of having suitably interoperable health IT systems in place to
effectively carry out their roles. Specifically, in relation to the
CPRD,’® this call for more appropriate health systems is
echoed in other research literature.>®

Tying together the first 3 themes, and ever-present through-
out, is the fourth theme of time. “Dedicating sufficient time
to high-quality CPRD offers an opportunity to strengthen
clinician—patient relationships, patient engagement, and

medication adherence.”” However, findings from our research
show that along the patient journey map, there are stages where
time is limited and where there will never be sufficient time to
communicate risk to patients at these bottleneck stages.
Communication of risk does not have to be focused exclu-
sively on these pressurized areas, and perhaps there are other
opportunities for communication of risk that exist elsewhere
along the patient journey other than the tight (<10 min) consul-
tation windows.

Opportunities for Digital Media Supported
Communication

The findings from research objectives 1, 2, and 3, confirm, com-
plement, and contribute to existing literature. They have enabled
the researchers to identify opportunities for digital media sup-
ported communication—the fourth purpose of this study.

By plotting the stages of the journey, quantifying the time
spent with clinicians at each stage, and cognizant of the factors
affecting the communication of risk (as outlined in the themes),
a clearer picture—or concept map—emerges. This is an evidence
informed model of opportunities for enhanced digital media sup-
ported communication in cardiac rehabilitation (Figure 2).

Informed by the TA findings of objective 3 (Table 2), this
conceptual map (Figure 2) plots the findings from research
objective 1 (Figure 1) and objective 2 (Table 1) in the form
of an encounter duration graph. Along this encounter duration
graph are the potential areas for use of tailored digital media
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interventions to assist in clinician—patient communication of
risk. These are illustrated by the grey circles—the greater the
circle, the greater the opportunity for media supported commu-
nication of risk. In particular, for phases 1, 3, 4, and cardiology
outpatients appointments, there are potential windows of time to
receive clinician-led multimedia related learning content to
assist in the communication of risk.

Strengths and Limitations

This study involved interviewing doctors, nurses, and allied
healthcare professionals along the cardiac rehabilitation
patient journey. Researching healthcare professionals’ perspec-
tives provides an alternative to interviewing patients, and is
arguably more reliable, objective, and gathered from a more
experienced source in understanding the patient journey.

Studies have shown that patients are not always reliable
narrators of their health,?’ due to ambiguity and contradiction
in their accounts.*® Patients may not be willing to voice their
dissatisfaction with their doctors for various reasons.’” They
are also potentially once-off users of this cardiac rehabilita-
tion system, whereas clinicians have experience in diagnos-
ing and treating thousands of patients, and, as a result, are
arguably more attuned to trends, challenges, and opportuni-
ties within this dynamic working environment.

The sample size of 17 participants in this study is small, but it
yielded 6.5 h of recorded interviews with a broad range of health-
care professionals interacting with cardiac patients along their
patient journey in Irish public hospitals. By varying the disciplines
of the healthcare professionals (consultants, interns, nurses, occu-
pational therapists), this approach contributed to a deeper under-
standing of communication of risk along the patient journey.

One limitation of the patient journey map is that it does
not include GP visits or appointments with other healthcare
professionals outside of cardiology.

Conclusion

The following 4 research objectives were achieved: To iden-
tify (1) what the patient journey looks like for cardiac rehabil-
itation patients; (2) how risk is currently communicated to
patients; (3) what inhibits successful communication of this
risk; and (4) where digital media might best support or
enhance communication of risk along this patient journey.
The findings in relation to each of these research objectives
complement existing research literature in the field of clinician—
patient communication while also contributing to new learning
in the field of cardiac rehabilitation in the form of a more accu-
rate understanding of this patient journey, which has the poten-
tial to increase basic understanding of the timelines and events
facing the patient 12-months post cardiac event; a structured tax-
onomy of the communication of risk challenges and consider-
ations within the cardiac rehabilitation patient journey (themes
and sub-themes); and an evidence informed model of opportu-
nities for enhanced digital media supported communication of
risk along this patient journey in cardiac rehabilitation.

Through these contributions this study’s findings can impact
future research and future cardiac rehabilitation care.

Future Research

For other researchers in this field, these findings, in the form of a
structured patient journey and taxonomy of communication of
risk challenges, may inform future research and development
studies into the design of appropriate clinician—patient commu-
nication aids.

The evidence informed model of opportunities for enhanced
digital media supported communication in cardiac rehabilitation
has potential to influence software designers and developers
when considering multimedia interventions along this patient
journey within cardiac rehabilitation. As part of a wider research
project, the learnings from these findings serve as a basis to
design and develop appropriate multimedia interventions
aimed at enhancing this communication process along each of
the stages within the patient journey in cardiac rehabilitation.

Future Care

For clinicians, informed by the findings of the data analysis,
as well as learnings from pertinent research literature, this
study reinforces the idea that any interventions to assist in
the communication of risk should go beyond mere informa-
tion provision. They should also include strategies for man-
aging other concerns such as digital literacy, numeracy,
willingness and ability to access content, as well as a range
of socio-cultural, behavioral, and emotional factors.

In conclusion, this study contributes valuable insights into
the patient experience in cardiac rehabilitation and the com-
plexities of clinician—patient communication. The analysis of
this complex inter-relationship between patient and health-
care professional yields significant results and highlights
the need for further research into patient experience design
in the field of cardiac rehabilitation.

Acknowledgments

The authors sincerely thank all the participants in this research.

Authors Contributions

Mark Campbell: conceptualization, data curation, formal analysis,
funding acquisition, investigation, methodology, validation, visual-
ization, writing—original draft, writing—review & editing. John
William McEvoy: conceptualization, supervision, resources,
writing—review & editing. Gavin Calpin: project administration,
resources, writing—review & editing. Fiona Concannon: conceptu-
alization, funding acquisition, supervision, methodology, writing—
review & editing. Sam Redfern: conceptualization, funding acquisi-
tion, supervision, methodology, writing—review & editing.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.



Campbell et al.

Funding

The authors disclosed receipt of the following financial support for the
research, authorship, and/or publication of this article: This work was
supported by the Irish Research Council (grant number EBPPG/2019/8).

Ethical Approval

Ethical approval to report this case was obtained from both the
Clinical Research Ethics Committee (CREC) in the Galway
Hospital Group (Reference: C.A.2814) and the University of
Galway Research Ethics Committee (Reference: 2020.08.003).

ORCID iD

Mark Campbell https://orcid.org/0000-0003-3225-7030

Statement of Human and Animal Rights

All procedures in this study were conducted in accordance with the
Clinical Research Ethics Committee’s (CREC) in the Galway
Hospital Group (Reference: C.A.2814) and the University of
Galway Research Ethics Committee’s (Reference: 2020.08.003)
approved protocols.

Statement of Informed Consent

Written informed consent was obtained from the healthcare profes-
sional(s) for their anonymized information to be published in this
article.

References

1. WHO. Cardiovascular diseases (CVDs). Published June 11,
2021. Accessed December 29, 2023. https:/www.who.int/
news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)

2. Martin SS, Sperling LS, Blaha MJ, et al. Clinician-patient risk dis-
cussion for atherosclerotic cardiovascular disease prevention. J Am
Coll Cardiol. 2015;65(13):1361-8. doi:10.1016/j,jacc.2015.01.043

3. Anderson JL, Dodman S, Kopelman M, Fleming A. Patient
information recall in a rheumatology clinic. Rheumatol
Rehabil. 1979;18(1):18-22. doi:10.1093/rheumatology/18.1.18

4. Ley P. Memory for medical information. Br J Soc Clin Psychol.
1979;18(2):245-55. doi:10.1111/§.2044-8260.1979.tb00333.x

5. Litwin MS, McGuigan KA. Accuracy of recall in health-related
quality-of-life assessment among men treated for prostate
cancer. J Clin Oncol. 1999;17(9):2882-2882. doi:10.1200/
JCO.1999.17.9.2882

6. Brody DS. An analysis of patient recall of their therapeutic regimens.
J Chronic Dis. 1980;33(1):57-63. doi:10.1016/0021-9681(80)
90086-7

7. Bravo BN, Postigo JML, Segura LR, et al. Effect of the evalu-
ation of recall on the rate of information recalled by patients in
primary care. Patient Educ Couns. 2010;81(2):272-4. doi:10.
1016/j.pec.2010.01.022

8. Jenkins V, Solis-Trapala I, Langridge C, Catt S, Talbot DC,
Fallowfield LJ. What oncologists believe they said and what
patients believe they heard: an analysis of phase I trial discussions.
J Clin Oncol. 2011;29(1):61-8. doi:10.1200/JC0.2010.30.0814

9. Quirt CF, Mackillop WJ, Ginsburg AD, et al. Do doctors know
when their patients don’t?: a survey of doctor—patient

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

communication in lung cancer. Lung Cancer. 1997;18(1):1-
20. doi:10.1016/S0169-5002(97)00048-2

Makaryus AN, Friedman EA. Patients’ understanding of their
treatment plans and diagnosis at discharge. Mayo Clin Proc.
2005;80(8):991-4. doi:10.4065/80.8.991

O’Leary KJ, Kulkarni N, Landler MP, et al. Hospitalized
patients’ understanding of their plan of care. Mayo Clin Proc.
2010;85(1):47-52. doi:10.4065/mcp.2009.0232

Kessels RPC. Patients’ memory for medical information. J R
Soc Med. 2003;96(5):219-22.

WHO. Failure to take prescribed medicine for chronic diseases
is a massive, world-wide problem. Published July 1, 2003.
Accessed December 19, 2023. https:/www.who.int/news/
item/01-07-2003-failure-to-take-prescribed-medicine-for-chronic-
diseases-is-a-massive-world-wide-problem

OECD and European Union. Health at a Glance: Europe 2018;
2018. doi:10.1787/health_glance_eur-2018-en

Viswanathan M, Golin CE, Jones CD, et al. Interventions to
improve adherence to self-administered medications for
chronic diseases in the United States: a systematic review.
Ann Intern Med. 2012;157(11):785. doi:10.7326/0003-4819-
157-11-201212040-00538

Peterson AM, Takiya L, Finley R. Meta-analysis of trials of
interventions to improve medication adherence. Am J Health
Syst Pharm. 2003;60(7):657-65. doi:10.1093/ajhp/60.7.657
Schiff GD, Fung S, Speroff T, McNutt RA. Decompensated heart
failure: symptoms, patterns of onset, and contributing factors. 4m J
Med. 2003;114(8):625-30. doi:10.1016/50002-9343(03)00132-3
Cardiac Rehab for All Information Patient Booklet. Irish Heart.
Published September 25, 2020. Accessed November 13, 2023.
https:/irishheart.ie/publications/cardiac-rehab-for-all-information-
patient-booklet/

Braun V, Clarke V. Thematic Analysis. American Psychological
Association; 2012.

Braun V, Clarke V. Thematic Analysis. Sage Publications Ltd;
2021. Accessed December 17, 2023. https:/uk.sagepub.com/
en-gb/eur/thematic-analysis/book248481

Laveau F, Hammoudi N, Berthelot E, et al. Patient journey in
decompensated heart failure: an analysis in departments of car-
diology and geriatrics in the Greater Paris University Hospitals.
Arch Cardiovasc Dis. 2017;110(1):42-50. doi:10.1016/j.acvd.
2016.05.009

Girerd N, Seronde MF, Coiro S, et al. Integrative assessment of
congestion in heart failure throughout the patient journey. JACC:
Heart Failure. 2018;6(4):273-85. doi:10.1016/j.jchf.2017.09.023
Philpot LM, Khokhar BA, DeZutter MA, et al. Creation of a patient-
centered journey map to improve the patient experience: a mixed
methods approach. Mayo Clin Proc Innov Qual Outcomes.
2019;3(4):466-75. doi:10.1016/j.mayocpiqo.2019.07.004
Ben-Tovim DI, Dougherty ML, O’Connell TJ, McGrath KM.
Patient journeys: the process of clinical redesign. Med J Aust.
2008;188(S6). doi:10.5694/j.1326-5377.2008.tb01668.x
McCarthy S, O’Raghallaigh P, Woodworth S, Lim YL, Kenny
LC, Adam F. An integrated patient journey mapping tool for
embedding quality in healthcare service reform. J Decis Syst.
2016;25(sup1):354-68. doi:10.1080/12460125.2016.1187394


https://orcid.org/0000-0003-3225-7030
https://orcid.org/0000-0003-3225-7030
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://doi.org/10.1016/j.jacc.2015.01.043
https://doi.org/10.1093/rheumatology/18.1.18
https://doi.org/10.1111/j.2044-8260.1979.tb00333.x
https://doi.org/10.1111/j.2044-8260.1979.tb00333.x
https://doi.org/10.1200/JCO.1999.17.9.2882
https://doi.org/10.1200/JCO.1999.17.9.2882
https://doi.org/10.1016/0021-9681(80)90086-7
https://doi.org/10.1016/0021-9681(80)90086-7
https://doi.org/10.1016/0021-9681(80)90086-7
https://doi.org/10.1016/0021-9681(80)90086-7
https://doi.org/10.1016/j.pec.2010.01.022
https://doi.org/10.1016/j.pec.2010.01.022
https://doi.org/10.1200/JCO.2010.30.0814
https://doi.org/10.1016/S0169-5002(97)00048-2
https://doi.org/10.1016/S0169-5002(97)00048-2
https://doi.org/10.1016/S0169-5002(97)00048-2
https://doi.org/10.4065/80.8.991
https://doi.org/10.4065/mcp.2009.0232
https://www.who.int/news/item/01-07-2003-failure-to-take-prescribed-medicine-for-chronic-diseases-is-a-massive-world-wide-problem
https://www.who.int/news/item/01-07-2003-failure-to-take-prescribed-medicine-for-chronic-diseases-is-a-massive-world-wide-problem
https://www.who.int/news/item/01-07-2003-failure-to-take-prescribed-medicine-for-chronic-diseases-is-a-massive-world-wide-problem
https://www.who.int/news/item/01-07-2003-failure-to-take-prescribed-medicine-for-chronic-diseases-is-a-massive-world-wide-problem
https://doi.org/10.1787/health_glance_eur-2018-en
https://doi.org/10.1787/health_glance_eur-2018-en
https://doi.org/10.1787/health_glance_eur-2018-en
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.7326/0003-4819-157-11-201212040-00538
https://doi.org/10.1093/ajhp/60.7.657
https://doi.org/10.1016/s0002-9343(03)00132-3
https://doi.org/10.1016/s0002-9343(03)00132-3
https://doi.org/10.1016/s0002-9343(03)00132-3
https://irishheart.ie/publications/cardiac-rehab-for-all-information-patient-booklet/
https://irishheart.ie/publications/cardiac-rehab-for-all-information-patient-booklet/
https://irishheart.ie/publications/cardiac-rehab-for-all-information-patient-booklet/
https://uk.sagepub.com/en-gb/eur/thematic-analysis/book248481
https://uk.sagepub.com/en-gb/eur/thematic-analysis/book248481
https://uk.sagepub.com/en-gb/eur/thematic-analysis/book248481
https://doi.org/10.1016/j.acvd.2016.05.009
https://doi.org/10.1016/j.acvd.2016.05.009
https://doi.org/10.1016/j.jchf.2017.09.023
https://doi.org/10.1016/j.mayocpiqo.2019.07.004
https://doi.org/10.5694/j.1326-5377.2008.tb01668.x
https://doi.org/10.5694/j.1326-5377.2008.tb01668.x
https://doi.org/10.1080/12460125.2016.1187394

Journal of Patient Experience

26.

27.

28.

29.

30.

31.

32.

Trebble TM, Hansi N, Hydes T, Smith MA, Baker M. Process
mapping the patient journey: an introduction. Br Med J.
2010;341:¢4078. doi:10.1136/bm;j.c4078

King JL, Schommer JC, Wirsching RG. Patients’ knowledge of
medication care plans after hospital discharge. 4Am J
Health-Syst Pharm. 1998;55(13):1389-93. doi:10.1093/ajhp/
55.13.1389

Sarradon-Eck A, Bouchez T, Auroy L, Schuers M, Darmon D.
Attitudes of general practitioners toward prescription of mobile
health apps: qualitative study. JMIR mHealth uHealth.
2021;9(3):€21795. doi:10.2196/21795

Ventola CL. Mobile devices and apps for health care profes-
sionals: uses and benefits. P T. 2014;39(5):356-64.
Spiegelhalter D, Pearson M, Short 1. Visualizing uncertainty
about the future. Science. 2011;333(6048):1393-400. doi:10.
1126/science.1191181

Schonlau M, Martin L, Haas A, Derose KP, Rudd R. Patients’
literacy skills: more than just reading ability. J Health
Commun.  2011;16(10):1046-54.  doi:10.1080/10810730.
2011.571345

Webster R, Heeley E. Perceptions of risk: understanding car-
diovascular disease. Risk Manag Healthc Policy. 2010;3:49-
60. doi:10.2147/RMHP.S8288

33.

34.

35.

36.

37.

38.

39.

Navar AM, Wang TY, Mi X, et al. Influence of cardiovascular risk
communication tools and presentation formats on patient percep-
tions and preferences. JAMA Cardiol. 2018;3(12):1192. doi:10.
1001/jamacardio.2018.3680

Navar AM, Wang TY, Mi X, et al. Importance of cardiovascular
risk communication tool and presentation format on patient percep-
tion and preferences. JAMA Cardiol. 2018;3(12):1192. Published
online November 7, 2018. doi:10.1001/jamacardio.2018.3680
Lloyd-Jones DM, Braun LT, Ndumele CE, et al. Use of risk
assessment tools to guide decision-making in the primary preven-
tion of atherosclerotic cardiovascular disease. J Am Coll Cardiol.
2019;73(24):3153-67. doi:10.1016/j.jacc.2018.11.005

Grimson J, Grimson W, Hasselbring W. The SI challenge in
health care. Commun ACM. 2000;43(6):48-55.

Shapiro J. Illness narratives: reliability, authenticity and the
empathic witness. Med Humanit. 2011;37(2):68-72. doi:10.
1136/jmh.2011.007328

DasGupta S. Narrative humility. Lancet. 2008;371(9617):980-
1. doi:10.1016/S0140-6736(08)60440-7

Howard M, Fleming ML, Parker E. Patients do not always com-
plain when they are dissatisfied: implications for service quality
and patient safety. J Patient Saf. 2013;9(4):224-31. doi:10.
1097/PTS.0b013¢3182913837


https://doi.org/10.1136/bmj.c4078
https://doi.org/10.1093/ajhp/55.13.1389
https://doi.org/10.1093/ajhp/55.13.1389
https://doi.org/10.2196/21795
https://doi.org/10.1126/science.1191181
https://doi.org/10.1126/science.1191181
https://doi.org/10.1080/10810730.2011.571345
https://doi.org/10.1080/10810730.2011.571345
https://doi.org/10.2147/RMHP.S8288
https://doi.org/10.1001/jamacardio.2018.3680
https://doi.org/10.1001/jamacardio.2018.3680
https://doi.org/10.1001/jamacardio.2018.3680
https://doi.org/10.1016/j.jacc.2018.11.005
https://doi.org/10.1136/jmh.2011.007328
https://doi.org/10.1136/jmh.2011.007328
https://doi.org/10.1016/S0140-6736(08)60440-7
https://doi.org/10.1016/S0140-6736(08)60440-7
https://doi.org/10.1016/S0140-6736(08)60440-7
https://doi.org/10.1097/PTS.0b013e3182913837
https://doi.org/10.1097/PTS.0b013e3182913837

	 Introduction
	 Methods
	 The Study Context
	 Theoretical Framework
	 Sampling Strategy
	 Data Collection
	 Data Analysis

	 Results
	 The Cardiac Patient Journey
	 An Overview of How Risk is Communicated
	 Factors That Affect Communication of Risk
	 Phase 1: Data Familiarization and Writing Familiarization Notes
	 Phase 2: Systematic Data Coding
	 Phase 3: Generating Initial Themes From Coded and Collated Data
	 Phase 4: Developing and Reviewing Themes
	 Phase 5: Refining, Defining, and Naming Themes
	 Phase 6: Writing the Report


	 Discussion
	 What the Patient Journey Looks Like
	 An Overview of How Risk is Communicated
	 The Factors That Affect Communication of Risk (as Themes)
	 Opportunities for Digital Media Supported Communication

	 Strengths and Limitations
	 Conclusion
	 Future Research
	 Future Care

	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


