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Abstract

Objectives: Current cardiovascular disease (CVD) nutrition guidelines do not take into account
Chinese medicine (CM) principles. We created a heart healthy integrative nutritional counseling
(H2INC) curriculum consistent with CM principles and current nutrition guidelines.

Methods: We conducted three phases of semi-structured interviews with key stakeholders (CM
and biomedical providers and Chinese Americans (CAs) patients with CVD) followed by iterative
development of H2INC. First, we interviewed licensed CM providers (n=9) and laypeople with
CM foods expertise (n=1). Second, we interviewed biomedical providers (n=11) and licensed CM
providers (n=3). Third, we conducted four focus groups with CAs (n=20) with CVD.

Results: Stakeholders emphasized different principles for creating H2INC. Phase one
emphasized alignment of CM diagnoses to biomedical CVD conditions. Phase two overlaid CM
concepts like the nature of foods and constitution (hot/neutral/cool) with heart healthy nutrition
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recommendations such MyPlate, and avoiding excess salt, fat, and sugars. Phase three
demonstrated patient acceptability.

Conclusion: By integrating CM foods principles with biomedical nutrition, this integrative
approach yields culturally relevant health education for an underserved population.

Practice Implications: Integrative nutritional counseling shows promise for CAs and can
support biomedical providers with little knowledge about patients’ use of CM for CVD.

Keywords

nutrition; integrative medicine; cardiovascular health; cardiovascular disease; health education;
dietary guidelines; Chinese medicine; prevention; Chinese Americans

1. Introduction

Asian Americans constitute the fastest growing racial/ethnic group in the U.S. [1] and the
largest subgroup is the Chinese [2]. Between 20-36% of all Chinese Americans (CAs) report
not speaking English well or at all [3]. In California, 56.2% of older CAs report limited
English proficiency [4], which is associated with barriers to receiving optimal healthcare [5].
In California, the prevalence of hypertension in Chinese patients age 60+ was an estimated
53.6% [4]. Despite reductions in cardiovascular disease (CVVD) mortality rates among non-
Hispanic Whites, parallel patterns have not been observed in Asian American subgroups [6].
This suggests that interventions promoting prevention and management of CVD are not
effectively targeting or made accessible to these populations [6].

Chinese immigrants are less likely to be familiar with U.S. dietary guidelines or food labels
and more likely to rely on friends and Chinese newspapers for dietary information [7]. Some
see Chinese medicine (CM) as a resource and means of practicing self-efficacy while
maintaining a connection with their cultural roots [8]. Others prefer CM because they
perceive it as more natural, non-toxic, and affordable [9]. CAs have used a hot/cold balance
and traditional foods knowledge in their everyday approach to health and wellbeing [10].
CAs with CVD use traditional CM foods by eating tonic soups for managing their
cardiovascular health [11, 12]. In one randomized controlled trial among hypertensive
Chinese patients, patients that received CM diet with anti-hypertensive medications and brief
health education had a reduction in the number of anti-hypertensive medications compared
to patients that received anti-hypertensive medication and brief health education [13]. In
other words, there are important practice implications for attending to cultural
understandings of foods and health as an entry-point for preventative CVD health.
Furthermore, Asian Americans who use complementary medicines disclose that usage to
their biomedical providers at much lower rates than White patients [14]. Even when
disclosure happens, providers may not know how to advise patients applying both a
biomedical and integrative approach because few resources are available that integrate CM
and biomedicine for nutrition [15].

To address cardiovascular health disparities among Chinese-speaking patients, linguistically
and culturally accessible interventions based in CAs’ actual eating practices and food and
health beliefs are needed [10, 16]. Herein, we describe the process of creating a heart
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healthy integrative nutritional counseling (H2INC) guide that integrates CM principles like
balancing hot and cold with western biomedical principles of reducing calories, fat, and salt
intake for preventative and early stage cardiovascular health. We incorporate foods
commonly eaten in Chinese diets and use both Chinese and English to meet the varied
linguistic needs of patients, families/caregivers, and healthcare providers. We describe our
multi-disciplinary, iterative approach to create H2INC aimed to support culturally relevant
care for CAs with CVD.

Methods

This formative, qualitative study was conducted in three phases designed to obtain
stakeholder input on philosophical approaches to integration, iteratively create and refine a
nutritional guide, and present our findings back to stakeholders. Because there is little
guidance for integrating CM foods principles with biomedical nutritional guidelines [17], we
adapted methods from grounded theory [18] and a Delphi-like method for achieving
consensus [19]. We iteratively solicited expertise and feedback from key stakeholders, CM
and biomedical providers and CA patients with CVD, to reach consensus for how to
integrate two philosophically different nutritional systems [20]. We successfully used a
similar approach to create an integrative nutritional counseling guide for type 2 diabetes [15,
21]. Grounded theory methods are especially useful in areas with little pre-existing research/
theorizing.

We purposively sampled relevant stakeholder populations in three phases to develop working
standards towards integration of CM and biomedical nutritional recommendations to
iteratively create H2INC within and between each phase (see Figure 1). Phase 1 consisted of
semi-structured interviews with licensed and lay CM experts to learn about CM principles in
heart health and nutrition. Phase 2 solicited feedback on the initial H2INC framework
through semi-structured interviews with biomedical providers (e.g. primary care and
specialist clinicians, dietitians) who care for CA patients followed by interviews with
licensed CM experts not interviewed in Phase 1 to ensure we stayed consistent with CM
nutritional principles. Phase 3 involved CAs with CVD who already incorporated CM
principles or medicinal foods in their eating to elicit their suggestions and feedback on the
content and design of H2INC. Although a true Delphi method solicits rank-ordered feedback
from the same group of experts over multiple phases, variations have been used in previous
research to solicit consensus of CM [22, 23]. During and after each phase of data collection,
we iteratively analyzed data. This interim analysis provided a modified consensus-forming
procedure, described in more detail below. All procedures were approved by the University
of California, San Francisco (UCSF) and the University of San Francisco Institutional
Review Boards.

2.1 Phasel

In Phase 1, we conducted individual semi-structured interviews with CM experts (n=10)
including licensed CM providers (LAc), physicians with a medical degree, a currently non-
practicing CM professor, and a layperson with self-described expertise and family
knowledge in the San Francisco Bay area. We purposively sampled this group because
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licensing in the U.S. does not require medicinal foods knowledge and many Chinese lay
people pass this knowledge through families [8]. Participants with some expertise in using
CM or medicinal foods for CVD conditions were recruited from CM schools and clinics and
through snowball sampling. Nine interviews were conducted primarily in English with some
Mandarin by the first author and one was conducted in Mandarin by a trained bicultural,
bilingual research assistant (RA) who also transcribed and translated the interview. This
interview was double-checked for accuracy by two other trained bicultural, bilingual RAs.
After each interview, the first author open coded the transcripts to generate a spreadsheet of
which CM diagnoses matched with which western medicine CVD conditions. An RA
checked the list for accuracy based on interview transcripts. At the end of Phase 1, the
research team (2 general internists, 1 licensed acupuncturist, 1 registered dietitian, 2
integrative CM researchers, and 1 Chinese language/community researcher reviewed the
spreadsheet and culled the list of suggestions into a set of integrative principles. Suggestions
were included if they met the criteria of being either acceptable or non-antithetical to: a)
CM; b) biomedicine; c) nutrition; d) Chinese cultural practice. This integration was the most
difficult part of this project, which will be fully presented in the results section.

2.2 Phase 2

We conducted a second phase of interviews to bring preliminary ideas to biomedical
providers. We purposively sampled a variety of biomedically-trained providers who work
with CA patients (primary care clinicians, CVD-related specialists, and dietitians). We
presented the ideas generated from Phase 1 (such as hot/cold and seasonal eating) formed
into our draft H2INC. In doing so, we asked if the information was accurate according to
their medical opinions, if it would be suitable for their CA patients with CVD, and whether
they had other suggestions. Because these interviews focused on collecting providers’
feedback as opposed to the generative nature of Phase 1 interviews, after each interview, two
independent RAs open coded the transcripts to generate a list of suggestions for integration.
The lists were compared and consolidated by a third RA, checked by the first author, and
formed the basis for refining H2INC. The research team discussed the list of suggestions and
decided what should be in/excluded. In Phase 2, we also solicited feedback from additional
licensed CM providers that were not interviewed in Phase 1 to ensure that H2INC aligned
with CM principles. We reached group consensus regarding content, then designed an initial
draft in English and Chinese for patient stakeholder review.

2.3 Phase 3

During Phase 3, we recruited CAs patients from UCSF General Medicine clinic, which
serves >25,000 patients including 21% of Asian ethnicity. We used the electronic health
record to identify patients that had >1 clinic visit in the past year, indicated Cantonese or
Mandarin as their preferred language and had >; of the following CVD-related conditions:
hypertension, dyslipidemia, coronary artery disease, cerebrovascular disease, or congestive
heart failure. We randomly selected 200 potentially eligible Cantonese-speaking and 75
potentially eligible Mandarin-speaking patients and mailed recruitment letters in three
mailings inviting participation in focus groups to learn about combining CM and western
medicine for CVD nutrition guidelines. Interested patients contacted us by phone. Bilingual,
bicultural RAs screened for eligibility of: (1) 51 self-reported CVD-related condition; 2) read
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Chinese; 3) used some form of CM or medicinal foods in the last 12 months. Four focus
groups (three Cantonese-speaking and one Mandarin-speaking) with 3-9 participants each
lasting 90-minutes were audio-recorded and conducted by bilingual, bicultural RAs between
December 2017 and April 2018.

In each FG, participants completed a short socio-demographic survey and were shown
preliminary pages of H2INC to elicit their feedback. Between each of the first three focus
groups, we followed the same process of open coding and consolidation presented in Phase
2 and our research team discussed revisions to the H2INC draft guide and additional
interview questions to ask in the next focus group.

2.4 Data Analysis

For qualitative data, in all phases of data collection, English-language interviews were
professionally transcribed verbatim immediately after, checked for accuracy by the
interviewer, and analyzed while ongoing data collection occurred. Chinese-language
interviews were conducted and afterward simultaneously transcribed and translated into
English by bicultural, bilingual RAs and double-checked by another RA. To describe the
basic socio-demographics of study participants, we calculated means for continuous
variables and proportions for categorical measures using Microsoft Excel.

3. Results

3.1. Participants

Phases 1 and 2 participant demographics are in Table 1. From Phase 1, 70% of CM experts
were ethnically Chinese. Half were between 41 and 60 years old (M=49.38, +14.79), and the
nine who are licensed and/or trained in CM were relatively experienced (M=15.75 years
practiced, +10.69). Phase 2 providers (biomedical and CM) were also fairly experienced
(M=16.08 years practiced, £10.33). Because of our purposive sampling, we oversampled
ethnically Chinese providers, and most also spoke Mandarin or Cantonese (/7=11, 78.6%).
Phase 3 patient participants (Table 2) were older (M=76.75 years old, £7.15), female (70%),
and all except one spoke English poorly or very poorly despite being in the U.S. for over two
decades on average (M= 23.60 years, £10.52). Most participants self-reported fair health
status. The most common reported usage of CM was eating/preparing Chinese medicinal/
herbal soups (7=12, 60%).

3.2. Phasel

An important challenge was how to align CM diagnoses to biomedical CVVD conditions. In
Phase 1, many participants expressed that CM does not have an equivalent to the western
CVD conditions. The CM professor, explained:

“Because high cholesterol is just a lab result... it can be many different situations
by Chinese medicine perspective. It depends on the individual... Maybe the person
has no sickness based on Chinese medicine diagnosis.”

This disconnect between CM and western diagnosis was made more explicit speaking about
the function of the heart, stating:

Patient Educ Couns. Author manuscript; available in PMC 2019 December 01.
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“In Chinese medicine, the heart is the ruler of the body.... Each organ system has a
season that it correlates with. For the heart it’s the summer.... Heart houses the
spirit. When there is phlegm blocking the heart, that’s going to change one’s mind
and thinking.”

The heart, like all the other major organs is affiliated with a season, taste, color and
direction. (see [24] for more information). Unlike in western medicine, the heart in CM does
more than just pump blood.

While difficult to reconcile, each interviewee in Phase 1 was asked to try to align CM
diagnoses with various CVD conditions (see Table 3). Participants aligned their diagnostic
categories with dyslipidemia, hypertension, and cerebrovascular disease (Table 3) while
acknowledging that CM does not fit exactly onto CVD conditions. To standardize across
these suggestions, we collapsed these divisions into a broader set of CM diagnostic divisions
of excess, deficiency, and dampness. Dampness was a special case because it and its related
condition of “phlegm” align well with dyslipidemia and was mentioned by 7 out of 8 of the
licensed acupuncturists. In CM, dampness suggests avoiding sweet, cold (e.g., ice cream),
heavy or rich foods, and eating more warm (e.g., cooked not raw) vegetables and lean
proteins, which align well with biomedical suggestions for dyslipidemia.

3.2.1. Iterative Development of H2INC after Phase 1—After Phase 1, the research
team reduced the divisions into excess (e.g., too active/stressful, too much phlegm/weight)
and those who are more deficient (e.g., too weak/frail either physically/mentally/
emotionally). Because many CAs use hot/cold in making food decisions, which the
layperson interviewee also mentioned (e.g., drink warming mustard green soup in the fall to
cleanse the system), we decided the notion of hot/cold (proxy for excess/deficiency) and
seasonal eating an acceptable lay vocabulary for discussing more complex CM components.
Similar to biomedical heart healthy diets recommending whole foods and avoiding saturated
fats and sugars, the variety of other suggestions listed aligned well with biomedical
suggestions of eating lean meats, fruits, vegetables, whole grains, and legumes.

The first iteration of H2INC focused on hot/cold (excess/deficiency), dampness aligned with
dyslipidemia, and seasonal eating. To take into account current heart healthy nutrition
suggestions, we used a modified MyPlate (www.choosemyplate.gov) to show a good
balance of vegetables, fruits, proteins, and carbohydrates, adding emphasis on reducing salt,
fat, and processed foods. To assess the effect of dietary changes, we included a self-
assessment about digestion, which was suggested by an interviewee. Finally, we choose a
prevention focus with attention to hypertension (less salt) and dyslipidemia (less CM-
determined “cold”/rich foods).

2

Because H2INC is designed for use in a western medicine clinical setting, Phase 2
interviews were useful for understanding biomedical provider engagement with CAs with
CVD. We interviewed primary care clinicians, specialists and dietitians, and received
feedback not just about integrating CM with western medicine, but also about how best to
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cook and shop for food, lifestyle and exercise recommendations, and suggestions for fat and
salt intake.

Suggestions that cut across western medicine provider types included food and shopping
suggestions across socioeconomic statuses; lowering the literacy level, and being aware of
other factors affecting diet such as family structure and concurrent diseases such as diabetes.
Similar to Phase 1, interviewees also talked about the importance of avoiding particularly
unhealthy foods as one nephrologist explained, “it’s an enormous amount of energy to burn
to counteract a doughnut and ice cream.” On the other hand, this idea of energy used to burn
food, especially cold temperature and “sticky” foods like ice cream, was expanded upon by a
nurse practitioner also going to acupuncture school. She stated, “if your body tends to feel
more cold and then you already lack energy, then now you use more and more energy [to
burn the cold food]... you’re going to run out of fuel.” In other words while there were
similarities in the foods providers suggested that patients avoid, the explanation for why
those should be avoided differed depending on what perspective (CM or western) the
provider was using.

Providers also emphasized that CA’s frequency and intensity of exercise was often
suboptimal. A nephrologist suggested:

“Really, we want to try to decrease people’s stress, increase people’s sleep, and
then increase their movement. Getting them to sweat or be out of breath and then
set a goal of working out up to five times a week, and maybe all of that will help
you lose weight too... | think for my Chinese patients, especially older ones, I just
tell them to walk just because | feel like in the older generation the concept of
working out or going to gym is not so prevalent, and some of them have limited
means anyways.”

Other providers had very patient-friendly suggestions to increase movement including
walking up the steep hills of San Francisco or walking in shopping malls/stores.

Providers also raised the importance of possible drug-food interactions. The most commonly
mentioned were black fungus and leafy green vegetables and their contraindications with
blood thinning drugs such as warfarin. Their suggestions were to “tell your doctor” and “eat
a consistent amount” so drug dosages could be accurately prescribed. Participants also
suggested including other health education information like recognizing the signs of a stroke
and warnings about how uncontrolled hypertension and dyslipidemia may lead to more
serious CVD such as coronary artery disease and congestive heart failure.

Regarding some of the CM specific suggestions, participants were not opposed to seasonal
eating and, in fact, a few mentioned that this could also be an easy way to get people to eat
more whole and fresh foods. There was some skepticism considering that participants
believed the most affordable food are often processed foods.

A digestion self-assessment included a checklist of signs of good and bad digestion
according to CM. The most controversial aspects of the bad digestion column included such
everyday experiences like gas, bloating, belching and bad breath. From a CM perspective,
these are small signs that digestion is suboptimal. From our Phase 2 western providers, they
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wanted to add a note that these could actually be signs of something more serious than just
digestion. While some providers were very skeptical, referring to this as “like the humors”
and “simplistic,” others spoke about its utility for CA patients specifically. While
participants did not fully support all of our suggestions, we also asked providers to
determine which of our suggestions they could not professionally condone. When couched
in the language of opposition, there were fewer concerns. As one neurologist said, “4000
years of history can’t be completely wrong... the only time I’d be really against it if it’s
something we know, under western science that is not good.” It is in this area of non-
opposition that much of our integration occurred.

To end Phase 2 interviews, we solicited feedback from three licensed CM providers. While
one provider was particularly adamant about the need for CM to have individualized
diagnoses (not our simplified ideas), the other providers were mostly supportive and
emphasized the importance of CM’s idea of yin/yang and hot/neutral/cold over seasons
especially in San Francisco, which has relatively mild seasonal change. One licensed
acupuncturist provided a list of hot/neutral/cool foods and suggested we develop an
additional self-assessment tool for patients to determine if patients are constitutionally
cooler or warmer.

3.2.1. Iterative Development of H2INC after Phase 2—After Phase 2 consolidation
and open coding, we decided on the following changes to H2INC. We added additional
sections on lifestyle (e.g. managing stress and increasing sleep and exercise), a section on
shopping and cooking tips directed to caregivers and families, and nutritional information
focused on fat and salt intake. We developed a self-assessment tool for determining CM
constitution and provided food lists of hot/neutral/cool foods. In preparation for the Phase 3
focus group interviews, we also took pictures of popularly-eaten Chinese foods and designed
a cartoon figure of an older Chinese woman who appears throughout the guide.

3

The four focus groups elicited patient suggestions and demonstrated patient acceptance of
H2INC. All participants were very interested in the prospect of having this resource. They
reported this information a) was somewhat familiar to them; b) would help them make better
health decisions; ¢) confirmed or expanded information they believed was relevant to their
health.

Participants appreciated the hot/cold self-assessment tool we created. As one participant
reacted:

“For me personally to say, | am more yin. | myself don’t have much expertise but |
feel that I am more yin. So, for my children, sometimes they grow their own goji
berry for me to eat, or make soup, if | eat a lot, my stomach will feel
uncomfortable, like there is a lot of wind. Yes. So, | will remind myself to eat less.”

The participants spent quite a bit of time discussing their agreement or disagreement with
various foods. For example, two participants said that egg is neutral though we had listed it
as cold, and there were other disagreements over particular foods.
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Surprisingly, even though participants acknowledged eating from bowls, they thought
MyPlate was easier to visualize and understand than our adaptation using bowls. We had
previously used bowls in a type 2 diabetes guide which was well-received by patients [15].

Finally, participants wanted to learn more about common food-drug and food-food
interactions from a CM perspective, which we added. Other suggestions included clarity
regarding some of the Chinese translations we had used and whether we were trying to
develop a nutrition guide or a cooking guide. We stopped conducting focus groups because
we reached a level of saturation in the suggestions and comments. Most comments from
participants in the last two focus groups had more to do with whether certain foods were
categorized correctly as hot or cold than they did in offering additional substantive
suggestions for improvement.

3.3.1. Iterative Development of H2INC after Phase 3—After all three Phases of
data collection and serial research team consensus-building meetings, we created the final
H2INC guide. See Table 4 for a list of sections included or www.INCguide.org for the full
guide.

4. Discussion and Conclusion

4.1.

Discussion

Through an iterative multi-disciplinary process involving CM and biomedical providers and
CA patient stakeholders, we have created H2INC in English and Chinese languages,
blending CM dietary principles and biomedical nutritional guidelines. H2INC may be a
health education resource for both CA patients and healthcare providers and help support
patient-provider communication about the use of CM/medicinal foods within the context of
CVD care in healthcare settings. There are limited existing interventions that address the
cultural and linguistic needs of CAs with CVD, particularly those that use CM. H2INC is a
novel patient-centered contribution to address this gap.

As our results demonstrate, creating H2INC is neither simple nor straightforward. This
whole process has taken nearly 24 months. However, we believe the time taken to reach out
to important stakeholders has led to a better and more acceptable guide. Similar to previous
research attempting to integrate CM with western medicine, a major challenge is in trying to
standardize an individualized therapy such as CM [21]. Many areas of disagreement were
resolved in consensus-building facilitated by shared values within our interdisciplinary
research team to improve the health of CAs.

While the guide may not be fully CM, it does provide an important resource for CA patients
who are hungry for more medically-validated advice about CM [25]. This research also
demonstrates that biomedical providers are also interested in having integrative resources
available to share with their CA patients.

Limitations of our work include a convenience sample and small sample sizes of CM and
biomedical providers and CA patients with CVD from one geographic region. Furthermore,
given the lack of systematic guidance on how to integrate CM and biomedical nutrition

Patient Educ Couns. Author manuscript; available in PMC 2019 December 01.


http://www.incguide.org/

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Ho et al.

Page 10

principles, the process by which we developed H2INC was more a subjective than objective
process, largely guided by local expert opinion and shared desire to achieve consensus.
Lastly, the H2INC guide may not be fully generalizable to the broad CA population in the
U.S. as there is regional variation of immigration patterns and cultural practices from
Chinese-speaking countries. Strengths of our work include a multi-disciplinary, iterative
approach to develop H2INC, involvement of CM and biomedical providers as well as CA
patients with CVD, and a novel bilingual education resource that is relevant to both patients
and providers.

4.2. Conclusion

We have presented the process involved in creating H2INC taking input from key
stakeholders including CM experts, biomedical providers, and CA patients. What remains to
be studied is the dissemination of H2INC (in person, paper copies, online) and acceptability
of H2INC within the clinical and community settings and among non-CA populations.
Future research will test the feasibility, acceptability and potential impact of H2INC in
clinical and community settings.

4.3 Practice Implications

CAs experience a substantial burden of CVD. Current nutritional guidelines are generally
not language appropriate and not routinely inclusive of culturally-relevant practices such as
CM. H2INC is a bilingual (English/Chinese) health education resource, developed with the
involvement of CM experts, biomedical providers, and CA patients, that holds promise as a
potentially high value patient-centered and culturally-sensitive health education material for
both CA patients and providers that care for this underserved population. Future work is
needed to understand optimal approaches to implement and disseminate H2INC in clinical
and community settings, to explore how patient-provider interaction about diet, CVD and
CM is impacted by H2INC and how it may impact attainment of CVD health parameters.
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Chinese medicine
experts (n=10)

Phase 2

Figure 1.

Iterative heart healthy integrative nutritional counseling guide development

Semi-structured
interviews with
western
biomedicine
providers (n=11)

Semi-structured
interviews with
Chinese medicine
providers (n=3)

Phase 3

4 focus groups with
Chinese Americans
with CVD (n=20)
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Table 1.
Phase 1 (n=10) & Phase 2 (n=14) Participant Demographics

Page 14

Phase 1 N (%) or mean + SD

Phase 2 N (%) or mean + SD

Profession
Trained, Licensed Chinese medicine provider (MD or LAc)a 8(80) 3
Trained, Non-licensed Chinese medicine educator 1(10) 0(0)
Lay Chinese medicine expert 1(10) 4 (29)
Primary Care Clinicians (MD, NP, RN) 0 (0) 4 (29)
Medical specialist (MD) 0(0) 3(21)
Registered Dietician
. . b 15.75 + 10.69 16.08 + 10.33
Years in Practice, mean
. d
Chinese Languages Spoken
Cantonese 3(30) 8 (57)
Mandarin 6 (60) 9 (64)
Toisan 2 (20) 0 (0)
Shanghainese 0 (0) 1(7)
Gender
Female 7 (70) 6 (43)
Male 3(30) 8 (57)
Age, years 4955 + 1357 € 46.35 + 16.30
Ethnicity
Chinese 7(70) 11 (79)
Taiwanese 0 (0) 1(7)
Other Asian 0(0) 2 (14)
Non-Asian 3(30) 1(7)

a. . . . - - . )
Medical Doctors (MD) with acupuncture training can legally practice acupuncture similar to licensed acupuncturists (LAc)

Years in practice based on data from 8 participants in Phase 1 (missing n=1, not applicable for layperson n=1) and 13 participants in Phase 2

(missing n=1)

a, - . -
Some participants reported more than one answer, therefore the total is greater than the number of participants

e - .
Based on 9 participants, missing n=1

SD = standard deviation

NP = nurse practitioner

RN = registered nurse
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Table 2.

Phase 3 Focus Group Participant Demographics (n=20)

Participants N (%) or mean +SD

Gender
Male 6 (30)
Female 14 (70)
Age, years 76.75 £7.15

Languages spokena

Cantonese 11 (55)
Mandarin 10 (50)
English (Limited) 1(5)

Chinese medicine usage within the last yeara

Herbal soups/Chinese medicinal diet 12 (60)
Herbs 5(25)
Acupuncture 2 (10)
Other (phone app, books, cold treatment) 2(10)
Duration in the US, years 23.60 £10.52

English proficiency

Very well/Well 1(5)
Not well 9 (45)
Not at all 8 (40)
Don’t Know/not sure 2 (10)

Self-reported health statusb

Excellent/very good 0(0)

Good 3(16)
Fair 13 (68)
Poor 3(16)

. . . a
Cardiovascular disease diagnoses

Hypertension 14 (70)
Dyslipidemia 11 (55)
Heart arrhythmias 5 (25)
Coronary artery disease 3(15)
Congestive heart failure 1(5)
Angina 1(5)

Medications?
Daily aspirin 8 (40)
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Participants N (%) or mean +SD

Statin medication 14 (70)
Anti-hypertensive medication 12 (60)
Non CVD-related medication 9 (45)
Chinese medicinal herb capsule 1(5)

a, - . .
Some participants reported more than one answer, therefore the total is greater than the number of participants and percentages may be greater
than 100%.

b - o
Based on 19 participants, missing n=1

SD = standard deviation

Patient Educ Couns. Author manuscript; available in PMC 2019 December 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Ho et al.

Table 3.

Integration of Chinese Medicine and Biomedical Conditions

Page 17

Chinese Medicine Condition® CM Slir?;s:rf;?gir?n for Some AssociatedS;B”i]ElJFr)r;g?Ti(S:al Conditions or Final Integration
Heart yang deficiency Yang deficiency Cardiac failure, blood clots, Deficiency
Heart yin deficiency Yin deficiency Hypertension, stroke, dyslipidemia, insomnia Deficiency
Heart gi deficiency Qi/blood deficiency Palpitations, shortness of breath Deficiency
Heart blood deficiency Qi/blood deficiency Palpitations, cardiac failure, dizziness, insomnia Deficiency
Heart gi stagnation Qi/blood stagnation Heart attack Excess
Blood stasis Qi/blood stagnation Angina, hypertension Excess
Heart fire Excess/heat Palpitations Excess
Yang rising Excess/heat Hypertension Excess
Damp, spleen Dampness/phlegm Stroke, dyslipidemia, nodules, epilepsy, Dampness
Damp/cold Dampness/phlegm Dyslipidemia Dampness

aNot all Chinese medicine conditions are listed on this Table. The full list had over 100 conditions.
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Table 4.
H2INC Guide Topics

1. Introduction describing the integration of western and Chinese medicine

2. Sample MyPlate-balanced meals and snacks for each season

3. Description of yin-yang/hot-cold constitutional balance and self-assessment
4. Picture lists of hot/neutral/cool foods

5. MyPlate adaptation (vegetables % of your plate, proteins ¥ of plate, carbohydrates ¥ of plate and fruits instead of dairy on the side or as a
snack)

6. Suggestions for eating out

7. Hypertension specific page of nutrition recommendations

8. Dyslipidemia specific page of nutrition recommendations

9. Tips for nutrition label reading, eating/drinking, cooking

10. Lifestyle recommendations including guidance on stress, sleep, weight, physical activity including a TaiQi and QiGong movement
11. Health warnings including signs of stroke and drug/food interactions

12. Online resources in English and Chinese including seasonal lists of foods

Patient Educ Couns. Author manuscript; available in PMC 2019 December 01.



	Abstract
	Introduction
	Methods
	Phase 1
	Phase 2
	Phase 3
	Data Analysis

	Results
	Participants
	Phase 1
	Iterative Development of H2INC after Phase 1

	Phase 2
	Iterative Development of H2INC after Phase 2

	Phase 3
	Iterative Development of H2INC after Phase 3


	Discussion and Conclusion
	Discussion
	Conclusion
	Practice Implications

	References
	Figure 1.
	Table 1.
	Table 2.
	Table 3.
	Table 4.



