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Objective. To explore the influence of the communication mode of “Acknowledge, Introduce, Duration, Explanation, and Thanks
(AIDET)” on the postoperative recovery and quality of life of patients undergoing percutaneous coronary intervention. Methods.
Sixty patients with percutaneous coronary intervention in our hospital from April 2019 to April 2021 were selected. The patients
were randomly divided into a control group (n = 30) and research group (n = 30). The control group received integrated medical
and nursing rounds, and the research group received integrated medical and nursing rounds combined with AIDET
communication mode. The scores of nursing satisfaction, cardiac function, self-nursing ability, short-term prognosis, and
quality of life were compared between the two groups. Results. In the comparison of nursing satisfaction between the two
groups, the satisfaction of the research group was low in 1 case, moderate in 6 cases, and high in 27 cases, with a satisfaction
rate of 96.67%. In the control group, there were 7 cases with low satisfaction, 10 cases with moderate satisfaction, and 13 cases
with high satisfaction, with a satisfaction rate of 76.67%. The nursing satisfaction of the research group was higher than that of
the control group, and the difference was statistically significant, and the difference was statistically significant (P < 0:05). After
intervention, the cardiac function of the two groups was improved. The LVEF and LVESVI of the research group were higher
than those of the control group, while the WMSI of the research group was lower than that of the control group (P < 0:05). In
the comparison of self-nursing ability, the self-nursing maintenance, self-nursing management, self-nursing confidence, and
total score of self-nursing in the research group were significantly higher than those in the control group, and the difference
was statistically significant (P < 0:05). The incidence rates of acute myocardial infarction (AMI), revascularization, arrhythmia,
heart failure, cardiogenic shock, and cardiac death in the research group were obviously lower than those in the control group,
and the difference was statistically significant (P < 0:05). After intervention, the scores of quality of life of the two groups
decreased, and the scores of physiological function, psychological function, social function, and health self-cognition in the
research group were lower than those in the control group (P < 0:05). Conclusion. Medical and nursing integrated ward rounds
combined with AIDET communication mode can effectively improve the prognosis of patients undergoing percutaneous
coronary intervention to promote the establishment of a harmonious nurse-patient relationship. The patients’ self-care ability
is able to be effectively enhanced.
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1. Introduction

With the development of economy, society, and medical
technology, the disease-centered traditional medical model
has been gradually replaced by the “bio-psycho-social” med-
ical model. “Bio-psycho-social” is a person-centred medical
model. At this time, there is an urgent need for hospital
management to use the spirit of innovation to explore a
new working mode to adapt to the gradual transformation
of the health care relationship from the initial dominant-
subordinate model to the juxtaposition-complementary
model [1]. In the past, the working mode was that doctors
instructed nurses to work and nurses carried out medication
orders. Therefore, there was a lack of comprehensive com-
munication between doctors and nurses. In the 1950s, the
nursing activities of senior practical nurses were carried
out in Britain, the United States, and other developed coun-
tries. The work mode of combining medical and nursing
assistance has been applied in clinical work, which can well
improve the quality and efficiency of medical and nursing
service to meet the expectations of each other’s roles
between doctors and nurses. The integration model of med-
ical and nursing assistance has sprung up and has been grad-
ually promoted [2]. The mode of integration of medical care
and assistance is different from the previous way in which
doctors make medical plans and nurses carry out doctor’s
orders, which breaks the original parallel lines of doctors
and patients and nurses and patients [3]. In 2003, the Amer-
ican Nursing Association defined the health care integration
model as a reliable cooperation model between doctors and
nurses [4]. At the same time, there is a reasonable division
of labor, close contact, information exchange, and mutual
cooperation between doctors and nurses [5]. It is an impor-
tant part of the continuous improvement of medical quality.
The studies have shown that good cooperation between doc-
tors and nurses can shorten the days of hospitalization,
reduce the incidence of mortality and complications, and
improve nursing satisfaction [6–8].

The quality of communication not only affects patients’
medical experience but also can be used as one of the impor-
tant reference indicators to evaluate and judge the quality of
medical services [9]. The use of certain tools or skills will
help to improve the efficiency of communication and solve
clinical practical medical and nursing problems. Since the
1990s, foreign scholars have begun to study the mode of
doctor-patient communication. Studer Group was founded
in 1999, which provided guidance, teaching, evidence-
based tools, and strategies to health care organizations and
rural hospitals in the United States to help medical organiza-
tions achieve cultural transformation [10]. In AIDET com-
munication mode, A (acknowledge) is indicated as
greetings. I (introduce) is indicated as introduction, in which
your name, professional title, qualification, and working
hours are introduced. D (duration) is indicated as process.
In view of the following operational matters and how much
time it will take, the patients have an expectation of the oper-
ation to ease their anxiety about unknown things and to bet-
ter cooperate with our work. E (explanation) means letting
patients know that our services represent their interests. T

(thanks) means thank you. At the end of the operation, the
patients will be grateful for their cooperation and under-
standing, which not only shows the good professionalism
of the medical staff but also allows the patients to get rid of
their helplessness as a patient and restore their sense of
self-worth. Finally, they are informed that if they need help,
they can contact us at any time. The use of AIDET commu-
nication mode helps to communicate clearly and improve
the patient experience [11, 12].

Percutaneous coronary intervention (PCI) refers to the
treatment of cardiac catheterization to dredge the narrow
or even occluded coronary artery lumen so as to improve
myocardial perfusion. Although the clinical application of
PCI has been mature, there is still a risk of postoperative
complications, affecting the outcome of postoperative dis-
ease. Good nursing measures can play the effect of adjuvant
therapy. At present, the nursing interventions of patients
after PCI at home and abroad mainly include community
nursing, collaborative nursing, home nursing, continuous
nursing, and so on. China has also carried out some research
in this area, but there are still some shortcomings [13]. Most
of them only carry out health education for diseases, the
form of intervention is single, and targeted guidance is lack-
ing. The participants are only nurses; with lack of medical
cooperation and good communication, patients passively
receive health education given by medical staff. Medical staff
do not know the relevant knowledge of patients after PCI.
The duration of good self-care behavior established in life
is limited [14]. At present, medical and nursing integration
mode and AIDET communication mode have been used in
peritoneal dialysis, wound treatment, outpatient examina-
tion, chronic disease management, and other fields and have
achieved good results [15]. In this study, the impact of inte-
grated medical and nursing rounds combined with AIDET
communication mode was explored on the recovery and
quality of life of patients after percutaneous coronary
intervention.

2. Materials and Methods

2.1. General Information. Sixty patients with percutaneous
coronary intervention in our hospital from April 2019 to
April 2021 were selected. The patients were randomly
divided into two groups: the control group (n = 30) and
research group (n = 30). The control group received routine
nursing, and the research group received medical and nurs-
ing care combined with AIDET communication mode. The
age of control cases ranged from 43 to 80 years with an aver-
age of 63:35 ± 3:42 years, including 18 males and 12 females.
The course of coronary heart disease ranged from 5 to 8
years with an average of 6:15 ± 1:44 years. The age of study
cases was 44-76 years with an average of 63:55 ± 3:91 years,
including 17 males and 13 females. The course of coronary
heart disease ranged from 4 years to 8 years with an average
of 6:11 ± 1:48 years. There was no statistical significance in
the general data of the two groups. This study was approved
by the Medical Ethics Association of our hospital, and all
patients signed informed consent.
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Inclusion criteria: (1) in accordance with the diagnostic
criteria of coronary heart disease established by the interven-
tional cardiology group of the Cardiology Branch of Chinese
Medical Association [16], those who underwent PCI; (2)
those who were more than 18 years old and less than 80
years old; (3) those who could understand and answer the
questionnaire; and (4) those who have informed consent
and voluntary participation in this study were included in
the study.

Exclusion criteria: (1) those with mental illness, (2) those
with other serious diseases, and (3) those who were accom-
panied by professional or temporary caregivers were
excluded from the study.

Elimination standard: (1) those who died for any reason;
(2) those who stopped participating in the research for var-
ious reasons; (3) those who failed to complete the question-
naire due to the loss of follow-up for various reasons; and (4)
those who were hospitalized again during the intervention
period were eliminated.

2.2. Methods. The control group accepted the traditional
medical work mode. The patients received integrated medi-
cal and nursing rounds. The specific process of the inte-
grated medical and nursing rounds mode is as follows. (1)
During the morning meeting, all medical staff would turn
over at the nurses’ station to report the condition of patients
in the ward. (2) Ward rounds were jointly attended by
attending physicians, bed-in-charge residents, responsible
nurses, therapists, and patients. The nurses reported the
changes of their condition, the completion of treatment
and the problems that need to be solved, and the bed-
attendant supplement and put forward the next diagnosis
and treatment plan. Finally, the attending physician put for-
ward measures to solve the problems encountered and coop-
erated with nurses and therapists to evaluate the current
diagnosis, treatment, nursing, and rehabilitation plan. The
corresponding improvement methods were put forward.
The nursing effect was observed after 3 months.

The research group carried out nursing intervention
based on AIDET communication mode based on integrated
medical and nursing assistance. The specific process of inte-
grated medical and nursing rounds was the same as that of
the control group. The AIDET communication mode was
applied on this basis: (1) before the intervention, the relevant
nurses formed an AIDET communication group to train the
group staff on relevant knowledge, mainly for PCI-related
knowledge and specific implementation measures of AIDET.
(2) Implement AIDET and carry out nursing intervention
around 5 main aspects of AIDET communication mode. A
(greeting): take the initiative to greet patients, use honorific
titles, take a positive attitude, learn about patients’ knowl-
edge about the disease and their physical condition, ask if
they are not feeling well and need help, and always maintain
a patient and understanding attitude. I (introduction): intro-
duce yourself to patients, such as “Hello, I am your respon-
sible nurse, my professional title is …. My working life is....”
This paper introduces the development history of hospital
cardiology and the level of specialist team, so as to eliminate
strangeness and enhance trust. (3) Introduce the nursing

measures in many aspects, such as postoperative diet, reha-
bilitation exercise, disease and medicine, and the importance
of taking medicine on time and according to the doctor’s
advice, and emphasize the importance of postoperative nurs-
ing in promoting prognosis. D (process): let patients under-
stand the postoperative nursing process and the problems
that may be encountered in the postoperative rehabilitation
process, the treatment methods currently used, and the
examination, rehabilitation training, and drug taking
methods that need to be carried out in the recovery phase,
so as to enhance treatment confidence. E (explanation):
patiently answer patients’ questions, such as “Why should
they take drugs for a long time” and “Why should they carry
out postoperative rehabilitation training, such as respiratory
function exercise,” so as to alleviate their doubts and fears
and enhance their sense of trust. T (thanks): thank the
patients for their support after the nursing work is com-
pleted, and ask the patients if they have any other needs.
The nursing effect was observed after 3 months.

2.3. Observation Index

2.3.1. Satisfaction. Evaluation of patient satisfaction: (1) eval-
uation tool: a patient satisfaction questionnaire was used.
This questionnaire was a satisfaction questionnaire of dis-
charged patients designed by Zhang Huizhi referring to the
North American Hospital Consumer Evaluation Health Ser-
vice and Service System (HCAHPS). The Cronbach’s α coef-
ficient of the internal consistency of the questionnaire was
0.84, the CVI of each item was 0.8-1.0, and the average
CVI of all items was 0.98 [17]. (2) Assessment content: this
questionnaire was divided into 5 dimensions with a total of
12 items, all of which are closed-ended questions, including
3 items for service attitude (questions 1, 2, and 5) and 1 item
for business level (question 12), 2 items of caring for patients
(items 3 and 4), 1 item of nursing management (item 6), and
5 items of health education (items 7, 8, 9, 10, and 11). (3)
Evaluation method: the survey of patient satisfaction was
conducted by the members of the research group trained
in the AIDET communication mode course to distribute
the questionnaire on the spot and take it back. (4) Evaluation
standard: the Likert 5-level scoring method was used, which
was expressed according to the degree of satisfaction, from
“very satisfied” to “very dissatisfied” and from very satisfied
to very dissatisfied. Five to 1 point was assigned, respectively.
The score range was 12-60: ≤35 as low satisfaction, 36-53 as
medium satisfaction, and ≥54 as high satisfaction.
Satisfaction rate = ðmedium satisfaction + high satisfactionÞ/
total number.

2.3.2. Cardiac Function Index. The indexes of cardiac func-
tion, including left ventricular ejection fraction (LVEF), left
ventricular end-systolic volume index (LVESVI), and wall
motion integral index (WMSI), were evaluated before and
3 months after nursing.

2.3.3. Self-Care Behavior. The self-nursing behavior ability
was evaluated before nursing and 3 months after nursing.
The SCHFI scale was developed from the University of
Pennsylvania Reigel in 2004 by the self-management scale
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[18]. The scale had 22 items, including 3 subscales as self-
nursing maintenance (10 items), self-nursing management
(6 items), and self-nursing confidence (6 items). Each sub-
scale can be used separately. Except for the two items of
self-nursing management using the Likert 5-point score
(0—unaware, 1—slow, 2—faster, 3—fast, and 4—very fast),
the rest were rated using the Likert 4-point score (1—never,
2—occasionally, 3—often, and 4—always or daily). The
standard score of each subscale can be calculated according
to the formula. And the conversion formula of the standard
score was as follows: standard score = ðactual score − the
lowest score of the itemÞ/ðthe highest score of the item − the
lowest score of the itemÞ × 100. The score of each scale can
be converted into 100 points. The total score of the scale
was 300 points. More than 70 points in each scale indicated
that the patient has better self-care ability.

2.3.4. Short-Term Prognosis. Major adverse cardiovascular
events (MACE) were recorded as poor prognosis, including
recurrent acute myocardial infarction (AMI), revasculariza-
tion, arrhythmia, heart failure, cardiogenic shock, and car-
diogenic death.

2.3.5. Quality of Life Scale. The quality of life scale consisted
of four subscales, including physical, psychological, social,
and health self-awareness with a total of 29 items [19]. Cron-
bach’s α coefficient of the scale is 0.79 to 0.91. The scale was
scored by 1-5 grades.

2.4. Statistical Analysis. SPSS23.0 statistical software was
adopted to process the data. The measurement data were
presented as �x ± s. The group design t-test was adopted for
the comparison, and the analysis of variance was adopted
for the comparison between multiple groups. The Dunnet t
-test was adopted for comparison with the control group.
The counting data were presented in the number of cases
and the percentage, the χ2 test was adopted for comparison
between groups, and the bilateral test was employed for all
statistical tests.

3. Results

3.1. Comparison of Nursing Satisfaction. In the comparison
of nursing satisfaction between the two groups, the satisfac-
tion of the research group was low in 1 case, moderate in 6
cases, and high in 27 cases, with a satisfaction rate of
96.67%. In the control group, there were 7 cases with low
satisfaction, 10 cases with moderate satisfaction, and 13
cases with high satisfaction, with a satisfaction rate of
76.67%. The nursing satisfaction of the research group was
largely higher than that of the control group, and the differ-
ence was statistically significant (P < 0:05). All results are
shown in Figure 1.

3.2. Comparison of Cardiac Function. After the intervention,
the cardiac function of the two groups was improved. Com-
parison between the two groups showed that the LVEF and
LVESVI in the research group were obviously higher than
those in the control group. The WMSI was remarkably lower

than that in the control group, and the difference was statis-
tically significant (P < 0:05). All results are shown in Table 1.

3.3. Comparison of Self-Nursing Ability. Compared with the
self-nursing ability, the self-nursing maintenance, the self-
nursing management, the self-nursing confidence, and the
total score of self-nursing in the research group were signif-
icantly higher than those in the control group, and the dif-
ference was statistically significant (P < 0:05). All results
are shown in Table 2.

3.4. Comparison of Short-Term Prognosis. In the comparison
of recent prognosis, the incidences of AMI, revasculariza-
tion, arrhythmia, heart failure, cardiogenic shock, and car-
diac death in the research group were considerably lower
than those in the control group, and the difference was sta-
tistically significant (P < 0:05). All results are shown in
Figure 2. The meaning of the data in Figure 2 is the quantity.
The indicators in the figure are commonly used indicators to
observe the short-term prognosis of the two groups.

3.5. Comparison of Quality of Life Scores. After intervention,
the scores of quality of life of the two groups decreased, and
the scores of physiological function, psychological function,
social function, and health self-cognition in the research
group were markedly lower than those in the control group,
and the difference was statistically significant (P < 0:05). All
results are shown in Table 3.

4. Discussion

Coronary atherosclerotic heart disease is a kind of heart dis-
ease caused by myocardial ischemia, hypoxia, or necrosis
caused by coronary atherosclerosis, which is called coronary
heart disease. According to the World Health Organization,
cardiovascular disease is the leading cause of death from
noncommunicable diseases [20, 21]. The number of acute
myocardial infarction in China in 2016 is about 4 million,
and it is estimated that the number of acute myocardial
infarction in 2030 will reach about 6.1 million [22]. PCI is
one of the most effective methods for the treatment of coro-
nary heart disease, including intracoronary stent implanta-
tion, percutaneous transluminal coronary angioplasty
(PTCA), and rotational grinding of atherosclerotic plaques
[23]. PCI can quickly dredge the blocked coronary artery,
reduce the risk of myocardial infarction, and improve the
prognosis of patients. More than 500,000 patients are treated
with PCI each year in the United States. Early studies have
shown that the total number of cases of interventional ther-
apy in China exceeded 660,000 in 2016. Patients with acute
ST segment elevation myocardial infarction received direct
PCI in more than 50,000 cases as high as 38.9% [24]. With
the continuous development and maturity of PCI, the mor-
tality rate of coronary heart disease has been continuously
reduced. Previous studies have shown that PCI in the treat-
ment of coronary heart disease can reduce surgical trauma,
improve the success rate of surgery, shorten the length of
hospital stay, accelerate disease recovery, and alleviate the
advantages of clinical symptoms, and restoration of myocar-
dial blood supply can effectively improve the physiological
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indicators of patients, thereby improving the quality of life of
patients [25, 26].

PCI has the advantages of less trauma, rapid recovery,
and good prognosis and can quickly dredge the occlusive
or narrow lumen under special circumstances. However,
PCI is also an invasive operation, and the negative emotions
such as tension, fear, anxiety, and postoperative complica-
tions will affect the therapeutic effect and prognosis of
patients. Therefore, strengthening the postoperative nursing
care of patients undergoing PCI is the key to save the

patients’ lives and improve the prognosis. With the change
of the medical model, communication is becoming more
and more important in nursing. A public survey has shown
that higher professional skills account for only 25% of the
success factors in the process of communicating with
patients, while good communication skills account for 75%
[27–29]. Therefore, our nursing services emphasize not only
professional skills but also high emotion and high EQ. At
present, there are more in-depth studies on improving the
communication mode and promoting the healthy

High satisfaction

Moderate satisfaction

Low satisfaction

0 5 10 15 20 25 30

Research group
Control group

Figure 1: Comparison of nursing satisfaction between the two groups.

Table 1: Comparison of cardiac function between the two groups (�x ± s).

Grouping N LVEF (%) LVESVI (ml·m-3) WMSI
Before

intervention
After

intervention
Before

intervention
After

intervention
Before

intervention
After

intervention

Control group 30 51:92 ± 3:84 55:49 ± 5:66∗ 44:91 ± 5:32 47:14 ± 4:31∗ 1:85 ± 0:44 1:68 ± 0:34∗

Research
group

30 51:35 ± 3:31 59:39 ± 4:34∗ 44:95 ± 5:44 49:19 ± 3:42∗ 1:81 ± 0:42 1:52 ± 0:11∗

t value 0.615 2.994 0.028 2.040 0.360 2.452

P value >0.05 <0.05 >0.05 <0.05 >0.05 <0.05
Note: ∗ represents the comparison before and after nursing in this group (P < 0:05).

Table 2: Comparison of self-care ability between the two groups (�x ± s, points).

Grouping N Self-care maintenance Self-nursing management Self-care confidence Total score

Control group 30 43:29 ± 9:32 50:39 ± 6:56 39:19 ± 4:34 135:96 ± 5:92
Research group 30 48:49 ± 5:34 58:39 ± 4:66 44:96 ± 4:10 148:65 ± 6:34
t value 2.651 5.445 5.293 8.012

P value <0.05 <0.05 <0.05 <0.05

Research group
Control group

0 0.5 1 1.5 2 2.5

Cardiogenic death

Cardiogenic shock
Cardiac failure

Arrhythmia

Blood supply reconstruction
AMI

Figure 2: Comparison of short-term prognosis between the two groups.
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development of nurse-patient relationship at home and
abroad, in which AIDET communication mode is first devel-
oped by the Studer Group team and widely used by Ameri-
can medical institutions. It is often used to communicate
between nurses and patients, helping them to achieve good
results in the adjustment of patient satisfaction [30]. The
model includes procedures and standard terms for commu-
nication between nurses and patients. This model consists of
the initials of five very important keywords that make up the
communication framework. Through this standardized
communication procedure to choose the correct language
to communicate effectively with patients, it is helpful to
reduce the psychological pressure of patients and their stress
reaction to achieve a relaxed and pleasant state.

In the United States, the communication mode of
AIDET was first used in Baptist Memorial hospitals in the
late 1990s. Through the survey, it was found that patient sat-
isfaction increased from 40% to 90% [31]. AIDET communi-
cation mode was first applied to anesthetic pain
management in China. In 2010, Bor et al. applied AIDET
communication mode to orthopedic pain management,
which not only made the pain well controlled but also
enhanced the mutual trust between nurses and patients
and the enthusiasm of doctors and patients to participate
in pain management [32]. In 2012, the pain management
team first applied the AIDET communication model to the
management of postoperative analgesia [33]. The patients
have high compliance and satisfaction with postoperative
analgesia services. In 2014, Ji et al. reported that the applica-
tion of AIDET communication model to patients undergo-
ing gastrointestinal surgery not only improved patient
compliance and satisfaction in a short period of time but
also improved the efficiency of communication between
nurses and patients and maximized the efficiency of commu-
nication [34]. Through AIDET communication mode, a har-
monious a5nd trusting nurse-patient relationship can be
gradually established [35]. AIDET communication mode is
also successfully used in maternal care (giving psychological
support to parturients). Through the combination of preop-
erative education and postoperative rehabilitation, maternal
anxiety can be alleviated [36]. After a large number of
related literature review, there are no reports about the
application of AIDET communication follow-up model to
patients after PCI [37].

In recent years, doctors and nurses have gradually chan-
ged into a working relationship of mutual assistance and
cooperation. Effective cooperation between doctors and
nurses can shorten the average length of stay of patients,
reduce hospitalization costs, and improve hospitalization
satisfaction [38]. The integrated medical and nursing model
was applied to the discharge follow-up of patients with type
2 diabetes [39]. The specific method is for doctors to estab-
lish electronic files and electronic reminders for patients.
Nurses carry out health education and consultation to
patients. These studies show that the integrated model of
health care can improve the quality of health care without
increasing economic investment. Klancik et al. pointed out
that the new type of health care integration refers to a kind
of interpersonal relationship in which doctors and nurses
communicate and cooperate with each other in 2005 [40].
The “prehospital-in-hospital-posthospital” integrated and
innovative ward of Massachusetts General Hospital is estab-
lished on the basis of “relationship-based care” (RBC).
Attending doctors, rehabilitation doctors, nursing special-
ists, head nurses, and responsible nurses participate in daily
rounds to discuss patients’ condition and treatment, formu-
late nursing and rehabilitation priorities, and extend services
after discharge. It can emphasize the relationship between
nurses and patients, family members, doctors, and other
medical staff. This model has become a nursing work mode
recognized and recommended by the American Medical
Association [41]. The research on the integration of health
care in China started relatively late. In 1992, Zhang et al.
applied the concept of “integration of health care” to nursing
teaching [42]. The integrated teaching of health care can
embody the holistic view of health care, which focuses on
the organic connection between treatment and nursing,
avoids the disconnection and repetition of the content, and
strengthens students’ understanding of the integrity of
health care. Since then, the concept of health care integration
has been introduced into clinical work to describe health
care cooperation. At present, many hospitals have begun to
explore a new integrated cooperation model of health care,
which is mainly used in nursing personnel training, special-
ist disease nursing, nursing quality management, home
nursing service, and so on. The implementation of the health
care integration model is mainly realized through the estab-
lishment of a health care integration team, optimization of

Table 3: Comparison of quality of life scores between the two groups (�x ± s, points).

Grouping N Physiological function Psychological function Social function Healthy self-cognition
Before
nursing

After nursing
Before
nursing

After nursing
Before
nursing

After nursing
Before
nursing

After nursing

Control
group

30 15:75 ± 4:42 13:20 ± 2:54∗ 16:54 ± 3:11 14:36 ± 4:66∗ 18:84 ± 3:98 16:64 ± 2:44∗ 15:56 ± 3:82 13:64 ± 1:55∗

Research
group

30 15:44 ± 4:66 11:84 ± 2:31∗ 16:45 ± 3:53 11:94 ± 1:45∗ 18:44 ± 3:53 12:74 ± 3:42∗ 15:75 ± 3:64 10:67 ± 2:42∗

t value 0.264 2.169 0.104 2.715 0.411 5.084 0.197 5.660

P value >0.05 <0.05 >0.05 <0.05 >0.05 <0.05 >0.05 <0.05
Note: ∗ represents the comparison before and after nursing in this group (P < 0:05).
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work flow, and joint health education between doctors and
nurses. According to the actual situation, the weak links of
the work flow are reformed and perfected and continuously
optimized, so as to effectively avoid medical and nursing
risks in treatment and nursing work to improve the satisfac-
tion of patients and the degree of cooperation between doc-
tors and nurses. With in-depth discussion of the details of
high-quality nursing services, nurses become more consul-
tants, decision-makers, and leaders. Medical and nursing
cooperation strengthens the communication among doctors
to improve the work efficiency of both doctors and nurses
[43]. Doctors, nurses, and patients can all benefit from the
integrated work mode of health care. Therefore, the imple-
mentation of medical and nursing integration model in gen-
eral hospitals is an effective means to realize the sustainable
development strategy of nursing management.

Related studies pointed out that self-care ability is the
premise and basis of carrying out the above-mentioned
activities, such as self-examination of symptoms and signs,
taking medicine according to doctor’s advice, healthy diet,
and proper exercise after PCI [44]. The implementation of
AIDER communication mode nursing in multiple depart-
ments can improve patients’ experience, relieve anxiety,
and harmonize nurse-patient relationship. The reason is that
most PCI patients have a long course of disease before oper-
ation and suffer from pain for a long time. Some patients are
accompanied by other basic diseases, which have a great
impact on the daily activities of patients, resulting in poor
self-care awareness and self-care ability. At the same time,
the disease will lead to self-doubt and affect the prognosis
of patients. In this study, integrated medical and nursing
rounds combined with AIDET communication mode were
used to intervene patients after PCI in order to strengthen
health education on disease-related knowledge, which make
patients master postoperative nursing-related knowledge
and skills. The AIDET model will pay more attention to
nurses’ communication attitude and skills. Through AIDET
mode communication, an effective process of inertia opera-
tion is formed. The implementation of nursing measures is
optimized. Integrated medical and nursing rounds com-
bined with AIDET communication mode are effective in
the intervention of patients after PCI. The reason is that
integrated medical and nursing rounds can effectively avoid
problems such as inconsistent medical records and dis-
jointed medical and nursing services. Doctors and nurses
should strengthen communication between the two sides
and jointly understand the changes of patients’ conditions
and problems existing in the process of treatment and nurs-
ing. In addition, in the process of integrated medical and
nursing rounds, patients’ participation is also conducive to
deepening their understanding of their own condition and
mastering basic nursing knowledge and skills, so as to reduce
the incidence of complications. Our study still has some
shortcomings. Firstly, the quality of this study is limited
due to the small sample size we included in the study. Sec-
ondly, this research is a single-center study, and our findings
are subject to some degree of bias. Therefore, our results may
differ from those of large-scale multicenter studies from
other academic institutes. Our research is still clinically sig-

nificant, and further in-depth investigations will be carried
out in the future.

In conclusion, medical and nursing integrated ward
rounds combined with AIDET communication mode can
effectively improve the prognosis of patients undergoing
percutaneous coronary intervention to promote the estab-
lishment of a harmonious nurse-patient relationship. The
patients’ self-care ability is able to effectively enhance and
further improve cardiac function.

Data Availability

The datasets used and analyzed during the current study are
available from the corresponding author upon reasonable
request.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

References

[1] H. H. Hwa, C. L. K. Fung, L. J. Bang et al., “TCTAP A-012 first
report on 30-day outcomes of patients treated with DynamX
Bioadaptor drug-eluting stent in primary percutaneous coro-
nary intervention,” Journal of the American College of Cardiol-
ogy, vol. 79, no. 15, p. S7, 2022.

[2] K. Jumpei, I. Yoshihiro, F. Atsushi, T. Kobayashi, and
S. Nakamura, “TCTAP A-015 acute and mid-term results of
percutaneous coronary intervention for severely calcified cor-
onary artery lesions with orbital atherectomy system (OAS),”
Journal of the American College of Cardiology, vol. 79, no. 15,
p. S8, 2022.

[3] K. Hironobu, K. Tatsuya, H. Kazutoshi et al., “TCTAP A-018
safety, feasibility, and compatibility of percutaneous coronary
intervention (PCI) via distal radial approach (dRA) in daily
practice,” Journal of the American College of Cardiology,
vol. 79, no. 15, p. S11, 2022.

[4] S. Mugilan, J. Q. Wy, G. K. Gurupparan et al., “TCTAP A-025
"do women truly have worst outcomes?" Comparison of out-
come differences for percutaneous coronary intervention in
unprotected left main disease - a propensity matched analysis,”
Journal of the American College of Cardiology, vol. 79, no. 15,
pp. S17–S19, 2022.

[5] B. Khuyag, G. Gankhulug, B. Bum-Erdene et al., “TCTAP A-
029 SYNTAX II score predicted and real life observed mortal-
ity in patients with left main coronary artery stenosis who
treated by percutaneous coronary intervention,” Journal of
the American College of Cardiology, vol. 79, no. 15, p. S21,
2022.

[6] I. A. Waliul, M. Shams, A. Q. M. Reza et al., “TCTAP A-033
percutaneous coronary intervention of saphenous vein graft
in post-CABG patient - outcome experiences at our center -
SVG to OM are more likely to develop occlusion,” Journal of
the American College of Cardiology, vol. 79, no. 15, p. S23,
2022.

[7] P. Yusra, H. L. Yan, and E. Romi, “TCTAP A-035 the success
rate of chronic total occlusions percutaneous coronary inter-
vention in rural area,” Journal of the American College of Car-
diology, vol. 79, no. 15, pp. S23–S24, 2022.

7Computational and Mathematical Methods in Medicine



[8] J. Rafał, W. Wojciech, S. Zbigniew et al., “TCTAP A-036
annual operator volume among patients treated using percuta-
neous coronary interventions with rotational atherectomy and
procedural outcomes - analysis based on a large national regis-
try,” Journal of the American College of Cardiology, vol. 79,
no. 15, p. S24, 2022.

[9] N. Xu, J. Sida, Y. Deshan et al., “TCTAP A-040 big endothelin-
1 and five-year long-term all-cause death in patients with cor-
onary artery disease and prediabetes or diabetes after percuta-
neous coronary intervention,” Journal of the American College
of Cardiology, vol. 79, no. 15, pp. S27–S28, 2022.

[10] P. Wang, Y. Deshan, and Y. Jinqing, “TCTAP A-041 prognos-
tic value of fibrinogen-to-albumin ratio in patients with coro-
nary artery disease and diabetes following percutaneous
coronary intervention,” Journal of the American College of
Cardiology, vol. 79, no. 15, p. S28, 2022.

[11] P. J. G. Ngurah, L. N. Toding, P. P. K. A. Aditya, and
Y. Pintaningrum, “TCTAP A-051 early and long-term out-
come of intravascular ultrasonography-guided primary percu-
taneous coronary intervention in ST-elevation myocardial
infarction: a network meta-analysis,” Journal of the American
College of Cardiology, vol. 79, no. 15, pp. S32–S33, 2022.

[12] J. Q. Wy, S. Mugilan, and K. Jayakhanthan, “TCTAP A-065
percutaneous coronary intervention in elderly population:
Asian perspective,” Journal of the American College of Cardiol-
ogy, vol. 79, no. 15, pp. S40–S41, 2022.

[13] M. Shaban, A. A. Rahman, A. Dina et al., “TCTAP A-069 cost-
effectiveness analysis of high-potency versus low-potency sta-
tins for reducing mortality in coronary artery disease patients
on dual antiplatelet therapy post percutaneous coronary inter-
vention,” Journal of the American College of Cardiology,
vol. 79, no. 15, p. S44, 2022.

[14] W. Xinlei, P. L. Renkens Mick, K. Laura et al., “TCTAP A-072
immediate effect of percutaneous coronary intervention by
bioresorbable scaffold or drug-eluting stent on superficial wall
strain of stenotic coronary arteries,” Journal of the American
College of Cardiology, vol. 79, no. 15, pp. S45–S46, 2022.

[15] Y. A. Romero, M. Ariel, and G. Roy, “TCTAP A-079 compar-
ison between one versus multiple brand stents on in-stent
restenosis events during percutaneous coronary intervention
(COMBINED PCI Study),” Journal of the American College
of Cardiology, vol. 79, no. 15, pp. S49–S50, 2022.

[16] The Cardiology Branch of Chinese Medical Association is
involved in Cardiology Group, the Thrombosis Prevention
and treatment Professional Committee of Cardiovascular Phy-
sicians Branch of Chinese Medical Association, and the edito-
rial Committee of Chinese Journal of Cardiovascular Diseases,
“Guidelines for percutaneous coronary intervention in China
(2016),” Chinese Journal of Cardiovascular Diseases, vol. 44,
no. 5, pp. 382–400, 2016.

[17] W. J. Lim, H. S. Loh, T. Y. Beh, and B. Kandasamy, “TCTAP C-
012 stormy primary percutaneous coronary intervention dur-
ing COVID-19 pandemic,” Journal of the American College
of Cardiology, vol. 79, no. 15, pp. S79–S81, 2022.

[18] G. Suhashni, K. S. Kooi, and L. Houngbang, “TCTAP C-014
successful transradial percutaneous coronary intervention in
dextrocardia,” Journal of the American College of Cardiology,
vol. 79, no. 15, pp. S83–S85, 2022.

[19] H. K. Bali and D. Amreen, “TCTAP C-044 percutaneous cor-
onary intervention in a complex left main trifurcation lesion
using two guide catheters,” Journal of the American College
of Cardiology, vol. 79, no. 15, pp. S143–S145, 2022.

[20] C. M. Wah and R. A. Irawan, “TCTAP C-054 chronic total
occlusion percutaneous coronary intervention in anomalous
right coronary artery arising from left coronary cusp,” Journal
of the American College of Cardiology, vol. 79, no. 15, pp. S163–
S165, 2022.

[21] A. N. Henry, H. T. Lu, K. Gobal, V. Kulasingham, H. S. Kim,
and C. K. Tee, “TCTAP C-084 percutaneous coronary inter-
vention in an occluded saphenous vein graft,” Journal of the
American College of Cardiology, vol. 79, no. 15, pp. S220–
S221, 2022.

[22] Y. A. Romero, Y. S. Azmi, G. K. Gurupparan et al., “TCTAP C-
102 management and retrieval of undeflatable non-compliant
coronary balloon during percutaneous coronary intervention,”
Journal of the American College of Cardiology, vol. 79, no. 15,
pp. S252–S253, 2022.

[23] T. C. Keong, G. Mahadevan, K. H. Shee et al., “TCTAP C-108
septal artery perforation during wire advancement for percuta-
neous coronary intervention of proximal left anterior descend-
ing artery calcified lesion - how we persevere till the end,”
Journal of the American College of Cardiology, vol. 79, no. 15,
pp. S263–S265, 2022.

[24] Chinese Medical Association and Editorial Board of Chinese
Journal of Cardiology, “Chinese guideline for percutaneous
coronary intervention in patients with left main bifurcation
disease,” Zhonghua Xin Xue Guan Bing Za Zhi, vol. 50, no. 4,
2022.

[25] L. Ewelina, S. Konrad, N. Karol et al., “Optical coherence
tomography-guided percutaneous coronary intervention in a
myocardial infarction patient. One more argument for a wider
use of now reimbursed optical coherence tomography,” Kar-
diologia Polska, vol. 80, no. 5, pp. 616–618, 2022.

[26] S.-H. Zhou, S.-T. Huang, N. Xu, L.-W. Chen, and Q. Chen,
“Application of the wechat platform to implement continuous
nursing for patients after percutaneous coronary interven-
tion,” Medical Science Monitor, vol. 26, p. e925444, 2020.

[27] O. Kaishi, F. Atsuki, H. Takuro, T. Matsuo, T. Isimatsu, and
K. Oku, “A case of mediastinal hematoma due to pericardio-
phrenic artery injury after percutaneous coronary interven-
tion,” Cardiovascular Intervention and Therapeutics, 2022.

[28] M. Tetsuji, U. Hiroyasu, M. Yasuhiko, and T. Hiroshi, “Rela-
tionship of body mass index to clinical outcomes after percuta-
neous coronary intervention,” European Journal of Clinical
Investigation, vol. 52, no. 8, article e13789, 2022.

[29] Z. Zhang, J. Bai, Y. Huang, and L. Wang, “Implementation of a
clinical nursing pathway for percutaneous coronary interven-
tion,” Medicine, vol. 99, no. 43, p. e22866, 2020.

[30] A. Z. Omer, B. Loulia, M. Shaaban et al., “Effect of CYP2C19
genetic variants on bleeding and major adverse cardiovascular
events in a cohort of Arab patients undergoing percutaneous
coronary intervention and stent implantation,” Pharmacoge-
netics and Genomics, vol. 32, no. 5, pp. 183–191, 2022.

[31] B. Gorav, A. Suleman, W. Lars et al., “Data standards for acute
coronary syndrome and percutaneous coronary intervention:
the European Unified Registries for Heart Care Evaluation
and Randomised Trials (Euro Heart),” European Heart Jour-
nal, vol. 43, no. 24, pp. 2269–2285, 2022.

[32] Y.- L. Lu, L. Zhu, G.-H. Hou et al., “Expert consensus on nurs-
ing management for patients undergoing primary percutane-
ous coronary intervention during the COVID-19 pandemic,”
Cardiology Plus, vol. 5, no. 2, pp. 81–88, 2020.

[33] W. S. Chew Nicholas, N. C. Han, K. Gwyneth et al., “Meta-
analysis of percutaneous coronary intervention versus

8 Computational and Mathematical Methods in Medicine



coronary artery bypass grafting for left main narrowing,” The
American Journal of Cardiology, vol. 173, pp. 39–47, 2022.

[34] R. J. Woong, K. Yongcheol, L. OhHyun, I. Eui, D.-K. Cho, and
D. Choi, “Successful primary percutaneous coronary interven-
tion without stenting: insight from optimal coherence tomog-
raphy,” Yonsei Medical Journal, vol. 63, no. 4, pp. 399–404,
2022.

[35] T. Yang, P. Fu, J. Chen et al., “Increased risk of adverse cardio-
vascular events by strict glycemic control after percutaneous
coronary intervention (HbA1c < 6.5% at 2 years) in type 2 dia-
betes mellitus combined with acute coronary syndrome: a 5-
years follow-up study,” Current medical research and opinion,
vol. 37, no. 9, pp. 1517–1528, 2021.

[36] Y. Farah, K. Sumeet, S. Manjeet et al., “Gender-based differ-
ences in primary percutaneous coronary intervention in
patients with myocardial infarction from a developing coun-
try: a retrospective cohort study,” Annals of Medicine and Sur-
gery, vol. 76, article 103532, 2022.

[37] I. A. Maria, H. Thomas, B. Hakim et al., “Angiographic predic-
tors of septal collateral tracking during retrograde percutane-
ous coronary intervention for chronic total occlusion:
anatomical analysis or rolling the dice?,” The Journal of Inva-
sive Cardiology, vol. 34, no. 4, pp. E286–E293, 2022.

[38] C. Yashasvi, B. Rupinder, K. Tak et al., “Outcomes of intravas-
cular ultrasound-guided versus angiography-guided percuta-
neous coronary interventions in chronic total occlusions: a
systematic review and meta-analysis,” The Journal of Invasive
Cardiology, vol. 34, no. 4, pp. 310–318, 2022.

[39] C. Nicola, F. Paolo, M. Alberto et al., “Alex plus versus Xience
drug-eluting stents for percutaneous coronary intervention in
routine clinical practice: a propensity score-matched analysis,”
The Journal of Invasive Cardiology, vol. 34, no. 4, pp. 319–325,
2022.

[40] K. Viktor, P. Ladislav, N. Marek, P. Tousek, and V. Kocka,
“Long-term follow-up in patients with ST-segment elevation
myocardial infarction who underwent primary percutaneous
coronary intervention,” Cardiology, vol. 24, Supplement_B,
pp. B16–B22, 2022.

[41] K. Y. Jeong, L. B. Ki, P. K. Woo et al., “Prasugrel-based de-
escalation of dual antiplatelet therapy after percutaneous coro-
nary intervention in patients with STEMI,” Korean circulation
journal, vol. 52, no. 4, pp. 304–319, 2022.

[42] R. Zhang, S. Wu, S. Yuan et al., “Effects of diabetes mellitus on
post-intervention coronary physiological assessment derived
by quantitative flow ratio in patients with coronary artery dis-
ease underwent percutaneous coronary intervention,” Diabe-
tes Research and Clinical Practice, vol. 186, article 109839,
2022.

[43] B. Aslan, M. Özbek, A. Aktan, B. Boyraz, and E. Tenekecioğlu,
“Factors associated with all-cause mortality in patients with
coronary artery chronic total occlusions undergoing revascu-
larization (percutaneous coronary intervention or surgery) or
medical treatment,” Kardiologiia, vol. 62, no. 3, pp. 49–55,
2022.

[44] A. Mohammad Moman, P. Jonas, B. Sergio et al., “Trends in
clinical practice and outcomes after percutaneous coronary
intervention of unprotected left main coronary artery,” Journal
of the American Heart Association, vol. 11, no. 7, article
e024040, 2022.

9Computational and Mathematical Methods in Medicine


	A Cohort Study of the Effects of Integrated Medical and Nursing Rounds Combined with AIDET Communication Mode on Recovery and Quality of Life in Patients Undergoing Percutaneous Coronary Intervention
	1. Introduction
	2. Materials and Methods
	2.1. General Information
	2.2. Methods
	2.3. Observation Index
	2.3.1. Satisfaction
	2.3.2. Cardiac Function Index
	2.3.3. Self-Care Behavior
	2.3.4. Short-Term Prognosis
	2.3.5. Quality of Life Scale

	2.4. Statistical Analysis

	3. Results
	3.1. Comparison of Nursing Satisfaction
	3.2. Comparison of Cardiac Function
	3.3. Comparison of Self-Nursing Ability
	3.4. Comparison of Short-Term Prognosis
	3.5. Comparison of Quality of Life Scores

	4. Discussion
	Data Availability
	Conflicts of Interest

