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Abstract

Background: In China, ischemic heart disease is the main cause of mortality. Having cardiac rehabilitation and a secondary
prevention program in placeisaclass|A recommendation for individualswith coronary artery disease. WeChat-based interventions
seem to be feasible and efficient for the follow-up and management of chronic diseases.

Objective: This study aims to evaluate the effectiveness of atertiary A-level hospital, WeChat-based telemedicine intervention
in comparison with conventional community hospital follow-up on medication adherence and risk factor control in individuals
with stable coronary artery disease.

Methods: In this multicenter prospective study, 1424 patients with stable coronary artery disease in Beijing, China, were
consecutively enrolled between September 2018 and September 2019 from the Fuwai Hospital and 4 community hospitals. At
1-, 3-, 6-, and 12-month follow-up, participantsreceived healthy lifestyle recommendati ons and medication advice. Subsequently,
the control group attended an offline outpatient clinic at 4 separate community hospitals. The intervention group had follow-up
visits through WeChat-based telemedicine management. The main end point was medication adherence, which was defined as
participant compliance in taking all 4 cardioprotective medications that would improve the patient’s outcome (therapies included
antiplatelet therapy, B-blockers, statins, and angiotensin-converting-enzyme inhibitors or angiotensin-receptor blockers).
Multivariable generalized estimating equations were used to compare the primary and secondary outcomes between the 2 groups
and to calculate the relative risk (RR) at 12 months. Propensity score matching and inverse probability of treatment weighting
were performed as sensitivity analyses, and propensity scores were calculated using a multivariable logistic regression model.

Results: At 1 year, 88% (565/642) of patients in the intervention group and 91.8% (518/564) of patients in the control group
had successful follow-up data. We matched 257 pairs of patients between the intervention and control groups. There was no
obvious advantage in medication adherence with the 4 cardioprotective drugs in the intervention group (172/565, 30.4%, vs
142/518, 27.4%; RR 0.99, 95% CI 0.97-1.02; P=.65). The intervention measures improved smoking cessation (44/565, 7.8%, vs
118/518, 22.8%; RR 0.48, 95% CI 0.44-0.53; P<.001) and alcohoal restriction (33/565, 5.8%, vs 91/518, 17.6%; RR 0.47, 95%
Cl 0.42-0.54; P<.001).

Conclusions: The tertiary A-level hospital, WeChat-based intervention did not improve adherence to the 4 cardioprotective
medications compared with the traditional method. Tertiary A-level hospital, WeChat-based interventions have a positive effect
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on improving lifestyle, such as quitting drinking and smoking, in patients with stable coronary artery disease and can betried as

a supplement to community hospital follow-up.
Trial Registration:

Clinical Trials.gov NCT04795505; https://clinicaltrials.gov/ct2/show/NCT04795505

(JMIR Mhealth Uhealth 2021;9(10):€32548) doi: 10.2196/32548
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Introduction

Background

In China, the main cause of mortality is a cardiac condition
known as ischemic heart disease [1]. According to current
recommendations, having cardiac rehabilitation and asecondary
prevention program in placeisaclass A recommendation for
individualswith coronary artery disease (CAD) [2-4]; however,
there is a large gap between clinical practice and guideline
recommendations. The cost of treating cardio-cerebrovascular
illnesses in China was Chinese ¥540.64 billion (US $83.90
billion) in 2017. More than 80% of the costs of
cardio-cerebrovascular diseases in China were incurred in
hospitals and over 70% of the costs incurred in inpatient care.
These allocations were unreasonable, and the primary medical
and health facilities accounted for less than 12% of the costs
[5]. To reduce the economic burden of cardiovascular illnesses
in China, efforts have concentrated on improving the quality of
treatment for acute myocardial infarctions (Mls) and
percutaneous coronary interventions (PCls) [6]. Since the
development of a clinical performance quality control system
for adultswith acute ST-elevation M, significant improvements
have been achieved in China regarding the prescription of
medications during hospitalization, and these medications are
evidence-based [ 7]. However, approximately half of the patients
with acute MI in China do not have good compliance in taking
their medi cations after discharge, which substantially increases
morbidity and mortality [8-10]. It is difficult for patients to be
hospitalized in tertiary A-level hospitals in China, and many
patients do not return for follow-up after discharge due to the
patient perspective of treatment being much more important
than prevention. The low-density lipoprotein cholesterol
(LDL-C) goals were not met by a statistically significant
percentage (74.5%) of individuals with a high risk of
arteriosclerotic cardiovascular disease [11]. First- and
second-level preventive care needs to be improved to increase
patient compliance and to change modifiablerisk factors[12,13].

In response to this phenomenon, facilities and agencies are
trying to engage patients, change behaviors, and help to control
the risk factors. Traditional patient education methods include
in-office patient counseling, health seminars, follow-up via
telephone calls, text messages or emails, etc. Traditional
teaching methods had no effect on fatal or nonfatal MlI, total
revascularization, or hospitalization, according to a Cochrane
comprehensive study [14], and innovative strategies arerequired
for routine clinical use.

Tencent introduced WeChat (Chinese version: Wei Xin), afree
socia networking app, in January 21, 2011, to offer instant
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messaging services acrossall platforms. It not only offersbasic
text, voice, photo and video sharing, web-based payment, and
news subscription services but also provides integration with
intelligent hardware, such as smart bracelets, blood pressure
(BP) monitors, and body fat scales. WeChat now has over one
billion active users, making it the most popular social
networking site on the planet. After considering its extensive
population coverage, strong peripheral features, and seamless
integration into everyday life [15], many hospitals have
introduced web-based follow-up measures based on WeChat to
strengthen secondary prevention measures and risk factor
interventions and to improve the drug compliance of patients.
WecChat-based interventions seem to be feasible and efficient
for thefollow-up and management of chronic diseases. A review
by Chen et al [16] discussed the following reasonswhy WeChat
might be useful in chronic illness management: (1) it provides
continuous health services. Hospitals or community health
centers might develop distinct WeChat groups or official
WeChat accounts based on the categories of chronic illnesses.
(2) WeChat can help patients change their unhealthy lifestyle
by constantly sending patient education materials to them. (3)
A WeChat-based follow-up approach can improve
physi cian-patient rel ationshi ps by delivering personalized health
advice and enhancing user engagement. (4) Doctors can spread
their successful experiences and measures widely and quickly
to many patients through group messages.

Objectives

To our knowledge, no studies have compared WeChat
web-based interventions with traditional community hospital
follow-ups[17,18] Thisstudy evaluatesthe benefits of atertiary
A-level hospital WeChat-based telemedicine in comparison
with a conventional community hospital follow-up on

medi cation adherence and risk factor control in individualswith
stable CAD.

Methods

Study Design

A secondary prevention telemedicine program based on the
WeChat platform provided by a tertiary A-level hospital was
assessed in this 2-arm, parallel multicenter prospective study.
It was one of the Prevention and Control Projects of the Major
Chronic Noninfectious Disease (grant 2018Y FC1315600), which
was supported by the Ministry of Science and Technology of
China. The National Center for Cardiovascular Diseases and
the Fuwai Hospital led the study design, follow-up, data
collection, and analysis of this study. Trial development and
reporting were in accordance with the Strengthening the
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Reporting of Observational Studiesin Epidemiology Statement.
We registered this study on Clinical Trials.gov (NCT04795505).

Attheinitia tria visit, all participants signed awritten informed
consent form, and the study adhered to the principles of the
Declaration of Helsinki. The primary ethical committee of the
National Center for Cardiovascular Diseases approved the
research protocol.

Recruitment

In this multicenter prospective study, 1424 patients with stable
CAD in Beijing, China, were consecutively enrolled between
September 2018 and September 2019 from the Fuwai Hospital
and 4 community hospitals. The inclusion criteria were as
follows: participants were required to be aged at least 18 years
and to have a diagnosis of stable CAD according to the
guidelines [19,20]. All participants underwent coronary
computed tomography angiography or coronary angiography.
Patients who could potentially participate in the research were
checked as outpatients and given a form to return with their
information. Participantsin theintervention group were required
to own a smartphone with an active WeChat account and to
have the ability to communicate fluently in Chinese with the
cardiac rehabilitation team via WeChat. Participants in the
control group were eligibleto participateif they were registered
in one of the 4 community hospitals. Participants were excluded
if they refused to provide signed informed consent or had alife
expectancy of less than a year because of comorbidities.
Participants were assigned to either the intervention or control
group at their own discretion. Demographic information and
reasonsfor study withdrawal were recorded for each participant
during the entire study period.

I nterventions

Atthe1-, 3-, 6-, and 12-month follow-ups, participants received
healthy lifestyle recommendations and medication advice.
Subsequently, the control group went to an offline outpatient
clinic at 4 separate community hospitals. The control group
received conventional outpatient cardiology care, including
formal cardiac rehabilitation and secondary preventive measures
whereas the intervention group had follow-up visits through
WeChat-based tel emedi cine management (Figure 1). Participants
in this group were trained on how to interact with the WeChat

https://mhealth.jmir.org/2021/10/e32548

Shi et &

official account (Figure 2). Each appointment included inquiries,
evaluations, and comments. A questionnaire (Multimedia
Appendix 1) was administered remotely before formal
WeChat-based follow-up. The questionnaireincluded symptoms
and adverse events, control of risk factors, basic physical
examination and auxiliary examination, and medication status.
Participants can answer the above questions by voice, text, or
picture. The results of the questionnaire are only for improving
the efficiency of information collection, and doctorswill further
confirm the authenticity of information during follow-up visits
on WeChat. On the basis of the above preliminary data, the
researcher appointed time to further communicate with the
subjects on WeChat and took intervention measures such as
adjusting the treatment plan, strengthening the control of risk
factors, and improving the lifestyle. During every consultation,
the participant's medication adherence and risk factor
modification status were evaluated, and the participant was
given personalized feedback, encouragement, and suggestions.
In our study, risk factor modification included improving
cholesterol management, quitting smoking and drinking,
monitoring BP, and maintaining a healthy weight. At the end
of each visit, the participant received an evaluation report
(Multimedia Appendix 2), highlighting areas for improvement.
The researchersfocused on outcomes where the participant did
not perform well at the previous follow-up to trigger avirtuous
circleand help them achieve optimal cardiovascular health. The
official WeChat account also had other functions, such as
regularly sending health education materials, physician-patient
communication, and medical appointments. Participants were
provided with avariety of teaching materials on coronary heart
disease that had been evaluated by cardiologists and that they
may read whenever and wherever they wished (Figure 3).
Relevant information was updated and sent weekly. If
participants had questions, they could always ask the physician
in the form of text and pictures viaWeChat (Figure 4). Doctors
could see participants questions in the backstage (Figure 5)
and answer them on a mobile phone (Figure 6). Participants
would be contacted by phone call if their condition changed or
they cannot be contacted by WeChat, or theinvestigator deemed
it necessary. The cardiac rehabilitation team received uniform
training beforefirst contact with the participant to minimize the
heterogeneity of the interventions.
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Figure 1. Overview of the WeChat-based telemedicine intervention. HbA 1.: glycated hemoglobin A4c; LDL-C: low-density lipoprotein cholesteral.

. Cardiac rehabilitation

m team

TJ Message Questions &
pushing answers

Self-management at

intervals of follow-up

= R
—{ Questionnaire }——>| WeChat-based follow-up }——-{ chorti

ol @ ot f p &£ R

| Medications | | Smoking | | Drinking | | Blood BMI [LoLc| [ Hba, |
‘ ‘ pressurc ‘ ’

‘ Backstage management interface & synchronous web terminal |

Figure 2. Screenshots of the user registration and binding interface.

RAFP#HE BPHE

R B i E R ﬁﬁa:;‘;ﬂht B9, MRBANTEL, LEEETRER
RS, WERE T ELa
BEE", ECRHHNREXESRNTSES
PEATHANE, S SR SIREIA M ES el & 16

TR LT ITIIE

=6 HERH

https://mhealth.jmir.org/2021/10/e32548 JMIR Mhealth Uhealth 2021 | vol. 9 | iss. 10 | €32548 | p. 4
(page number not for citation purposes)

RenderX


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MHEALTH AND UHEALTH Shi et al

Figure 3. Screenshots of educational materials related to coronary heart disease in the patient terminal.
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Figure 5. Backstage management interface of the WeChat-based secondary prevention program.
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Figure 6. Screenshots of the answering of questions in the physician terminal.
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Outcome M easures and Data Collection

Participant characteristics included age, gender, alcohol
consumption, and cigarette smoking, clinical data (systolic BP,
diastolic BP, BMI, LDL-C, glycated hemoglobin A, [HbA ],
and €jection fraction), past medical history (hypertension,
dydipidemia, CAD family history, previous PCI, previous
coronary artery bypass grafting, previous M|, previousischemic
stroke, diabetes mellitus [DM], periphera vascular disease,
chronic kidney disease, and heart failure), and medications
(antiplatelets, B-blockers, statins, and
angiotensin-converting-enzymeinhibitor or angiotensi n-receptor
blocker [ACEI/ARB]).

The main endpoint was medication adherence, which was
defined as the participants compliance in taking al 4
cardioprotective medications that would improve their outcome
(therapiesincluded antiplatel et therapy, 3-blockers, statins, and
ACEI/ARB). Participants were considered to be taking all 4 of
the cardiovascular protective medications if they were taking
all 4 medications at the time of the follow-up and had no more
than 10% of the days without medication. If the participant can
provide details of the prescription, theinvestigator will calculate
the medication status based on the prescription. The secondary
outcomes included control of hypertension, current smoking,

current alcohol  consumption, 18.5<BMI<25.0 kg/m?,
LDL-C<1.8 mmol/L and HbA;.<7%. BP less than 140/90 mm
Hg in individuals was considered to have good control of
hypertension for the purposes of this research. These target
values are based on guidelines for the diagnosis and treatment
of stable CAD [20]. The whole data set included 4 parts:
baseline characteristics and the 1-, 3-, 6-, and 1-year follow-up

Shi et &

characteristics. All the baseline characteristics were extracted
from the participants medical records.

Researchers performed face-to-face interviewswith participants
in the control group during the first visit, as well as at the
1-month, 3-month, 6-month, and 1-year follow-up visits. At the
follow-up, body height and body weight were measured by the
physicians. Two BP readings were taken by using an electronic
BP monitor with the participant sitting in a chair with back
support after 10 minutes of rest, and the average was considered
asthefina reading. Behavioral changesin drinking and smoking
status and adherence to secondary prevention medicationswere
self-reported by the participants. We evaluated 4 medications
that were commonly prescribed to patients with stable CAD;
specifically, each participant was asked about their current
medications during each follow-up visit.

Follow-up data were collected for the intervention group via
our official WeChat account. To minimize the impact of the
discrepancy between BP recorded at home and BP measured at
the clinic, all members of this group were requested to report
their height, weight, and BP using conventional procedures at
a nearby clinic. Behavioral changes in drinking and smoking
status and adherence to medications were collected using
self-reported questionnaires. Blood samplesin both groups for
LDL-C and HbA,. levels were analyzed in the respective

laboratories using standard procedures.

An electronic data capture system (Figure 7) was used to gather
and handle al the data. To enter and analyze the data,
researchers needed to be given appropriate permissions, and all
the researchers were unable to access the database until they
underwent data safety training.

Figure 7. Synchronous data-capture system of the WeChat-based secondary prevention program.
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Statistical Analysis

Categorical variables were described using frequencies and
percentages, and continuous variables using means with SDs
or medians with IQRs. The basdline characteristics of
participants were compared across groups using the chi-square
or Fisher exact test for categorical variables and Student t tests
(2-tailed) or the Wilcoxon rank-sum test for continuous data.
Multivariable generalized estimating equations (GEES) were
used to compare the primary and secondary outcomes between
the 2 groups and to calculate therelativerisk (RR) at 12 months.
Propensity score matching (PSM) and inverse probability of
treatment weighting (IPTW) were performed as sensitivity
analyses, and propensity scores were calculated using a
multivariable logistic regression model. These variables,
including gender, age, current smoking, current alcohol
consumption, hypertension, dyslipidemia, CAD family history,
previous coronary artery bypass grafting, previous PCl, previous
M1, ischemic stroke, DM, peripheral vascular disease, chronic
kidney disease, heart failure, BP, BMI, LDL-C, HbA,,
antiplatelet medications, [-blocker use, statin use, and
ACEI/ARB, were chosen as covariates because the differences
in the baseline characteristics reached statistical significance
(P<.10) or were associated with the outcome. The PSM process
was based on the nearest neighbor matching a gorithm without
replacement under a 0.02 caliper at a 1:1 ratio, yielding 257
participants in the intervention group and 257 participants in
the control group. IPTW was performed using the same
propensity score as previoudly estimated. A standardized mean
difference of <0.2 indicated an acceptabl e balance after matching
or weighting. We used this set of tests to account for baseline
variablesand draw conclusions about the effect of telemedicine
intervention on the results at the individual participant level.
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Furthermore, comparisons of the primary endpoint between the
2 groups were made based on the prespecified baseline
characteristics including gender, age, control of hypertension,
current smoker, current drinker, BMI, LDL-C, and HbA
subgroups. The interaction between treatment effects and
subgroups was evaluated using the multivariable GEE models.
The anaysis was performed in the whole population and
adjusted for baseline factors including gender, age, control of
hypertension, current smoker, current drinker, BMI, LDL-C,
and HbA,.. On the basis of previous studies [8,18], it is
estimated that the proportion of the control group in this study
who were persistent with taking the 4 cardiovascul ar protective
drugs at the 1-year follow-up was approximately 30%, whereas
the proportion of the intervention group was estimated to be
40%. We cal culated according to a 90% power (2-sided a=.05)
and considering a 10% participant loss to follow-up, atotal of
1060 participants needed to be enrolled in this study. Theratio
between the intervention and control groups was 1:1, and 530
participants were included in the 2 groups.

A 2-tailed P value <.05 was considered statistically significant.
All the statistical analyses were performed using STATA 16.0
(Stata Corp) and R 4.0.2 (R Foundation for Statistical
Computing). The missing values arefilled in by the average of
the 10 multipleinterpolations. None of the variables had missing
values of >5%. Missing values varied from 0.1% (BP) to 3.6%
(HbA o).

Results

Baseline Characteristics
Table 1 summarizes the unadjusted baseline characteristics.
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Table 1. Baseline characteristics (N=1206).

Variables Total Intervention (n=642) Control (n=564) P value smp?
Demographics
Male, n (%) 875 (72.6) 488 (76) 387 (68.6) .005 0.166
Age (years), mean (SD) 64.83 (10.59) 61.27 (10.20) 68.89 (9.52) <.001 0.772
Age =65 years, n (%) 637 (52.8) 253 (39.4) 384 (68.1) <.001 0.601
Current smoker, n (%) 308 (25.5) 171 (26.6) 137 (24.3) 39 0.054
Current drinker, n (%) 192 (15.9) 93 (14.5) 99 (17.6) A7 0.084
Past medical history, n (%)
Hypertension 856 (71) 409 (63.7) 447 (79.3) <.001 0.35
Dyslipidemia 907 (75.2) 564 (87.9) 343 (60.8) <.001 0.651
CADP family history 120 (10) 60 (9.3) 60 (10.6) 52 0.043
Previous CABGS 59 (4.9 20(3.1) 39 (6.9) .004 0.175
Previous P19 304 (25.2) 205 (31.9) 99 (17.6) <.001 0.338
Previous myocardia infarction 172 (14.3) 99 (15.4) 73 (12.9) .25 0.071
Previous ischemic stroke 85(7) 53 (8.3) 32(5.7) .10 0.102
Diabetes mellitus 464 (38.5) 205 (31.9) 259 (45.9) <.001 0.29
Peripheral vascular disease 40 (3.3) 26 (4) 14 (2.5) .18 0.088
Chronic kidney disease 11 (0.9) 2(0.3) 9(1.6) .04 0.132
Heart failure 34 (2.8) 30 (4.7) 4(0.7) <.001 0.247
Clinical data
Good control of hypertension, n (%) 860 (71.3) 369 (57.5) 491 (87.1) <.001 0.7
Systolic BP® (mm Hg), mean (SD) 131.65(16.33)  135.10 (18.67) 127.73 (12.04) <.001 0.47
Diastolic BP (mm Hg), mean (SD) 77.06 (10.38) 78.06 (11.92) 75.93 (8.16) <.001 0.209
BMI (kg/m?), mean (SD) 25.61(3.19) 25.74(3.21) 25.45(3.17) 12 0.091
18.5<BM1<25.0 kg/m? 1 (%) 516 (42.8) 276 (43) 240 (42.6) 92 0.009
LDL-C' (mmol/L), mean (SD) 2.32(0.80) 2.34(0.84) 2.29(0.75) 34 0.055
LDL-C<1.8 mmol/L, n (%) 328(27.2) 172 (26.8) 156 (27.7) 79 0.02
HbA 9 (%), mean (SD) 6.50 (1.18) 6.55 (1.23) 6.44 (1.12) 11 0.094
HbA1.<7%, n (%) 903 (74.9) 475 (74) 428 (75.9) 49 0.044

Medications, n (%)

M edications adherence 374(31) 211 (32.9) 163 (28.9) 16 0.086
Antiplatelet 1182 (98) 632 (98.4) 550 (97.5) 35 0.066
B-blocker 867 (71.9) 514 (80.1) 353 (62.6) <.001 0.394
Statin 1144 (94.9) 633 (98.6) 511 (90.6) <.001 0.359
ACEI/ARB" 565 (46.8) 277 (43.1) 288 (51.1) 007 0.159

8SMD: standardized mean difference.
bCAD: coronary artery disease.

CCABG: coronary artery bypass grafting.
dpci: percutaneous coronary intervention.
®BP: blood pressure.

fLoL-c: low-density lipoprotein cholesterol.
9HbA 1 glycated hemoglobin A4
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PACEI/ARB: angiotensin-converting-enzyme inhibitor or angiotensin-receptor blocker.

In this study, 1424 participants were identified between
September 2018 and September 2019. After screening the
participants based on the exclusion criteria, 1206 participants
were analyzed in this study. At 1 year, 88% (565/642) of
participants in the intervention group and 91.8% (518/564) of
participants in the control group had successful follow-up data
(Figure 8). The loss to follow-up rate was lower in the control
group (77/642, 12%, vs 46/564, 8.2%; P=.03), and 84.1%
(475/565) of participantsin theintervention group werefollowed
up via the WeChat platform. In summary, participants in the
intervention group were morelikely to be male (488/642, 76%,
vs 387/564, 68.6%; P<.001) and younger (61.27 vs 68.89;
P<.001). The intervention group showed a reduced prevalence
of comorbidities such as hypertension (409/642, 63.7%, vs
447/564, 79.3%; P<.001), DM (205/642, 31.9%, vs 259/564,
45.9%; P<.001), and chronic kidney disease (2/642, 0.3%, vs
9/564, 1.6%; P<.001) when compared with the control group.
Regarding clinical data, the intervention group had worse BP
control (369/642, 57.5%, vs 491/564, 87.1%; P<.001) than the
control group; however, heart failure was more common in the
intervention group (30/642, 4.7%, vs 4/564, 0.7%; P<.001) as
wasdydlipidemia(564/642, 87.9%, vs 343/564, 60.8%; P<.001).
Regarding medication adherence with the 4 cardioprotective
drugs, participants in the intervention group more frequently
received (-blockers (514/642, 80.1%, vs 163/564, 62.6%;
P<.001) and statins (633/642, 98.6%, vs 163/564, 90.6%;
P<.001) and less frequently received ACEI/ARB (277/642,
43.1%, vs 288/564, 51.1%; P=.007). Therewere no statistically
significant differences between the 2 groups with regard to
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current smoker, current drinker, previous PCI, previous MI,
previousischemic stroke, medication adherence, BMI, LDL-C,
or HbA,.. Overdl, the on-target proportions of BP, BMI,
LDL-C, and HbA,. were 71.31% (860/1206), 42.79%
(516/1206), 27.2% (328/1206), and 74.88% (903/1206),
respectively, and 54.7% (254/464) of patients with known
diabetes had HbA;=>7%. Regarding unhedthy lifestyles, the
proportions of smokers and drinkers were 25.54% (308/1206)
and 15.92% (192/1206), respectively. The prevalence of the 4
cardiovascular drugs at the beginning was 31.01% (374/1206,
95% Cl 28.4%-33.6%). Among them, the proportion of
antiplatelet drugs (98.01%, 1182/1206) and statins (94.86%,
1144/1206) was higher, whereas the proportion of (3-blockers
(71.89%, 867/1206) and ACEI/ARBSs (46.85%, 565/1206) was
lower. Among participants treated with statins, 73.6%
(842/1144) did not achievethegoal LDL-Clevel of 1.8 mmol/L.
The reasons for participants' loss of follow-up included not
being able to keep in touch (82.1%, 101/123) and participants
requesting withdrawal from the study (17.9%, 22/123). Clinical
demographics of follow-up and lost to follow-up participants
are shown in Multimedia Appendix 3. Compared with
participants with regular follow-up, participants who were lost
to follow-up had ahigher proportion of hypertension (757/1083,
69.9%, vs 99/123, 80.5%; P=.02), diabetes (403/1083, 37.21%,
Vs 61/123, 49.6%; P=.01), alower proportion of dydlipidemia
(825/1083, 76.18%, vs 82/123, 66.7%; P=.03), and better
medication adherence (324/1083, 29.92%, vs 50/123, 40.7%;
P=.02).
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Figure 8. Participant flow diagram.
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Sensitivity Analyses Using PSM and IPTW

We matched 257 pairs of participants between the intervention
group and the control group using PSM. To avoid decreasing
the sample size and weakening the statistical power, we also
performed IPTW using the same covariates in the PSM. After
matching and weighing, amost all covariates were
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Analyzed for primary
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well-balanced, except for age (Multimedia Appendix 4).
Detail ed baseline characteristics and standard mean differences
after PSM and IPTW are depicted in Multimedia Appendix 5.

Primary and Secondary Outcome Analyses

Table 2 presents an overview of the primary and secondary
outcomes at the 1-year follow-up (comparison within groups).
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Table 2. Primary and secondary outcomes at the 1-year follow-up (comparison within groups).

Outcomes Intervention Control
Baseline, n (%) 1 year, n (%) P value Baseling, n (%)  1year, n (%) P value
Primary outcome
Medication adherence 211 (32.9) 172 (30.4) .38 163 (28.9) 142 (27.4) 63
Secondary outcomes
Antiplatelet 632 (98.4) 540 (95.6) .005 550 (97.5) 494 (95.4) .08
B-blocker 514 (80.1) 441 (78.1) 42 353 (62.6) 329 (63.5) .80
Statin 633 (98.6) 532 (94.2) <.001 511 (90.6) 479 (92.5) 32
ACEI/ARB? 277 (43.1) 227 (40.2) 31 288 (51.1) 258 (49.8) 73
Current smoker 171 (26.6) 44.(7.8) <.001 137 (24.3) 118 (22.8) 61
Current drinker 93 (14.5) 33(5.8) <.001 99 (17.6) 91 (17.6) .99
Good control of hypertension 369 (57.5) 416 (73.6) <.001 491 (87.1) 486 (93.8) <.001
18.5<BM1<25.0 kg/m? 276 (43) 237 (41.9) 74 240 (42.6) 226 (43.6) 77
LDL-CP<1.8 mmol/L 172 (26.8) 198 (35) .002 156 (27.7) 280 (54.1) <.001
HbA; S<7% 475 (74) 439 (77.7) 16 428 (75.9) 484 (93.4) <.001

3ACEI/ARB: angiotensin-converting-enzyme inhibitor or angiotensin-receptor blocker.

bLDL-C: low-densi ty lipoprotein cholesterol.
®HbA ¢ glycated hemoglobin A .

Compared with the previous year, there was no significant
difference in the drug adherence with the 4 cardioprotective
medications in either the intervention or the control group
(172/565, 30.4%, vs 211/642, 32.9%, P=.38; 142/518, 27.4%,
vs 163/564, 28.9%, P=.63). Compared with the previous year,
anincreased preval ence of good hypertension management was
observed among the intervention group (416/565, 73.6%, vs
369/642, 57.5%; P<.001), an LDL-C on target (198/565, 35%,
vs 172/642, 26.8%; P<.001) and a reduction in the proportion
of current smokers (44/565, 7.8%, vs 171/642, 26.6%; P<.001)
and drinkers (33/565, 5.8%, vs 93/642, 14.5%; P<.001). After
the 1-year follow-up, the proportion of medication adherence
to antiplatelet treatment (540/565, 95.6%, vs 632/642, 98.4%;
P=.005) and statins (532/565, 94.2%, vs 633/642, 98.6%;
P<.001) decreased. In the control group, participants achieved
abetter BPlevel (486/518, 93.8%, vs491/564, 87.1%; P<.001),
improved lipid levels (280/518, 54.1%, vs 156/564, 27.7%;
P<.001) and improved control of blood glucose (484/518,
93.4%, vs 428/564, 75.9%; P<.001) at the 1-year follow-up.

Multimedia Appendix 6 presents 1-year primary and secondary
outcomes (intervention vs control). Figure 9 depicts proportions

https://mhealth.jmir.org/2021/10/e32548

of medical adherence to the 4 cardioprotective drugs in the
intervention group and control group by different statistical
methods. Compared with the routine follow-up in community
hospitals, there was no obvious advantage in the medication
adherence with the 4 cardioprotective drugsin the intervention
group (172/565, 30.4%, vs 142/518, 27.4%; RR 0.99, 95% ClI
0.97-1.02; P=.65). The mean difference of medications
adherence between the intervention and control groups is 3%
(95% CI 0.2%-11.5%). The intervention measures improved
the smoking cessation (44/565, 7.8%, vs 118/518, 22.8%; RR
0.48, 95% CI 0.44-0.53; P<.001), alcohal restriction (33/565,
5.8%, vs 91/518, 17.6%; RR 0.47, 95% Cl 0.42-0.54; P<.001).
The control group was superior to the intervention group in
medication adherencein regard to ACEI/ARBS (227/565, 40.2%,
vs 258/518, 49.8%; RR 0.98, 95% CI 0.96-0.99; P<.001), BMI
(237/565, 41.9%, vs 226/518, 43.6%; RR 0.95, 95% CI
0.93-0.97; P<.001), LDL-C (198/565, 35%, vs 280/518, 54.1%;
RR 0.79, 95% CI 0.73-0.84; P<.001), and blood glucose
(439/565, 77.7%, vs 484/518, 93.4%; RR 0.95, 95% CI
0.94-0.97; P<.001) targets. All of these results were till
significant after the multivariable analysis using GEE, PSM,
and IPTW.
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Figure 9. Proportions of medical adherence to 4 cardioprotective drugsin the intervention group and control group.
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no significant interaction was observed. A trend of increased
medication adherence in the intervention group was observed

between the 2 groups was consistent across all subgroups, and

in the current drinker subgroup (8/33, 24%, vs 34/91, 37%; RR
0.72, 95% CI 0.65-0.80). However, the subgroup analysis did
not indicate any significant interactions between medication
adherence and stratification variables.

Figure 10. Subgroup analysis of primary outcome. Values are n (%) for categorical variables. The interaction between treatment effect and subgroups
was evaluated using multivariable generalized estimating equations models. The analysis was performed in the whole population and adjusted for
baseline factors including sex, age, control of hypertension, current smoker, current drinker, BMI, low-density lipoprotein cholesterol, and glycated

hemoglobin. HbA 1. glycated hemoglobin A1; LDL-C: low-density lipoprotein cholesterol. RR: relative risk.
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Thisisaprospective study, which directly compares web-based
tertiary A-level hospital, WeChat-based secondary prevention

JMIR Mhealth Uhealth 2021 | vol. 9| iss. 10 | €32548 | p. 13
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MHEALTH AND UHEALTH

with a traditional community, hospital-based cardiac
rehabilitation program in patients with stable CAD.

Principal Findings

Most patientswith CAD had poor management of cardiovascular
risk factors, and the percentage of participants who met the
prescribed BR, BMI, LDL-C, and HbA ;. goas recommended
were 71.31% (860/1206), 42.79% (516/1206), 27.2%
(328/1206), and 74.88% (903/1206), respectively. Current
smoking and alcohol consumption accounted for 25.54%
(308/1206) and 15.92% (192/1206) of the total participants,
respectively. A total of 31.01% (374/1206) of the participants
had good medication adherence for the use of the 4
cardioprotective drugs. Cardioprotective medications included
antiplatelet therapy, statins, (3-blockers, and ACEISARBSs in
98.01% (1182/1206), 94.86% (1144/1206), 71.89% (867/1206),
and 46.85% (565/1206) of patients, respectively. The current
situation that uses secondary prevention is not ideal, especially
regarding the participants blood lipids and blood glucose
control. More than 73.60% (842/1144) of the participants in
our study were taking statins to reduce their blood lipids, but
their LDL-C levelsremained high, suggesting that they needed
more rigorous cholesterol treatment. A possible explanation is
that the initial dose of the drug was too low, and the dose was
not adjusted as soon as the treatment began, or failure to
strengthen cholesterol management in a timely manner, such
as the addition of ezetimibe and proprotein convertase
subtilisin/kexin type 9 inhibitors. Our findings arein line with
those of previous studies conducted in Europe, China, the United
States, and other areas of the globe. Previous results from the
European Action on Secondary and Primary Prevention by
Intervention to Reduce Events V [21-24], Dydipidemia
International  Study [25], Dyslipidemia International
Study-China [26], the Prospective Urban Rural Epidemiology
study [12], the prospective observational longitudinal registry
of patients with stable CAD (CLARIFY [Prospective
Observational Longitudinal Registry of Patients With Stable
Coronary Artery Disease]) study [27], Report on Cardiovascular
Health and Diseases Burden in China 2020 [28] confirmed that
the current situation of secondary prevention in patients with
coronary heart disease is concerning.

The most significant result of this study isthat a\WeChat-based
intervention provided by a tertiary A-level hospital had no
obvious advantage in improving patient adherence with the 4
cardioprotective medications compared with the traditional
method. This finding is in contrast to a previous study [18],
which suggested that the WeChat intervention can improve the
medication adherence of patients. However, our study did not
record the reasons for discontinuation of medication, and it is
impossible to determine whether patients stopped medication
because of achange in their disease or because of poor patient
compliance. The WeChat remote intervention leads to better
lifestyleimprovements, including abstinence from smoking and
alcohol consumption. The possible mechanism for theimproved
smoking cessation and alcohol use in participants in the
intervention group includes several aspects, including how the
relevant content is presented to the participants. All the messages
sent out by our official WeChat account include smoking
cessation and a cohol use content. Second, the participantswere

https://mhealth.jmir.org/2021/10/e32548

Shi et &

asked about smoking and acohol consumption at each
follow-up. Risk factors, including BP, LDL-C, blood glucose,
and BMI, were more controlled by the traditional community
follow-up, which may be explained by the fact that community
hospital doctors were trained before the trial to improve their
clinical skills.

Limitations

Thisstudy had some limitations. First, thiswas an observational
study. Bias may be introduced by variations in the baseline
features of the 2 groups. Second, our study did not record the
use of al antihypertensive drugs used in patients, so it was
impossible to specifically analyze whether the reason for the
better control of hypertensionin participantsin the control group
was due to better compliance with antihypertensive drugs or an
improved lifestyle. Third, because of the short follow-up period,
it was difficult to assessthe long-term consequences. In addition,
somefactorsthat might affect patient adherence, such asincome
and education, were not recorded in our study. Finaly,
participants were not asked to participate in designing messages
and the intervention so that the interventions we offered may
not fully meet their needs. Participants may be asked to
contribute to the design of interventionsin future trials.

Comparison With Prior Work

According to a literature review by Fars et a [29],
multidimensional health care, which includesthe integration of
health care with social mediaand other kinds of communication,
has been shown to be very effective. A systematic review by
Indraratna et al [30] included 26 randomized controlled trials
(n=6713). In patients with heart failure, mobile phone
technologies were associated with lower hospitalization rates,
and in patients with hypertension, mobile phone technologies
significantly reduced the systolic BP [30]. A systematic review
of 9 randomized controlled studies evaluated by Hamilton et al
[31] confirmed that participants had high rates of participation,
acceptance, use, and adherence to mobile health (mHealth). In
addition, the health care provided by mHealth isjust as effective
as atraditional central health care and significantly improves
the quality of life[31]. A few recent studies have demonstrated
the feasibility and effectiveness of WeChat in chronic disease
management, such as in hypertension and CAD. In a 30-day
follow-up, Ni et a [17] discovered that the experimental group’s
medication nonadherence score dropped more. Participants in
that group were given an mHealth intervention created by
combining 2 apps: WeChat and BB Reminder. The medication
nonadherence score, heart rate, systolic BP, and diastolic BP
were al included as outcome variables in this study. The
remaining 3 outcomes were not examined owing to the short
follow-up period (30 days) and small sample size of the study
[17]. Dorje et a [18] created the Smartphone and Social
Media—Based Cardiac Rehabilitation and Secondary Prevention
in China program, which is a smartphone-based cardiac
rehabilitation and secondary prevention program provided
through the social media platform WeChat. The participants
were monitored for ayear in this randomized controlled study,
which included 312 participants. The Smartphone and Social
Media—Based Cardiac Rehabilitation and Secondary Prevention
in China group improved substantially more in the 6-minute
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walk distance at 2 and 6 months than in the control group [18].
Participants in this group had better secondary outcomes,
including knowledge of CAD total score, systolic BPR, lipid
profile, and cardioprotective drug compliance. However, they
found no differences between groups in other secondary
outcomes, such as current smoker, BMI, waist-to-hip ratio,
psychosocial status, and quality of life. In addition, participants
inthe control group did not receive formal cardiac rehabilitation
and secondary prevention, which may have led to an
overestimation of the WeChat effect. BP control in the target
rangeisan important strategy for secondary prevention of CAD.
Several reports have shown that WeChat-based interventions
are associated with a better control of hypertension. An
investigation by Li et a [32] involving 464 patients with
hypertension found that after 6 months of using WeChat for
self-care, BP control was better in the intervention group. They
built separate group chats according to the different risk factors
and developed a punch in an innovative system to promote
healthy behaviors. In a study by Xiao et a [33], participants
reported feeling more willing to use and satisfied when using
the WeChat platform for routine BP monitoring. Chang et a
[34] examined participants experiences of physician-patient
communication and peer interaction in a social media—based
(WeChat) weight management program. The interactive nature
of social media mitigates the practice of socia support and
social comparison and creates new forms of supervision [34].
However, such communication in a public group carries a
potential privacy risk. In a study by Chen et al [35], 80 people
were randomly alocated to 1 of 2 groups: intervention and
control. The intervention group was given the entire Chinese
smoking cessation plan, which was based on applicable
guidelines. The features included projects that were used in a
specific intervention program to hel p users plan and record good
protocols to promote quitting smoking, promote smoking
cessation games, provide information on smoking hazards, help
users overcomeimpulse behaviors, evaluate the level of nicotine
dependence and standardized lung health tests, and provide a
social platform that encourages social support among users. A
total of 25% (10/40) of the intervention participants and 5%
(2/40) of the control participants (RR 5, 95% Cl 1.2-21.4; P=.03)
had biochemically validated cessation at 6 weeks. It has been
suggested that using the WeChat platform for smoking cessation
is a novel and acceptable intervention for smoking cessation.
Zhang et a [36] found in their study that WeChat
self-monitoring tended to increase the medication compliance
of patientswith ischemic stroke. However, owing to the study’s
limited sample size, no significant conclusions could be drawn
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[36]. The study by Li et a [37] confirmed that the
videoconference follow-up based on WeChat has better
effectiveness, reliability, and higher user satisfaction and trust
than the traditiona telephone follow-up. The results of this
study are consistent with those of our study, which verifies the
feasibility of WeChat as a new method of long-term follow-up.

According to this study, WeChat-based telemedicine is
particularly effective for lifestyle interventions. Owing to the
COVID-19crisis, it has been inconvenient and evenimpossible
for patients with chronic diseases to receive outpatient
follow-up. Remotefollow-up can be used as an effective medical
treatment.

We identified other problems in this study. First, participants
in the intervention group often want consultation for their
comorbidities, and our cardiac rehabilitation team may not be
able to provide detailed explanations for their comorbidities,
resulting in participants needing to go to the hospital. In the
future, this problem can be solved by integrating a chronic
disease management team to manage al comorbidities of
participants. Second, some participants with persistent chest
pain and who were suspected of having an M1 still submitted a
consultation through the WeChat platform rather than calling
or going to the emergency center, which may lead to adelay in
revascularization. Therefore, patient education may need to be
enhanced when using these platforms, and it is important to
inform the patient to be transported to the emergency department
for additional care in case of life-threatening situations.

Conclusions

Despitethe prevalent use of cardioprotective medications, many
patientswith CAD fail to achieveideal control of cardiovascular
risk factors, as recommended by the guidelines. After initial
treatment, the patient's target should be monitored. The
treatment regimen should be adjusted in time, and lifestyle
interventions should be strengthened to try to control the risk
factors and reach thetarget as soon aspossible. Tertiary A-level
hospital, WeChat-based intervention did not improve adherence
to the 4 cardioprotective medications compared with the
traditional method. Traditional community hospital follow-up
was superior to WeChat remote follow-up in risk factor control,
including BR, LDL-C, blood glucose, and BMI. The tertiary
A-level hospital, WeChat-based intervention has a positive
effect on improving lifestyle, such as quitting drinking and
smoking, in patients with stable CAD and can be tried as a
supplement to community hospital follow-up. Additional
research on socia media interventions aimed specifically at
improving the lifestyle of patients with CAD is necessary.
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