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Background Information 11 

Heart failure (HF) is a complex clinical syndrome resulting from inefficient myocardial pumping, and is commonly 12 
presented as the end manifestation of many cardiac diseases. Similar to other organ failure, HF is characterised by a 13 
typical progressively deteriorating trajectory punctuated by serious episodes of acute disease decompensation.1 The 14 
burden of HF is, therefore, not only manifested in distressing symptoms, functional disability and compromised 15 
quality of life, but also in frequent hospital admission. Recent Hong Kong data reported that HF was associated with 16 
more than 19,000 hospital admissions per annum (i.e., 53 admissions per day) and an unplanned re-admission rate 17 
within 4 weeks of up to 25%.2 However, there is convincing evidence to indicate that around 40% of hospital 18 
admissions could be avoided if patients demonstrate consistent self-care.3-4. 19 
 Self-care is defined as a naturalistic decision-making process that includes behaviors to maintain 20 
physiological stability (self-care maintenance) and respond to changing disease conditions (self-care management).5 21 
The critical self-care of HF includes self-monitoring of body weight and peripheral swelling to detect fluid overload, 22 
adhering to medications, restricting dietary sodium and fluid intake, and proactively responding to, untoward signs 23 
and symptoms of disease deterioration. Despite more than a decade of research into self-care strategies, self-care in 24 
the CHF population remains very poor.6 A study led by the project team revealed that more than 90% (n=256) of the 25 
community-dwelling HF patients did not monitor their body weight, more than 35% did not observe for peripheral 26 
edema. Such poor self-monitoring behaviors explained why no patients had adjusted the dose of diuretic according 27 
to their fluid status when flexible diuretic regime was prescribed.7 Moreover, approximately 22 - 40% seldom 28 
followed the dietary advice. More than a quarter of the patients could not rapidly recognize symptom exacerbation 29 
and around 70% of them did not attempt to take any self-care measures during such attacks.7  To identify effective 30 
ways to enhance the self-care of this disease cohort, we also examined the factors that most significantly predicted 31 
their self-care and found that self-care knowledge and social support, although important, did not play the most 32 
significant role in predicting effective self-care. Rather, self-care confidence was the most influential factor 33 
(standardized path coefficient, β= 0.386, p < 0.001). 7 This finding implied that effective self-care interventions need 34 
to go beyond education and enable patients to be in control of their daily self-care. However, dialectic education, 35 
which only focuses on providing information, was most commonly used to enhance CHF self-care in our health care 36 
context, although an integrative review of interventions to promote self-care has indicated its suboptimal effects in 37 
changing self-care.8  38 
 Empowerment-based educational model has received more attention in diabetic self-care,9 but its 39 
application in HF has been rather minimal. The philosophical underpinning of this approach is that patients are the 40 
primary decision makers in managing their own diseases.10 Promoting effective self-care therefore, emphasizes the 41 
development of their confidence and inherent capacity to be in control of the required behavioral changes. 10 Central 42 
to this educational model is the use of a patient-centred collaborative approach to optimize the patients’ participation 43 
and engagement in self-care decision making.11 Education remains an essential component in this model, but 44 
emphasis is placed on using interactive teaching strategies and experiential learning to enable patients to translate 45 
complex health information to their own self-care practices. 11 More importantly, this model incorporates a goal-46 
setting process to ensure that patients act autonomously and are motivated to manage their own disease. 12 This 47 
process begins by helping patients to identify their own self-care deficits and the associated health consequences. 48 
The patients are then, assisted in setting up their self-directed goal, and their beliefs, feelings and perceived 49 
challenges in goal attainment are ascertained. A collaborative effort is needed to maximize the number of choices 50 
available to the patients and to develop an action plan, with on-going support for problem resolution and goal 51 
adjustment. Previous studies have consistently identified the significant effects of empowerment-based education 52 
model in improving the self-confidence and self-efficacy of the patients in managing their chronic condition.13-14  53 
 Evidence from research on the effects of empowerment-based educational models on the self-care of HF 54 
patients has until recently been very limited. Shao et al15 had a nurse deliver a single session of intensive education 55 
and assist patients in setting goals and formulating an action plan in a home environment. This was followed by four 56 
telephone follow-ups over 11 weeks to monitor goal attainment and provide help in problem resolution. The patients 57 
reported more positive changes in their self-care maintenance, self-care management and health-related quality of 58 
life (HRQL) after this 12-week intervention than those who received dialectic self-care education. Dickson et al16 59 
reported similar findings from a pilot study, that recruited lay health educators to deliver similar program activities 60 
(i.e., interactive teaching, goal setting and goal monitoring) in a group setting of 4 – 8 HF patients over four face-to-61 
face biweekly sessions. This approach was found to be highly acceptable to the patients, who also appreciated the 62 
peer learning experience, even though it was a challenge to train lay health educators to deliver disease-specific 63 
empowerment-based education. Shively et al17 involved nurses in delivering a similar group-based empowerment 64 
educational program over 15 weeks and also found positive effects on patients’ HRQL. However, no self-care 65 
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outcomes were included in the evaluation. The PI had incorporated empowerment-based self-care education to a 66 
nurse-implemented transitional care for HF patients.18  By delivering self-care education with this model in two 67 
weekly home visits and intensive telephone follow-ups, the HF patients had reported a significant improvement in 68 
self-care and HRQL. However, the multi-component nature of the transitional care precludes us from attributing 69 
such positive results to the sole effect of the empowerment-based education.  70 
 In conclusion, effective self-care is a cornerstone for the successful management of HF. Based on the 71 
findings of our previous HMRF project, the project team has identified a prompt need to improve the self-care of HF 72 
patients through modifying the two most significant predictors including self-care knowledge and self-care 73 
confidence. Empowerment-based educational model is recognized as an innovative approach to address these 74 
predictors, and there is increasing evidence to suggest its potential to improve the self-care knowledge, self-care 75 
maintenance and management and HRQL of HF patients. Indeed, this model which will be characterized by patient 76 
empowerment and tele-care, will be coherent with the strategies advocated by the health care service in Hong Kong 77 
for chronic disease management. In view of the inadequacy of current health care practices to address the self-care 78 
needs of the community-dwelling HF patients, there is an urgent need to examine the effects of the empowerment-79 
based educational model in our health care setting.  80 
 81 

Research Program 82 

Purpose of study 83 
The aim of this study was to evaluate the effects of a 12-week empowerment-based self-care education program that 84 
comprised five face-to-face sessions and telephone follow-up on self-care maintenance and management, self-care 85 
knowledge, self-care confidence, and HRQL in community-dwelling HF patients. Self-care domains were the 86 
primary outcomes, and the others, including self-care confidence, self-care knowledge, health-related quality of life, 87 
attendance to Accident and Emergence Department (AED) and hospital admission due to cardiac problem, are 88 
secondary outcomes. Cost-effectiveness analysis of the empowerment-based self-care program in improving self-89 
care and HRQL and reducing cardiac-related A&E attendance and length of hospital stay was evaluated.  90 
 91 
Hypothesis 92 
The hypotheses for this study include: 93 
1) Patients with HF who participated in the12-week empowerment-based self-care program will have better i) self-94 

care maintenance; ii) symptom perception ii) self-care management; iii) self-care knowledge; iv) self-care 95 
confidence; v) HRQL, after the completion of the program and at 3 months thereafter than those who received 96 
didactic education.  97 

2) Patients with CHF who participated in the 12-week empowerment-based self-care program will have i) fewer 98 
cardiac –related A & E attendance, ii) fewer cardiac-related hospital admission, iii) shorten total length of stay 99 
in hospital, and iv) more delayed time to hospital admission over the entire study period (.e., from baseline to 3 100 
months upon the completion of the study interventions) than those who received didactic education. 101 

3) The empowerment-based self-care program is more cost-effective than the didactic education to i) improve self-102 
care maintenance; ii) improve symptom perception iii) improve self-care management; iv) improve quality-103 
adjusted life year, v) reduce A&E attendance, and vi) reduce hospital stay over the entire study period (i.e., from 104 
baseline to 3 months upon the completion of the study interventions) than those who received didactic 105 
education. 106 

 107 
Study design 108 
This was a double-blind, randomized controlled trial, with HF patients randomly assigned to receive the 109 
empowerment-based self-care education program intervention or didactic education groups. To detect the immediate 110 
and longer-term effects of the empowerment-based self-care program, the outcome evaluation was measured at 111 
baseline, upon the completion of the study intervention, and at 3 months thereafter. Ethical approval was obtained 112 
from the Hospital Authority Clinical Research Ethics Committees. 113 
 114 
Study Population 115 
The study was conducted in the cardiac units of two regional hospitals in Hong Kong. Eligible patients were Chinese 116 
people aged 55 or over, who live in the community and have telephone access at home, with a confirmed medical 117 
diagnosis of HF of at least 6 months standing, and with New York Heart Association Class II-IV symptoms. The last 118 
two criteria exclude those who may not perform self-care because they lack illness experience or have too mild 119 
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symptoms. The exclusion criteria include having an impaired communication capacity or impaired cognitive 120 
function preventing participation in the program (as indicated by an Abbreviated Mental Test Score of ≤ 6). Power 121 
analysis, using the method of Hedeker et al19 to estimate the sample size for a repeated measure study with attrition, 122 
was adopted. According to three similar studies, the effects size (Cohen’s d) of self-care program based on the 123 
empowerment model for self-care maintenance, self-care management, self-care confidence, and HRQL at the 3-124 
month study end-points were 1.24, 0.89, 0.45, and 0.54 respectively.15-17 To be conservative, the current study aims 125 
to detect a small to medium effect size of 0.40 on the primary and secondary outcomes. Using the program RMASS, 126 
it is estimated that a sample size of 118 subjects per study arm would give the study 80% power at a 5% level of 127 
significance to detect an effect size of at least 0.4 on the primary and secondary outcomes between the two study 128 
arms at the post intervention time point (3 months), assuming there was no between-group difference on the 129 
outcomes at the baseline after randomization, a moderate auto-correlation of 0.4 within the intra-correlated 130 
outcomes and allowing for a 20% attrition rate.  131 
Block randomization with a block size of 8, 10 or 12 was used to ensure an even distribution of subjects among the 132 
two study arms. The sequence of subject allocation will be generated in two stages. First, a computer will generate 133 
the sequence of block size to be used. For each chosen block size, the computer will then, randomly generate a 134 
sequence of subject allocation between the intervention and control groups. Subjects chronologically recruited to the 135 
study will be allocated to the study groups by the research nurse according to the computer generated sequence. 136 
SNOSE technique was used to keep the allocation concealment. The subjects was not informed of whether they 137 
participated in the test intervention or control intervention. 138 

 139 
Study interventions 140 
 141 
For the intervention group: the empowerment-based self-care education program 142 
Subjects in the intervention group had participated in a 12-week empowerment-based self-care program, which was 143 
delivered by a cardiac nurse who has a baccalaureate degree in nursing and at least 3 years of clinical experience in 144 
cardiovascular nursing. The program will comprise five weekly 90-minute face-to-face sessions in small groups of 145 
4-5 patients, followed by three weekly and two bi-weekly telephone follow-ups. Group teaching was used because 146 
the literature indicates patients appreciated the peer learning experience and its positive effect on improving 147 
motivation in behavioral changes.16 To enhance the fidelity of the study intervention, a User Manual (Additional 148 
Material 1) which included the objectives and activity outlines for each face-to-face sessions, and the guidelines for 149 
conducting telephone follow-up care has been developed to guide the delivery of the intervention.  150 

Face-to-face sessions 151 
 The five face-to-face sessions was delivered in the specialist clinics, and cover five  major topics in CHF 152 
self-care, i) CHF manifestations and symptom monitoring, ii) dietary and fluid modification, iii) medication 153 
management, iv) recognition and management of deteriorated symptoms and v) activity and exercise. The 154 
educational content of each session complied with the international clinical guidelines and recommendations 155 
published by the British Heart Foundation and American Heart Association. The content has been validated by a 156 
multidisciplinary team that included cardiologists, an advanced practice nurse, nursing academicians in 157 
cardiovascular nursing and a dietician. The content has been used in a nurse-implemented transitional care 158 
conducted by the PI to educate CHF patients on how to manage the disease in a home setting.18 The cardiac nurse 159 
received training from the project team, which included an advanced practice nurse, a nurse academician and a 160 
cardiologist, on international guidelines on CHF management and self-care, principles and skills in patient 161 
empowerment, and the methods used to deliver the study protocol.  162 
 Guided by empowerment-based philosophies in self-care education, each session will be incorporated with 163 
a five-step goal setting process to facilitate self-directed goal attainment.12  164 
1) Each session began with discussions with the patients on self-care practices relevant to the particular topic area. 165 

The nurse used a number of counselling techniques, such as active listening, reflection, paraphrasing and 166 
empathetic understanding, to create a supportive and non-judgmental context in which the patients could 167 
disclose their self-care. (Additional Material 1) 168 

2) The nurse then, delivered a structured educational presentation on the topic area. To optimize the effects of 169 
teaching, highly effective, colored pictures were used to illustrate the health information. Emphasis was placed 170 
on helping the patients to understand the link between the symptoms, the underlying mechanism of the disease, 171 
and the optimal self-care practice of CHF, so that they could more readily interpret their bodily cues of 172 
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symptom exacerbation and realize the importance of the recommended self-care.  173 
3) The nurse helped the patients to identify their own self-care deficits by encouraging them to compare their usual 174 

self-care practice with the recommended health information, and highlighted the associated health effect of 175 
these behavioural discrepancies. After reflection, the nurse assisted the patients to set their self-care goals which 176 
was documented on a goal attainment form. 177 

4) Skill building is followed during which interactive teaching strategies, such as role play or scenario-based group 178 
activities, will be used to enhance the patients’ tactical and situational skills relevant to the topic of the session. 179 
The tactical skills focus on self-care skills in daily behaviours, while the situational skills focus on those 180 
required in challenging situations (e.g., dietary compliance when eating out or during festivals).20  181 

5) The nurse encouraged the patients to discuss their feelings, concerns, perceived barriers and resources in 182 
achieving their goals. Each patient then set up individualized action plan for goal attainment. Resource notes 183 
relevant to the topic area in a concise writing style, with large-font print and visual depictions was provided to 184 
enable the patients to retrieve the required health information in a convenient and time-efficient manner. The 185 
nurse also helped to document the action plan with concise statements in the goal attainment form, which was 186 
kept by the patients as reminder.  187 

  188 

 Each session is began with a review of the key messages from and a discussion of the patients’ progress in 189 
attaining the goals set in the previous session. Symptom monitoring, which enabled patients to detect early signs of 190 
fluid overload or inadequate cardiac output, was taught in the first session. This arrangement helped to increase the 191 
patients’ understanding of the subsequently taught self-care practices, because fluid status and cardiac output serve 192 
as important indicators to guide the decision-making process for dietary modifications, diuretic adjustments and 193 
activity pacing. The patients will be taught to record their daily symptom status, including body weight, peripheral 194 
oedema and shortness of breath, on a self-monitoring form using simple methods (Additional Material 2), and 195 
emphasis was placed on teaching the patients to observe and interpret any changes. To help the patients to develop 196 
the habit of daily self-monitoring, the nurse reviewed their records for five consecutive weeks during the face-to-197 
face sessions and provided them with feedback. As we found that the majority of CHF patients had difficulty in 198 
reading a needle-base bath scale in our previous HMRF project, a digital bath scale with an enlarged font display 199 
was provided to the intervention group. Because the main purpose of the study was to test the effects of an 200 
empowerment-based educational method, subjects in the control group also received the same weight scale. Indeed, 201 
the weight scale serves as a meaningful incentive to encourage subjects’ participation in the study.  202 

Telephone follow-up  203 

 The research nurse made three weekly and thereafter two bi-weekly telephone calls to the patients on the 204 
completion of the five face-to-face sessions. A telephone follow-up record has been developed to facilitate the 205 
process. The record documented the patient’s clinical profile, CHF-related treatment (medication, diet and fluid 206 
prescription) and self-care goals and corresponding action plan identified in the face-to-face sessions. The nurse read 207 
this information before making the telephone call, so that she had clear focus on the monitoring and supporting self-208 
care performance of each individual patient. During each telephone call, the nurse clarified any questions and 209 
concerns on self-care. Particular focus was placed on monitoring the level of goal attainment, identifying any 210 
challenges being encountered by the patients in implementing the action plan, and suggesting methods to resolve 211 
any self-care problems. Depending on the patients’ progress, the goal and action plan was adjusted when necessary. 212 
Further health counselling that was relevant to individual patients’ self-care needs were provided. After each 213 
telephone conversation, the nurse updated the telephone monitoring record by documenting the progress in goal 214 
attainment, any unresolved or new problems in self-care performance and the health counselling given. Such 215 
information helped to guide the discussions in subsequent telephone follow-ups.  216 

For the control group: didactic education 217 

 Subjects in the control group received didactic education, which included a total of five 45-min health 218 
education sessions on the same topics as the intervention group. The nurse presented the health information to the 219 
patients, but no empowerment strategies, such as the five-step goal setting process, ongoing monitoring and patient-220 
centered supportive interventions on goal attainment were offered. Upon completion of the education sessions, the 221 
nurse made three telephone calls over 7 weeks to each subject. The purpose of the telephone call will be to act as an 222 
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attention placebo. The nurse had general discussion on disease management with the patients and reminded them to 223 
follow the given health advice. 224 

Study outcomes 225 

The measures listed below were used to measure the outcome variables. 226 

1) Self-Care Heart Failure Index (SCFHI; Chinese version) 227 
The 29-item SCHFI (Chinese version) /21 was used to measure self-care maintenance, self-care management, 228 
symptom perception. A four-point response scale is used and each subscale score is transformed to 100 points, 229 
with a higher score representing a better self-care attribute. The SCHFI (Chinese version) is culturally relevant 230 
when used in elderly Chinese CHF patients in Hong Kong, with Cronbach’s alpha of 0.93.  231 

2) Dutch Heart Failure Knowledge Scale (DHFKS; Chinese version) 232 
The 15-item DHFKS (Chinese version)/22 was used to measure self-care knowledge. These multiple-choice 233 
items determine the patients’ knowledge of the disease, CHF symptom management and treatment. Good 234 
construct validity has been reported. Cronbach’s alpha of the Chinese version is 0.72 and the content validity 235 
index is 0.94.21   236 

3) The Self-care Self-Efficacy Scale  237 
The 10-item SCSES was used to measure the self-care efficacy of HF patients in performing self-care.23 Each 238 
item was rated on a ‘1-5’ Likert Scale and the total score is rescaled to ‘0-100’ range, with higher score 239 
indicating higher level of self-confidence.  240 
 241 

4) Minnesota Living with Heart Failure Questionnaire (MLHFQ, Chinese version)  242 
The 21-item MLHFQ (Chinese version)24 will be used to measure the disease-specific HRQL of HF patients. 243 
The total score can range of 0 to 105, with higher scores indicating poorer HRQL. Cronbach’s alpha is reported 244 
to be 0.95 and the construct, concurrent and convergent validity of the MLHFQ are supported by its significant 245 
correlation with the another reference measure of generic HRQL and depression among the Chinese CHF 246 
population.24 247 

5) Accident and Emergence Department (AED) Attendance 248 
The AED attendance of the subjects after they have been randomized to the study group will be monitored up to 249 
a period of 6 months (i.e., from baseline to 3 months upon the completion of the study interventions). The 250 
information was traced from the clinical management system of Hospital Authority.  251 
 252 

6) Hospital admission 253 
Hospital admission of the subjects after they have been randomized to the study group was monitored up to a 254 
period of 6 months (i.e., from baseline to 3 months upon the completion of the study interventions). The 255 
information was traced from the clinical management system of Hospital Authority. Information about the date 256 
of admission, the total length of hospital stay and the index diagnosis of admission was retrieved. The research 257 
nurse will also ask the subjects for any admission to the private hospital and collect the same information by 258 
patients self-report. 259 
 260 

Statistical analysis 261 

The data was double-entered for validation and analyzed on an intention-to-treat basis. Skewed variables would be 262 
appropriately transformed before being subjected to analyses. Baseline characteristics between the two arms of 263 
participants was compared using t-test, chi-square or Fisher’s exact tests, as appropriate. For the self-care, self-care 264 
self-efficacy, heart failure knowledge and HRQL outcomes, generalized estimating equations (GEE) model will be 265 
used to compare the differential changes in each of the outcomes (self-care maintenance, self-care management, 266 
self-care confidence, self-care knowledge and HRQL) across the time-points T0 (baseline), T1 (post-test) and T2 (3 267 
months after post-test) between the two study arms, with adjustment for potential confounding variables in order to 268 
obtain a more precise estimation of intervention effect. The potential confounding variables would selected on the 269 
basis of statistical incomparability at the baseline with p values < 0.25 for between-group differences25. GEE model 270 
can account for intra-correlated repeated measures data and accommodate missing data caused by incomplete visits 271 
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or drop-out, provided the data are missing at random26 and thus is particularly suitable for intention-to-treat (ITT) 272 
analysis without the need to impute missing data. If the data is not missing at random, multiple imputation method 273 
would be used to impute missing data, using all available baseline characteristics as covariate. Predictive mean 274 
matching approach27 which relies less on the parametric assumptions of the imputation models would be used. The 275 
episodes of accidental emergency department (AED) attendance and hospitalization was compared between the two 276 
groups using generalized linear model with the use of appropriate link function. The choice of the link function will 277 
be determined on the basis of the distributions of the above hospital utilization outcomes. Furthermore, Cox 278 
regression analysis will be performed to compare the time to hospital admission between the two.  279 

Cost effectiveness analysis was performed on total cost incurred in both the empowerment-based self-care program 280 
(intervention) and dialectic education (control) as well as incremental cost-effectiveness ratios expressed as 281 
incremental cost per (1) an AED attendance avoided, (2) a day of hospitalization reduced, (3) a minimal clinically 282 
important difference (MCID) in SCFHI scores (self-care management, symptom perception, and self-care 283 
maintenance which showed significant between-group difference), and (4) a quality-adjusted life year (QALY) 284 
gained derived from MLHQ over the period from T0 to T2 (i.e., approximately 6-month time horizon) of the study. 285 
The component items of the total cost, including intervention, direct medical and societal costs are listed in Table 1. 286 
All the cost data involved will be expressed in Hong Kong dollars and valued on the starting date of the study from a 287 
health-care system perspective (i.e., all the medical costs will be valued on the basis of non-subsidized cost). All 288 
intervention, direct medical and societal costs incurred will be estimated per each participants using the method of 289 
Thompson & Barber28 and the average cost difference between the intervention and control groups (intervention – 290 
control) was used to derive the incremental total cost (or total cost saved). Biased-corrected and accelerated 291 
bootstrapping method with 10000 replications 29 will be used to estimate a 95% confidence interval (CI) for the 292 
incremental total cost (or total cost saved). Mean differences in (1) episode of AED attendance and (2) total length 293 
of hospitalization during the period from T0 to T2 (approximately 6 months  as well as (3)  one MCID SCFHI at T2 294 
(6 months) relative to T0 (the baseline) and (4) QALY between the two groups were adopted as the incremental 295 
effect measures. The above bootstrapping method was used to estimate 95% confidence intervals for the incremental 296 
effects. The bootstrapped 10000 pairs of incremental cost and each of the above effect measures data was plotted on 297 
a cost-effectiveness plane to graphically illustrate their uncertainties surrounding the cost-effectiveness ratios. Cost-298 
effectiveness acceptance curves 30 were generated separately for each of the four types of cost-effectiveness 299 
evaluation outcomes to demonstrate the probability of cost-effectiveness of the empowerment-based self-care 300 
program over dialectic education at different thresholds for willingness-to-pay for saving an episode of AED 301 
attendance and a day of hospitalization as well as for MCID in SCFHI scores and a QALY gained  302 

Ethics approval 303 

Approval has been obtained from the Hospital Authority Clinical Research Ethics Committees. The study aim and 304 
procedure was explained to the patients in verbal and through written forms. Issues of voluntary participation, 305 
confidentiality and anonymity, and right to withdraw was emphasized. In particular, the subjects’ was informed that 306 
they could refuse to participate or withdraw consent at any time without affecting the service they are entitled to 307 
receive. The subjects’ name will not appear on any data record sheets and will be locked up in a secure location. 308 
Confidentiality of the subjects’ personal data will be protected according to the Personal Data (Privacy) Ordinance. 309 
They can enjoy this right for the protection of their personal data, such as collection, retention, management, use 310 
(including analysis or comparison), non-disclosure, and erasure and/or in any way dealing with or disposing of any 311 
of their personal data in or for this study. Written informed consent will be obtained.  312 

Impact and future direction 313 

The detrimental consequences of HF not only hamper the quality of life of patients, but also strain already over-314 
stretched hospital resources. As ineffective self-care behaviour has been consistently identified as a significant 315 
modifiable predictor of hospital admissions, enhancing patients’ ability to manage the disease and treatment regimen 316 
is regarded as the cornerstone of a successful HF management model. However, the degree to which HF-related self-317 
care enhancement interventions can benefit clinical outcomes is uncertain. The empowerment-based self-care 318 
programme proposed in this study is targeted at addressing this research gap. The unique program features to 319 
empower the patients to engage in the complex decision making of symptom recognition, interpretation and 320 
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response as well as self-care maintenance through goal-setting, patient-professional partnership and explicit methods 321 
and tools are central to modify their clinical outcomes. If the empowerment-based self-care programme is effective 322 
in enhancing the self-care ability and HRQL of HF patients in a cost-effective pattern, the intervention, together with 323 
the established materials (e.g. protocol, resource materials, and telephone follow-up records), can readily applied to 324 
clinical venues locally and beyond through knowledge translation process. The model of self-care enhancement can 325 
also be applied to primary care settings to empower CHF patients to manage the disease in the community.  It can 326 
also be integrated to rehabilitation or transitional care service to enhance the patients’ outcomes.  Whereas 327 
international practice guideline advocates on self-care enhancement for this clinical cohort, this study can provide 328 
important insights to advance the corresponding evidence-based practice.   329 

 330 

Table 1: Parameters of intervention cost, direct medical cost and social cost for cost-effective analysis  331 
 332 

Parameters Value (USD) Reference 

Intervention cost   

Empowerment-based self-care program   

 Staff training (20 hours) $641  

 Staff cost (per patient; nursing time* hourly salary)a 6.83hrs x $21.8 Hospital  Authority Pay Scale 

2017 (point 17) 

 Teaching Materials & weight scale (per patient) $19.2  

Didactic education   

 Staff training (10 hours) $320.5  

 Staff cost (per patient; nursing time* hourly salary)b 1.65 hr x $21.8 Hospital  Authority Pay Scale 

2017 

(point 17) 

 Teaching materials (per patient) $14.1 Weight scale + teaching 

materials 

Direct medical cost   

 AED attendance (per visit) $126.9/ 

attendance 

Fee and charges 2017, Hong  

Kong Hospital Authority 

 Hospitalization without ICU care (per day) 

 [all expense inclusive] 

$600/day 

 Hospitalization with ICU care (per day) 

 [all expense inclusive] 

$2,948.7/ day 

 Post-discharge outpatient cost $160.3 /visit 

 Specialist outpatient clinic $152.6 visit  

 Private medical service relating to cardiac problems  Private hospital receipt 

Societal Costc   

 Productivity loss of caregiver who accompany patients 

to attend the intervention/ care of the patients 

---  

 Productivity loss of the patients (e.g. absence from job 

duty) to attend the intervention/ due to the illness 

---  

 Out-of-pocket cost from patient/ companion in attending 

the intervention (e.g. traveling expense)/ managing the 

disease. 

---  

  a nursing time / patient = {[90min/ session + 120min (preparation time)/ session]* 5 sessions/ 5 patients per group} 333 
+ 40mintues/ telephone follow-up (including preparation and documentation time)* 5 times =360minute (6.83hours) 334 
 b nursing time/ patient = {[45min/ session + 30min (preparation time)/ session]*5 sessions/ 5 patients per 335 
group} + 8 minutes/ telephone follow-up * 3 times = 84minute (1.65 hour) 336 
c values to be confirmed with the relevant parties (i.e. patient, caregiver and hospital administrative staff for venue 337 
rental) 338 
 339 
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Additional Material 1 410 

User Manual for the Empowerment-Based Self-Care Programme 411 

INTRODUCTION 412 

This User Manual is to guide the intervener to conduct the empowerment-base self-care program for patients with 413 
chronic heart failure. The purpose of the program is to develop patients’ inherent capability and confidence to be in 414 
control of self-care practices required to management their cardiac disease. This 12-week program consists of five 415 
90-minute face-to-face sessions over five weeks and thereafter, intensive telephone follow-up over the other seven 416 
weeks.  The following figure outlines a brief graphical presentation of the empowerment-based self-care program.  417 

 418 

 419 

 420 

 421 

 422 

 423 

 424 

 425 

 426 

 427 

 428 

 429 

 430 

 431 

 432 

 433 

 434 

 435 

The manual consists of three main sections. The first section outline the counseling techniques used to deliver the 436 
program. The purpose of using such counseling techniques is to create a non-judgmental, accepting, empathetic and 437 
respectful atmosphere to encourage the patients to disclose their own self-care deficits and to work collaboratively 438 
with the health care professionals to set up realist self-care goal and action plan. The second section outlines the 439 
objectives, the equipment and the activities of the five face-to-face sessions. The last section outlines the activities of 440 
telephone follow-up.  441 

 442 

 443 

Five weekly group-based 

face-to-face sessions (90-minutes) 

CHF manifestation &  

symptom monitoring  

Dietary & fluid modification  

Medication management  

Recognition & management  

of deteriorated symptoms 

Activity & exercise 

Strategies used in each session 

1. Discuss self-practice 

2. Structured  
education  

3. Facilitated identification 
of self-care deficit & 
support goal setting  

4. Skills building 

5. Address concerns, 
develop action plan 

3 weekly telephone follow-up 

2 bi-weekly telephone follow-up 
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SECTION 1: Counseling techniques for delivering the empowerment-based self-care program 444 

In delivery the program, the intervener has to use the following counselling techniques appropriately in order to 445 
create a non-judgmental, accepting, empathetic and respectful atmosphere to encourage the patients to disclose their 446 
own self-care deficits. The intervener has to maintain an ‘equal’ relationship with the patients and to be empathetic 447 
to the patients’ concern and resource. This approach would encourage patients to work collaboratively with the 448 
intervener in setting up realist self-care goal and action plan. 449 

1) Being supportive in assisting patients to identify inadequacy in self-care and being genuinely accepting and 450 
non-judgemental to the inadequate self-care practice.  451 

2) Being patient-centred in identifying the challenges faced by patients in performing self-care. Using active 452 
listening to identify concerns, issues and beliefs that may hinder effective self-care. [e.g. “Tell me what is 453 
hardest for you to follow the dietary modification?’]. 454 

3) Being a collaborator rather than a director in assisting patients to work through ambivalence. Providing 455 
health advice and encouraging them to make choices as to what should change and how change should take 456 
place. [e.g. “What support do you think will help you most to comply with the self-care recommendation?”]. 457 

4) Use reflection and paraphrasing to validate patients’ feelings and their capacity to deal with the problem 458 
[e.g. “What would you like to try?”]. 459 

5) Showing respect and genuine belief in the patients’ ability to mobilize resource and make the changes.  460 
6) No direct confrontation techniques will be used.  461 

 462 

 463 

SECTION 2: Outlines of the five face-to-face sessions  464 

List of the five face-to-face sessions 465 

Session number Topic area 

 

Session One CHF manifestation and symptom monitoring 

 

Session Two Dietary and fluid modification 

 

Session Three Medication management 

 

Session Four Recognition and management of deteriorated symptoms 

 

Session Five Activity and exercise 

 

 466 

 467 

  468 
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Session One: CHF manifestation and symptom monitoring 469 
Objectives 470 
1. Patients have clear information about the purpose, schedule and activities of the self-care program.   471 
2. Patients understand heart failure and how the symptoms are related to the disease manifestation.  472 
3. Patients are able to monitor for the common heart failure symptoms which indicate fluid overload or unmet 473 

metabolic needs. 474 
Equipment: 475 
1. PowerPoint projector 476 
2. PowerPoint Slides for structured education on heart failure, its symptom manifestation and symptom 477 

monitoring.  478 
3. Resource notes on heart failure and symptom monitoring.  479 
4. Equipment for skill buildings 480 

 Paper cards with colored picture to show various symptoms.  481 
 Bath weight scale with large-font digital display. 482 
 Measuring tape with large-font scale 483 
 Symptom self-monitoring charts and pencils. 484 

Activities: 485 
1. Ice-breaking & introduce the run-down of the overall empowerment-based self-care program.  486 
2. Solicit patients’ views about heart failure and the associated symptom manifestations.  487 

- Patients take turn to describe what heart failure is. Create a non-judgmental atmosphere and 488 
encourage them to present their views. 489 

- Game 1:  490 
 Each patient will be provided with a A4-size white card.  491 
 Place card boards with colored picture of various symptoms including (fatigue, shortness of 492 

breath, weight gain, edema of the ankle, feet or abdomen, headache, nausea, muscle cramps, 493 
dizziness, loss of appetite, blurring of vision, chest tightness, chest pain, etc).  494 

 Patients will have two minutes to pick the cards with HF symptoms and stick on put on their 495 
A4 card.  496 

 Patients will be asked to explain why they make the selection.  497 
3. Structured education on the following topics: 498 

 What is heart failure. 499 
 Uses ‘The animation of heart failure” by the American Heart Association 500 

(http://watchlearnlive.heart.org/CVML_Player.php?moduleSelect=hrtflr).  501 
 Highlight failing of the myocardium pump to maintain adequate metabolic needs and normal 502 

venous blood flow.   503 
 Symptom manifestations of heart failure.  504 

 Highlights that the symptoms occur as a result of venous congestion and inadequate 505 
myocardial blood supply, and thereby explain the importance of symptom recognition.  506 

 PowerPoint-guided story telling (The story depicts scenes of a HF patients (Sum Kor) accurately 507 
integrating symptom monitoring on edema, body weight, fatigue and shortness of breath to 508 
everyday life. The story will illustrate the common barriers to implement this self-care and the 509 
corresponding coping methods.  510 

4. Identification of self-care deficits: 511 
 Facilitate the patients to compare  512 

5. Skill building  513 
- Symptom monitoring (body weight, ankle edema, fatigue and shortness of breath) and easy charting on 514 

the symptom monitoring form 515 
- Skills on observing the changes in symptoms. 516 

6. Facilitate patients to take turn to mention how they incorporate symptom monitoring to daily routine.  517 
- Encourage patients to brainstorm how to achieve their identified goal. Provide as many options as 518 

possible. 519 
- Encourage patients to discuss their concerns and anticipated barriers.  520 
- Encourage patients to identify resource (person/ equipment) which could help.  521 
- Suggest resolving method and facilitate peer sharing.  522 
- Summarize the actions for goal attainment for each patient, and assist patients to document on the goal 523 

attainment booklet.  524 

http://watchlearnlive.heart.org/CVML_Player.php?moduleSelect=hrtflr
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7. Distribute the resource note and the bath weight scale.  525 
 526 

Session Two: Dietary and fluid modification 527 

Objectives:  528 

1. Patients understand the role of dietary and fluid modification on preventing cardiac overload.  529 
2. Patients are able to select the food and cooking methods which are appropriate for heart failure in regular days 530 

or during special events (e.g. Chinese New Year Festival, attending a banquet) .  531 
3. Patients are able to adjust the dietary and fluid intake in responding to the changing symptom condition.  532 
Equipment: 533 

1. PowerPoint projector 534 
2. PowerPoint Slides for structured education on dietary and fluid modification for heart failure  535 
3. Resource notes on dietary and fluid m monitoring.  536 
4. Equipment for skill buildings 537 

 Paper cards with colored picture of various food and seasoning 538 
 Paper cards with colored picture of various cooking methods 539 
 Food labels 540 
 Restaurant menus 541 
 Fluid intake monitoring chart 542 

 543 
Activities 544 
1. Welcome patients and review the symptom monitoring charts. Discuss how well patients conduct the action 545 

plan for goal attainment in the previous week.  546 
2. Facilitate patients to take turn to describe their current self-care practice on dietary and fluid modification. 547 

Focus the discussion on food selection, cooking methods, use of seasoning, fluid restrictions. 548 
3. Structured education on the following topics using the PowerPoint Slides.  549 

 The influence of sodium and fluid retention on heart function. .  550 
 Appropriate methods to maintain dietary and fluid modifications for heart failure, with emphasis on 551 

selection of low sodium food and seasonings, correct cooking methods, fluid intake monitoring.  552 
 Methods to identify sodium content from food label  553 
 Ways to adjust dietary and fluid intake according to the symptom status.  554 
 PowerPoint-guided story telling (The story depicts scenes of a HF patients (Sum Kor) who accurately 555 

follow the dietary and fluid modifications in everyday life. The story illustrates the common barriers to 556 
implement this self-care and the corresponding coping methods.  557 

4. Identification of self-care deficits: 558 
 Facilitate the patients to compare themselves with “Sum Kor” regarding the dietary and fluid 559 

modification.  560 
- Facilitate the patients to think about what will happen if they do not comply to the diet and fluid 561 

modification.  562 
- Recall the information in the structured education and highlight the health consequence of the 563 

associated self-care deficit. 564 
 Support the patients to set their self-care goals on dietary and fluid modification.   565 
 Document the identified goals on the goal attainment booklet. 566 

5. Skill buildings 567 
 Game 1: By using the picture cards of various food, seasonings and cooking methods, each patient are 568 

required to preparing two dishes of low sodium diet. The peer will comment on whether the dishes are 569 
appropriate for heart failure. They will also vote for the most favorite dish.  570 

 Game 2: Patients will be divided into two groups, each group is provided with food labels of five 571 
different types of food. They were required to pick up two for which the sodium content is regarded as 572 
appropriate for heart failure patients.  573 

 Game 3: Patients will be divided into two groups. Each group is provided with a restaurant menu. Tell 574 
the patients that they are having dinner with four family members who prefer tasty food. The patients 575 
are required to practise assertively on how to participate in the dish selection and pick appropriate diet 576 
to prevent excessive sodium intake.  577 
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6. Facilitate patients to take turn to mention how they incorporate dietary and fluid modification to everyday life.   578 
 Encourage patients to brainstorm how to achieve their identified goal. Provide as many options as 579 

possible. 580 
 Encourage patients to discuss their concerns and anticipated barriers.  581 
 Encourage patients to identify resource (person/ equipment) which could help.  582 
 Suggest resolving method and facilitate peer sharing.  583 
 Summarize the actions for goal attainment for each patient, and document the action plan on the goal 584 

attainment form.  585 
7. Distribute the resource note on dietary and fluid modification, in which patients can find a pictorial guide on 586 

low sodium food and high sodium food, a pictorial guide of low-sodium diet from menus of Chinese restaurant. 587 
Assist the patients to document the action plan on the goal attainment form.  588 

 589 

Session 3: Medication management 590 

Objectives: 591 

1. Patients are able to identify the indications, common side effects and safety considerations of the prescribed 592 
heart failure medications. 593 

2. Patients are able to identify the principle and method of flexible diuretic regime as prescribed in the involved 594 
study settings.   595 

3. Patients are able to identify medication safety tips for medication usage, storage and refill.  596 
 597 

Pre-session preparation 598 

Need to check the current medication record of the patients in the group from the baseline clinical data so as to tailor 599 
the education content. 600 

Equipment: 601 

1. PowerPoint projector 602 
2. PowerPoint Slides for structured education on medication management for heart failure  603 
3. Resource notes on medication management for heart failure.  604 
4. Equipment for skill buildings 605 

 Paper cards with colored picture of various medication storage methods 606 
 Pill boxes 607 

Activities 608 
1. Welcome patients and review the symptom monitoring charts. Discuss how well patients conduct the action 609 

plan for goal attainment in the previous weeks. 610 
2. Solicit patients’ views about the role of medications in heart failure management and their current practice on 611 

medication management.   612 
 Patients take turns to describe the purpose of taking the current medications.  613 
 Patients take turns to describe the methods they used to prevent medication errors (e.g. skip dose or 614 

taking the wrong medications).  615 
 Patients take turns to describe how they adjust the diuretics according to their symptom status. 616 

3. Structured education on the following topics using the PowerPoint Slides.  617 
 The roles of heart failure medications in disease management. 618 
 The indications, common side effects and safety considerations of the heart failure medications (focused 619 

on those which are currently prescribed for the participants in the group)  620 
 The principles and methods of taking flexible diuretic regimen.  621 
 Quick tips to enhance medication compliance. 622 
 Medication safety tips.  623 
 PowerPoint-guided story telling (The story depicts scenes of a HF patients (Sum Kor) who uses 624 

appropriate methods to adjust diuretic regimen. He also uses various effective methods to prevent pitfalls 625 
in committing medication errors.  626 

4. Identification of self-care deficits: 627 
 Facilitate the patients to compare themselves with “Sum Kor” regarding medication management. .  628 

- Facilitate the patients to identify the discrepancies, if any, in the medication management.  629 
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- Recall the information in the structured education and highlight the potential pitfalls they may 630 
encountered if they continue their usual medication management practice.  631 

 Support the patients to set their self-care goals on medication management.   632 
 Document the identified goals on the goal attainment booklet. 633 

5. Skill buildings 634 
 Scenario-based discussion: Presenting two scenarios which illustrate the different symptoms of fluid 635 

overload. Each patient has a dummy of diuretic. They have to make decision about how to adjust the 636 
dose.  637 

 Scenario-based discussion: Presenting three scenarios on medication storage and medication taking 638 
behaviors. Patients are required to explain whether the behaviors are correct or not. 639 

 Game 1: Each patient is provided with three HF medications (dummies of different color) as their usual 640 
medication. They are then provided with a new medication regimen after a clinic visit in which one or 641 
two medications have been changed. They are required to demonstrate how to update the medication 642 
storage with the new and old medications.  643 

 Game 2: Each patient is provided with a multi-compartment pill organizer. They are provided with the 644 
dummy medications which assimilates their current medication regimen. Each of them is required to 645 
demonstrate how to correctly fill the pill organizer.  646 

6. Facilitate patients to take turn to mention how they incorporate the recommended medication management 647 
strategies in their daily life. 648 
 Encourage patients to brainstorm how to achieve their identified goal. Provide as many options as 649 

possible. 650 
 Encourage patients to discuss their concerns and anticipated barriers.  651 
 Encourage patients to identify resource (person/ equipment) which could help.  652 
 Suggest resolving method and facilitate peer sharing.  653 
 Summarize the actions for goal attainment for each patient, and document the action plan on the goal 654 

attainment form.  655 
7. Distribute the resource note on medication management. Assist the patients to document the action plan on the 656 

goal attainment form.  657 
 658 
 659 

Session 4: Recognition and management of deteriorated symptoms 660 

Objectives 661 
1. Patients are able to identify the early cues of deterioration of heart failure.  662 
2. Patients are able to make correct decision about how to respond to the deteriorated symptoms.  663 
3. Patients are able to identify methods to evaluate the effectiveness of their remedies for the deteriorated 664 

symptoms.  665 
Equipment: 666 
1. PowerPoint projector 667 
2. PowerPoint Slides for structured education on recognition and management of deteriorated heart failure 668 

symptoms 669 
3. Resource notes on recognition and management of deteriorated heart failure symptoms.  670 
4. Equipment for skill buildings 671 

 Paper cards with colored picture to show bodily cues which may or may not indicate deteriorated heart 672 
failure.  673 

 Paper cards with colored picture to show various ways to manage CHF symptom exacerbation. Some 674 
methods are correct and some are irrelevant. 675 

Activities 676 
1. Welcome patients and review the symptom monitoring charts. Discuss how well patients conduct the action 677 

plan for goal attainment in the previous weeks. 678 
2. Facilitate patients to describe the current practice in manage deteriorated heart failure symptoms.  679 

 Game:  680 
- Each patient will be provided with a A4-size white card.  681 
- Place card boards with colored picture to show bodily cues which indicate deteriorated heart 682 

failure on the table. 683 
- Patients will have two minutes to pick the cards which indicate deteriorated heart failure 684 
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symptoms on the A4-size card.  685 
- Patients have to explain why they pick the cards and how they response to those bodily 686 

changes.  687 
3. Structured education on the following topics using the PowerPoint Slides.  688 

 The bodily cues which indicate the deterioration of heart failure.  689 
 Methods to increase ones’ awareness to deteriorated symptoms.  690 
 Early remedies to reverse the deteriorated symptoms through dietary, activity and diuretic adjustment.  691 
 Methods to monitor and evaluate the effectiveness of the remedies for deteriorated symptoms.  692 
 Ways to make decision for seeking medical attention for deteriorated heart failure symptoms.  693 
 Health consequence for delayed remedy or care seeking for the disease deterioration. 694 
 PowerPoint-guided story telling (The story depicts scenes of a HF patients (Sum Kor) who recognizes 695 

early deteriorated heart failure symptoms and demonstrate appropriate actions to cope with the symptoms. 696 
The scenario also illustrates how to cope with the common psychosocial barriers which hinder prompt 697 
self-care management.  698 

4. Identification of self-care deficits: 699 
 Facilitate the patients to compare themselves with “Sum Kor” regarding recognition and responses to 700 

bodily cues which indicate the deterioration of heart failure.  701 
- Facilitate the patients to identify the discrepancies, if any, in how to monitor for and response to 702 

deteriorated heart failure symptoms.  703 
- Recall the information in the structured education and highlight the detrimental health consequence 704 

of their self-care deficit in managing the symptom deterioration.  705 
 Support the patients to set their self-care goals on medication management.   706 
 Document the identified goals on the goal attainment booklet. 707 

5. Skill buildings 708 
 Game: Divide patients into two groups. Presenting four scenarios which illustrate different symptoms 709 

representing deteriorated heart failure. For each scenario, each group has to identify the paper cards 710 
which illustrate the correct ways to manage CHF symptom exacerbation. They have to describe how 711 
they would determine the actions as effective to overcome the symptoms. Provide feedback to patients 712 
accordingly.  713 

6. Facilitate patients to take turn to mention how they incorporate the recommended medication management 714 
strategies in their daily life. 715 
 Encourage patients to brainstorm how to achieve their identified goal. Provide as many options as 716 

possible. 717 
 Encourage patients to discuss their concerns and anticipated barriers.  718 
 Encourage patients to identify resource (person/ equipment) which could help.  719 
 Suggest resolving method and facilitate peer sharing.  720 
 Summarize the actions for goal attainment for each patient, and document the action plan on the goal 721 

attainment form.  722 
7. Distribute the resource note on recognition and management of deteriorated heart failure.  Assist the patients 723 

to document the action plan on the goal attainment form.  724 
 725 

Session 5: Activity and Exercise 726 

Objectives: 727 

1. Patients will be able to identify the advantages of maintain physically active on energy level and cardiac 728 
functions.  729 

2. Patients will be able to describe how to maintain a safe physical activity level through self-monitoring 730 
methods.  731 

3. Patients will be able to identify how to pace the activity in responding to the bodily cues and when to stop the 732 
exercise or activity for the sake of safety. 733 

4. Patients will be able to identify type of activities and exercise which are fit for their cardiac condition and 734 
overall health status.  735 

Preparation 736 
Remind patients to wear sport shoes to attend this session the day before.  737 
 738 
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Equipment: 739 
1. PowerPoint projector 740 
2. PowerPoint Slides for structured education on how to maintain a physically active lifestyle in living with heart 741 

failure.  742 
3. Videos on how to carry out brisk walking with warm up and cool down phases.  743 
4. Resource notes on how to maintain a physically active lifestyle for heart failure patients.  744 
5. Equipment for skill buildings 745 
6. Paper cards with colored picture to indicate relevant or irrelevant bodily cues which indicate activity 746 

intolerance.  747 
Activities 748 
1. Welcome patients and review the symptom monitoring charts. Discuss how well patients conduct the action 749 

plan for goal attainment in the previous weeks. 750 
2. Facilitate patients to take turn to talk about their current physical activity or exercise habit, and to discuss the 751 

precautions, if any, they have to take during physical exertion.  752 
3. Structured education on the following topics using the PowerPoint Slides.  753 

 The advantages of maintaining a physically active lifestyle in patients with heart failure and the 754 
detrimental health impact of a sedentary lifestyle.  755 

 What are the appropriate activities and exercise for heart failure patients 756 
 The importance of warm up and cool down exercise for heart failure patients. 757 
 The principles of activity pacing in everyday life.  758 
 Simple methods to evaluate whether the activity intensity is appropriate (e.g. able to carry out 759 

conversation during activity). 760 
 The bodily cues which indicate a need to slow down or stop the activities or exercises.  761 
 PowerPoint-guided story telling (The story depicts scenes of a HF patients (Sum Kor) who have 762 

successfully maintained an active lifestyle exercise in daily life. The story illustrates how he performs 763 
activity pacing according to the bodily cues and how he determines the need to stop the activity for rest.  764 

4. Identification of self-care deficits: 765 
 Facilitate the patients to compare themselves with “Sum Kor” regarding physical activity level and the 766 

precautions taken in performing activity or exercise.  767 
- Facilitate the patients to identify the discrepancies, if any, in how to incorporate a physically active 768 

lifestyle in living with heart failure.  769 
- Recall the information in the structured education and highlight the detrimental health consequence 770 

of their self-care deficit in managing physically active.  771 
 Support the patients to set their self-care goals on medication management.   772 
 Document the identified goals on the goal attainment booklet. 773 

5. Skill buildings 774 
 Video display: Display a video on brisk walking with warm up and cool down phases. 775 
 Return demonstration on the brisk walking with warm up and cool down.  776 
 Brainstorming: Facilitate the patients to brainstorm the physical activities or exercise which are 777 

enjoyable and fit with their activity tolerance level. Provide them with as many as options as possible.  778 
 Game: Divide patients into two groups. Each of the group has to pick up the picture cards which 779 

indicate a bodily cues to indicate activity intolerance or conditions which are contradictory to do 780 
physical activity within one minute.. The group has more correct card will be the winners. Providing 781 
feedback to the participants accordingly.  782 

6. Facilitate patients to take turn to mention how they incorporate the recommended medication management 783 
strategies in their daily life. 784 
 Encourage patients to brainstorm how to achieve their identified goal. Provide as many options as 785 

possible. 786 
 Encourage patients to discuss their concerns and anticipated barriers.  787 
 Encourage patients to identify resource (person/ equipment) which could help.  788 
 Suggest resolving method and facilitate peer sharing.  789 
 Summarize the actions for goal attainment for each patient, and document the action plan on the goal 790 

attainment form.  791 
7. Distribute the resource note on activity and exercise in which a pictorial guide on how to perform warm up, 792 

brisk walking and cool down are included. Assist the patients to document the action plan on the goal 793 
attainment form.  794 
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SECTION 3: Activities during telephone follow-up  795 
Upon the completion of the five face-to-face sessions, the intervener has to give three weekly and thereafter two bi-796 
weekly telephone calls to the patients. The main purpose of the telephone follow-up is to monitor patients’ progress 797 
on goal attainment and to support their implementation of the action plans in their home environment. Efforts have 798 
to be placed on identifying patients’ concerns, questions, and challenges encountered in implementing the self-care, 799 
and to suggest resolving methods. Further health counseling has to be provided, with emphasis placed on helping 800 
patients to translate the knowledge and skills taught in the face-to-face session to their own real life situation. 801 
Depending on the patients’ progress, adjust the self-care goal and action plan accordingly.  802 
 803 
Followings are the activity guide for the intervener before, during and after making the telephone call.  804 
i) Before making the telephone call 805 
 Please read the information on the telephone monitoring record on which you can find the clinical profile, 806 

CHF related information (medication, diet and fluid prescription) as well as the self-care goals and 807 
corresponding action plan. Such information can provide you with a clear focus in supporting and monitoring 808 
self-care performance of each individual patient. 809 

ii) During the telephone follow-up 810 
 Ask the patients how well they are implementing the action plan for goal attainment. Identify any 811 

improvement in behavioral changes. Provide encouragement and praise.  812 
 Review the level of goal attainment. Communicate explicitly with the patients about the self-care goal which 813 

they have achieved. Encourage and facilitate patients to identify the benefits associated with the positive 814 
behavioral changes in self-care.  815 

 Identify their concerns, problems and difficulties encountered by the patient in implementing the action plan. 816 
Discuss with the patients the possible resource can help to overcome the difficulties.  817 

 Collaborate with the patients to identify any resolving methods to overcome the challenges. Recall the 818 
knowledge and skills taught in the face-to-face session, and provide suggestion on how such knowledge and 819 
skills can be applied to their real life situation.  820 

 Remind the patients to read the relevant resource notes provided in each face-to-face session. 821 
 Adjust the self-care goal if necessary and refine the action plan.  822 
iii) Immediate after the telephone follow-up 823 
 Update the telephone monitoring record and document the following information: 824 

 Progress of goal attainment 825 
 Any unresolved and new problems in self-care 826 
 The health counseling being provided 827 

 828 
  829 
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Additional Material 2 830 

Self-Monitoring Form 831 

1. Rate your breath:  832 
On your left hand side, there is a ‘0-5’ rating scale to mark your level of shortness of breath during normal daily 833 
activity, with ‘1’ represents “no shortness of breath at all “ and ‘5’ represents “Shortness of breath as bad as can be”.  834 
Please put a stick to represent your level of shortness of breath for each calendar day.   835 

 836 
 Calendar Day 

 1 2 3 4 5 6 7 

5        

4        

3        

2        

1        

0        

 837 
 838 
 839 
 840 
 841 
 842 
 843 
 844 
 845 
 846 
 847 
 848 
 849 
 850 
 851 
 852 
 853 
 854 
 855 
 856 
 857 

  858 

Shortness of 
breath as bad 

as can be  

 

ALERT 

Stickers go upwards for 1 

box 

Stickers continue to go 

upwards for 2 consecutive 

days after taking the 

remedies 

Stickers go upwards for ≥  

2 boxes in 1 day 

Activity pacing & rest 

Reduce daily fluid intake by 1- 2 cups per day 

Reduce dietary salt intake (about 1/4 teaspoon) 

Go to see doctor 

Go to see doctor 

No shortness of 
breath 
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2. Rate your swelling 859 
On your left hand side, there is a ‘0-5’ rating scale to mark your level of swelling over the feet, hands or belly , 860 
with ‘1’ represents “no swelling at all “ and ‘5’ represents “swelling as bad as can be”.  Please put a stick to 861 
represent your level of swelling for each calendar day.   862 

 863 
 864 

 Calendar Day 

 1 2 3 4 5 6 7 

5        

4        

3        

2        

1        

0        

 865 
 866 
 867 
 868 
 869 
 870 
 871 
 872 
 873 
 874 
 875 
 876 
 877 
 878 

  879 

Swelling 
as bad as 

can be  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ALERT 

Stickers go upwards for 1-2 boxes in 

one day 

Stickers continue to go upwards for 

2 consecutive days after taking the 

remedies 

Reduce daily fluid intake by 1-2 

cups per day 

Reduce dietary salt intake (about 

1/4 teaspoon) 

Go to see doctor 

No 
swelling 

Stickers go upwards for ≥  

3 boxes in 1 day 

Go to see doctor 
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3. Rate your body weight 880 
 881 

On your left hand side, there is a ‘0-5’ rating scale to mark your level of swelling over the feet, hands or belly , 882 
with ‘1’ represents “no swelling at all “ and ‘5’ represents “swelling as bad as can be”.  Please put a stick to 883 
represent your level of swelling for each calendar day.   884 

 885 
 886 
 887 
 888 
 889 
 890 
 891 
 892 
 893 
 894 
 895 

.  896 

 897 

 898 

N
u

rs
e 

se
ts

 t
h

e 
sc

al
e 

ac
co

rd
in

g
 t

o
 t

h
e 

p
at

ie
n

t’
s 

b
as

el
in

e 
b

o
d

y
 w

ei
g
h

t 
(s

ca
le

: 
a 

p
o
u

n
d

/b
o

x
) 

 Calendar Day 

 1 2 3 4 5 6 7 

136lb        

135lb        

134lb        

133lb        

132lb        

131lb        

130lb        

129lb        

128lb        

127lb        

126lb        

Baseline(e.g. 

125lb) 

       

 

 

 

 

 

 

 

 

 

 

 

 

 

ALERT 

Stickers go upwards for: 

 2 boxes in one day  
 4 boxes in one week 

 Stickers do not go down in 1 
or 2 days after the remedies 

 Reduce fluid intake by 1-2 cups per day 
 Reduce dietary salt intake (about 1/4 

teaspoon) 
 Take extra water pill as directed by your 

doctor 

Go to see doctor 


