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ABSTRACT

Background and Objective: Regular follow-up during rehabilitation enhances patient self-management,
supports a healthy lifestyle, reduces cardiovascular risk factors, and provides a foundation for timely medication
adjustment and reintervention. This study draws upon the Omaha problem classification system, to construct
follow-up evaluation indicators for individuals after aortic dissection surgery, serve as a reference to enhance
follow-up support decisions for patients with aortic dissection.

Methods: Based on the Omaha problem classification system, we combined literature analysis and semi-
structured interviews to draft preliminary follow-up evaluation indicators for postoperative AD patients. The
Delphi technique was adopted to administer two rounds of questionnaires to 16 nursing experts to determine
the indicators for evaluating the quality of follow-up evaluation indicators.

Results: Experts displayed differences in percentages, authority coefficients, and Kendall harmonization
coefficients. The final follow-up indicators for postoperative patients after aortic dissection surgery consisted of
4 primary indicators, 18 secondary indicators, and 51 tertiary indicators.

MS.ID.009016. Conclusions: This study’s constructed follow-up indicators for postoperative aortic dissection patients are
scientific and practical, offering a valuable reference for medical practitioners in follow-up work and health
education, and supporting decision-making.

Keywords: Aortic Dissection; Rehabilitation; Delphi Methodology; Index System; Omaha Problem; Classification
System
Introduction Literature Review

This study draws upon the Omaha problem classification system,
and preliminary follow-up evaluation indicators for postoperative
aortic dissection patients were formulated through literature analysis
and semi-structured interviews. The aim of this study was to identi-
fy and describe follow-up evaluation indicators for patients with AD.
We sought to provide information that could be used as a reference
for clinical medical staff conducting follow-up evaluations of patients
during the rehabilitation period following major surgery. Our findings
may also support health education decision-making.

Aortic dissection (AD) refers to an acute injury of the aortic inti-
ma caused by various factors, where high-pressure blood flow enters
the aortic media from the intima tear and expands continuously along
the aortic axis, resulting in separation of the true and false cavities
as a pathological change, with rapid onset, rapid progression, and a
high fatality rate [1]. The incidence of aortic dissection ranges from
2.8/100,000 to 16.3/100,000 individuals [2,3]. In 2011, the Interna-
tional Acute Aortic Dissection Register (IRAD) study showed that the
incidence of aortic dissection has increased in recent years [4]. With
the improvement of the emergency department system and the in-
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novation of diagnosis and treatment technology, the early treatment
effect of aortic dissection has significantly improved, and the postop-
erative one-year and three-year survival rates are 98.0% and 87.0%,
respectively [5,6]. A retrospective cohort study found that nearly
one-third of patients with aortic dissection did not participate in fol-
low-up after discharge, and the lifetime mortality risk of patients with
aortic dissection with low compliance was twice that of patients with
high compliance [7]. These studies offer evidence from the long-term
follow-up of patients with aortic dissection after surgery by aortic
disease management professionals.

The incidence of reoperation in patients with Stanford type A
AD after ten years is 20%. The incidence of reoperation in patients
with Stanford type B AD five years after endovascular treatment was
approximately 30.6%, indicating that patients with AD still face high
health risks during postoperative rehabilitation [8]. Therefore, reg-
ular long-term and lifelong follow-up of discharged patients with
aortic dissection is required to ensure their quality of life. Studies
have shown that regular follow-up and timely detection of risk fac-
tors affecting the prognosis of patients with AD can inform early drug
adjustment and reintervention, promote patient self-management
and improve long-term prognosis [9].Sharma conducted a retrospec-
tive cohort study and found that nearly one-third of all patients with
aortic dissection did not participate in follow-up after discharge and
that the lifetime death risk of patients with aortic dissection with low
compliance was twice that of patients with high compliance [7]. Mar-
tin, et al. studied the medication compliance of discharged patients
with chronic type B aortic dissection and found that approximately
21% of patients had low compliance 36% had moderate compliance
[10].

Chaddha found that 54.9% of type A patients and 43.9% of type
B patients had exercised insufficiently, mainly because they did not
know which activities were safe after discharge [11]. Another study
found that the physical symptoms of discharged patients after aortic
dissection were at a mild to moderate level, quality of life was above
the medium level [12]. At present, discharge follow-up is carried out
through WeChat, telephone, family follow-up, and other forms to
timely and dynamically understand changes in patients’ conditions
and help them perform healthy behaviour and certain results have
been achieved [13]. However, the follow-up content mainly focuses
on dietary guidance, health education, and regular reviews, and there
is no comprehensive follow-up evaluation index system oriented to-
ward the health needs of patients with AD during their rehabilitation.

Materials and Methods
Methods

This study was comprised of two phases. In the pre-research
phase, a preliminary draft of follow-up evaluation indicators for
postoperative patients after AD was designed based on a model con-
structed using the Omaha problem classification system. Literature

retrieval and semi-structured interviews replaced the first round of
the traditional survey for the exploratory analysis of follow-up indi-
cators for postoperative patient rehabilitation following AD. The Del-
phi method is a systematic process used to determine the collective
opinions of panel members and is commonly employed in healthcare
to offer guidance in research where resources are limited [14]. In the
Delphi stage, a questionnaire was designed based on a preliminary
draft and two rounds of the Delphi survey were conducted to reach a
consensus. We established a working group that included one clinical
nursing management expert, two associate professors of nursing, one
associate chief physician, one nurse from the rehabilitation nursing
follow-up clinic, one pharmacist, and two postgraduate degree stu-
dents.

The research team was responsible for developing the initial draft
of the Follow-up Evaluation Index system for postoperative patients
after AD, recruiting experts, distributing related materials, analyzing
the suggestions from experts, and making corresponding corrections.
Based on a systematic literature review, our working group initially
developed follow-up evaluation indicators according to the disease
characteristics and discharge guidelines. Constructed the model us-
ing the Omaha problem classification system as the theoretical frame-
work, the follow-up evaluation indicators for postoperative patients
after AD were categorized and summarized [15].

Sampling and Recruitment

Convenience sampling was employed, following the information
saturation principle. We selected stakeholders involved in the treat-
ment and nursing of aortic dissection for in-depth interviews, includ-
ing doctors, nurses, and patients who had recently undergone AD sur-
gery at the same hospital. Researchers conducted in-person meetings
to communicate the research purposes and methods, and to obtain
informed consent. Purposive and snowball sampling methods were
used to recruit 16 experts from five hospitals and three universities
in four cities and provinces. All hospitals were third-level first-class
hospitals, and the universities were medical universities. The experts
were contacted via email to obtain their consent, and the researchers
ensured their willingness to participate in this study.

Semi-Structured Interviews

Semi-structured interviews with four doctors, three nurses, and
eight postoperative patients after AD to perfect the concept and
components of the evaluation system. Several questions were asked
during the interview, and the medical and nursing staff interviews
were as follows: ‘What do you think should be followed up after AD?’
and ‘What are your suggestions for the follow-up evaluation in the
rehabilitation period patients of AD? Patients were asked questions
such as ‘What are the main problems you are facing at this stage?’ and
‘What are your recommendations for nursing follow-up?’ Additional-
ly, we initially constructed indicators for postoperative patients with
AD, including four first-level indicators, 15 second-level indicators,
and 57 third-level indicators.
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Delphi Process

The Expert Panel: Expert panels participating in the Delphi
survey were selected from various regions and organizations in
China. The inclusion criteria for expert selection were as follows:

1. Possession of a master’s degree or above in clinical special-
ization or a bachelor’s degree or above in nursing specialization.

2. Holding an intermediate professional title or above.
3. Accumulated ten or more years of work experience; and

4.  Voluntary participation in this research and the ability to
respond to the expert consultation questionnaire during the re-
search period. Finally, a consulting expert panel was formed, con-
sisting of three clinical care experts, ten clinical nursing experts,
and three nursing education experts. Demographic details of the
Delphi expert panel are presented in Table 1.

Table 1: Demographic characteristics of expert panel (N = 16).

Variables Frequency Percentage
Education background
Undergraduate 8 50.00%
Master 3 18.75%
PhD 5 31.25%
Working years
~10-20 7 43.75%
20-30 5 31.25%
=230 4 25.00%
Job title
Intermediate title 2 12.50%
Vice-senior title 9 56.25%
Senior title 5 31.25%
Workplace
University 4 25.00%
Hospital 12 75.00%
Profession

Clinical medicine 3 18.75%
Clinical nursing 10 62.50%
Nursing education 3 18.75%

Data Sources and Collection: After constructing the Follow-up
Evaluation Index System draft for postoperative patients with AD, the
Delphi method was used. We designed an expert inquiry question-
naire on follow-up evaluation indicators in patients with postopera-
tive AD. Questionnaires were distributed to experts by email or in per-
son in February 2023. The questionnaire consisted of three sections.
The purpose of Section 1 was to gather basic data on the experts, such

as their age, professional title, affiliations, job history, and educational
background. Expert comments on the evaluation indicators are pre-
sented in Section 2, with each indicator’s value assessed on a 5-point
Likert scale ranging from 1 (very unimportant) to 5 (highly import-
ant). Experts can add to or suggest revisions to remove any given
indicator. Between February and March 2022, we gave experts two
rounds of the Delphi-based questionnaire. The survey rounds lasted
for 12 and 14 days, respectively. Initially, we delivered a draft of the
Evaluation Index System, evaluation-making guidelines, and guidance
to the experts via email. The second step involved analyzing and sum-
marizing every result; the index inclusion criteria were a significance
value > 0.35 points and a coefficient of variance < 0.25. Mean value
assignment < 3.5 and coefficient of variance > 3 were the exclusion
criteria. Third, we delivered the experts an updated version of the
Evaluation Index System after summarizing and showing all changes.
The Evaluation Index System was confirmed until the opinions of all
specialists reached consensus. Our working group emailed follow-up
surveys to fill in any gaps after thoroughly reviewing the completed
questionnaires.

Statistical Analysis: All data were analyzed using SPSS version
25.0. Mean values, standard deviation, coefficient of variation, and
proportion were used in the descriptive analysis. The effective return
rate of the questionnaire was used to reflect the activity level of the
experts. The familiarity coefficient (Cs) and judgment coefficient (Ca),
or Cr = (Ca + Cs)/2, were used to calculate expert authority based on
judgment and experts’ familiarity with the questions. The degree of
expert opinion coordination was represented by Kendall’s coefficient
of concordance. The overall score rate, standard deviation, and mean
importance score indicate the concentration of the expert opinions.

Results
Demographic Characteristics of Expert Panel

General information about the Delphi experts is presented in Ta-
ble 1. The average age of the interviewed experts was 43.94 years, and
their working experience was 21.23 years.

Reliability of Expert Questionnaire Results

The positive coefficient of experts was expressed as the return
rate of the questionnaire. Eighteen questionnaires were distributed
inrounds 1 and 16, and 16 questionnaires were distributed in rounds
2 and 15. The return rates of the two rounds of expert correspon-
dence are 88.89% and 93.75%, respectively. This indicated that the
interest of the experts in this study was high. In the first round, 15 ex-
perts proposed 29 amendments; in the second round, seven experts
proposed 11 amendments (Table 2). The degree of coordination of
experts was mainly determined by the coefficient of the basis of ex-
perts’ judgment and the coefficient of familiarity, which were 0.863
and 0.887 respectively, and the coefficients of familiarity were 0.937
and 0.950, respectively. The degree of coordination of expert opinions
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was expressed by the coefficient of variation (CV) and coordination
coefficient. Therefore, the CV of the two rounds of the survey were

ed using Kendall’s coefficient of concordance. The degree of coordina-
tion in the expert questionnaire was determined to be optimal (Table

0.00-0.35 and 0.00-0.191. The coordination coefficient was evaluat-  3).

Table 2: Questionnaire recovery.

Rounds Total number of experts Number of experts’ recommendations | Rate of recommendations, as a percentage
First round 18 16 88.89%
Second round 18 15 93.75%
Table 3: Expert coordination coefficients.
Items Indicators Kendall’s coefficient of concordance Chi-square P-values
First round
First level indicators 4 0.146 7.031 0.071
Second level indicators 18 0.199 68.779 0
Third level indicators 56 0.186 122.315 0
Second round
First level indicators 4 0.467 21 0
Second level indicators 18 0.322 82.134 0
Third level indicators 51 0.214 169.966 0
Table 4: Follow-up evaluation indication for postopretive patients after aortic dissection.
Indicators Importance score x (SD) S | Coefficient of variation | Full score (100%) | Weight variable
1. Physiological conditions 5 0 100 0.252
1.1 Pain 5 0 100 0.582
1.1.1 Wound pain 5 0 100 0.182
1.1.2 Pain in the chest and back 5 0 100 0.182
1.1.3 Pain in other areas 4.53 (0.52) 0.115 53.3 0.182
1.2 Circulation 5 0 100 0.582
1.2.1 Blood pressure at daily rest 5 0 100 0.182
1.2.2 Heart rate/pulse at daily rest 5 0 100 0.165
1.2.3 Edema of the extremities and face 4.67 (0.49) 0.105 66.7 0.182
1.3 Respiration 5 0 100 0.582
1.3.1 Oxygen saturation 5 0 100 0.182
1.3.2 Chest tightness, shortness of breath 5 0 100 0.167
1.3.3 Cough, coughing sputum 4.93 (0.26) 0.053 93.3 0.182
1.4 Nerves 4.60 (0.74) 0.161 733 0.559
1.4.1 Vertigo when standing or lying flat 4.80 (0.41) 0.085 80 0.182
1.4.2 Weakness or numbness of limbs 4.93 (0.26) 0.053 93.3 0.179
1.4.3 Weakness of l?alancg (e.g., unsteady walking 4.93 (0.26) 0.053 933 0182
with assistance)
1.4.4 Tremors or twitching of the body 4.87 (0.35) 0.072 86.7 0.182
1.5 Digestion 4.80 (0.41) 0.085 80 0.528
1.5.1 Nausea, vomiting 5 0 100 0.179
Copyright@ : Shuping Guo | Biomed | Sci & Tech Res | BJSTR.MS.ID.009016. 49380
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1.5.2 Abdominal distention, diarrhoea 5 0 100 0.177

1.6 Excretion 5 0.111 60 0.512

1.6.1 Urination 4.60 (0.51) 0.053 86.7 0.167

1.6.2 Defecation 4.93 (0.26) 0.072 60 0.179

1.7 Sleep 4.87 (0.35) 0.114 53.3 0.505

1.7.1 Sleep deprivation (sleep deprivation) 4.53 (0.52) 0.117 86.7 0.179

1.7.2 Sleep diso;‘de}‘s (easy waking, difficulty 4,80 (0.56) 0117 86.7 0179
alling asleep)

1.8 Muscles 4.40 (0.83) 0.189 60 0.544

1.8.1 Muscle strength of upper and lower limbs 4.80 (0.56) 0.117 86.7 0.792

1.8.2 Muscle swelling or soreness 4.67 (0.89) 0.191 66.7 0.792

2. Health-related behavioural status 4.93 (0.26) 0.053 93.3 0.248

2.1 Disease perception 4.93 (0.26) 0.053 93.3 0.575

2.1.1 Etiology and risk factors 4.93 (0.26) 0.053 93.3 0.177

2.1.2 Postoperative related complications 5 0 100 0.179

2.1.3 Precautions for rehabilitation activities 4.93 (0.26) 0.053 93.3 0.179

2.1.4 Postoperative discomfort recognition and 4.93 (0.26) 0.053 9323 0179

emergency management

2.1.5 Regular follow-up visits 4.93 (0.26) 0.053 93.3 0.179

2.2 Follow-up examinations 5 0 100 0.582

2.2.1 Aortic angiography (CTA) 4.93 (0.26) 0.053 93.3 0.182

2.2.2 Ultrasound of the heart 5 0 100 0.182

2.2.3 Chest X-ray 5 0 100 0.179

2.2.4 Electrocardiogram 5 0 100 0.182

2.2.5Blood biochemistrt}if ({Ilsepatic and renal func- 5 0 100 0179

2.2.6 Coagulation 5 0 100 0.182

2.3 Medication adherence 4.60 (0.63) 0 100 0.582

2.3.1 Adjust medicatign as reguired according to 5 0 66.7 0182
medical advice

2.3.2 Take medication on time as prescribed 5 0.053 100 0.182

2.4 Lifestyle 5 0.053 100 0.505

2.4.1 Self-care 5 0.053 100 0.182

2.4.2 Eating patterns 4.93 (0.26) 0 93.3 0.182

2.4.3 Daily activity pattern, activity level 4.93 (0.26) 0.141 93.3 0.182

2.4.4 Alcohol abuse 4.93 (0.26) 0.107 93.3 0.179

2.4.5 Smoking 5 0.115 100 0.179

2.5 Family planning 4.33 (0.61) 0 40 0.582

2.5.1 Postoperative sexual life 4.87 (0.52) 0.137 93.3 0.179

2.5.2 Reproductive planning needs 4.53 (0.52) 0 53.3 0.182

3. Psycho-social conditions 4.93 (0.26) 0.053 93.3 0.248

3.1 Psychological conditions 4.87 (0.35) 0.072 86.7 0.575

3.1.1 Anxiety, depression 5 0 100 0177

3.1.2 Fear of exercise 4.93 (0.26) 0.053 93.3 0.165
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3.2 Family status 4.67 (0.49) 0.105 66.7 0.551

3.2.1 Key caring members 4.93 (0.26) 0.053 93.3 0.167

3.2.1 Family understanding and support 4.93 (0.26) 0.053 93.3 0.182

3.3 Social situation 4.53 (0.52) 0.115 53.3 0.536

3.3.1 Social reintegration work 4.93 (0.26) 0.053 93.3 0.182

3.3.2 Colleague understanding and support 4.93 (0.26) 0.053 93.3 0.182

4. Environmental conditions 4.93 (0.26) 0.053 93.3 0.252

4.1 The home environment 4.87 (0.35) 0.072 86.7 0.575

4.1.1 Housing environment and safety 4.87 (0.52) 0.107 93.3 0.179

4.1.2 Accessible self—monitoring items (e.g., blood 4.93 (0.26) 0.053 933 0179

pressure monitor, pulse oximeter, etc.)

4.2 Medical environment 4.67 (0.49) 0.105 66.7 0.544

4.2.1 Conditions ofdhealth services around the 4.93 (0.26) 0.053 9323 0179
welling

4.2.2 Accessibility and convenience of medical 4,80 (0.41) 0.085 80 0179
resources

Revision of the Follow-Up Evaluation Indicators

Following two rounds of expert correspondence and a group
discussion, where the experts’ comments were considered. Table 4
displays the final list of follow-up indicators, which consisted of 4 pri-
mary, 18 secondary, and 51 tertiary indicators.

Discussion

The scientific validity and reliability of the construction of fol-
low-up indicators are reflected in the research methods and the selec-
tion of experts. This study used a literature review, semi-structured
interview, and expert consultation to determine the contents of the
evaluation index system and then strictly followed the steps of the
Delphi method to screen follow-up evaluation indicators. The latest
expert consensus on cardiac rehabilitation care points out that regu-
lar follow-up of patients during the rehabilitation period can further
enhance their self-management ability, maintain a healthy life pattern,
reduce cardiovascular disease risk factors, and provide a basis for the
timely adjustment of medication and reintervention[16]. In this study,
through literature analysis and semi-structured interviews, common
follow-up questions for postoperative AD patients during the reha-
bilitation period were sorted and integrated, and the follow-up indi-
cators for AD patients were categorised into domains to ensure the
scientific validity of the first draft of the follow-up indicators.

The experts were selected based on the principles of representa-
tiveness and authority, and 16 experts from Gansu Province, Jiangsu
Province, Shaanxi Province, and the Ningxia Hui Autonomous Region
were selected for consultation using the Delphi method, which is rep-
resentative of geographical coverage. In addition, experts’ profession-
al fields were related to frontline clinical medical and nursing care,
nursing education, and follow-up management, and their titles were
mainly associated with seniors or above with rich clinical experience

and academic levels, which ensured the authoritative and scientific
content of the follow-up indicators in this study. The recall rates of
the two rounds of expert consultation were 88.89% and 93.75%, re-
spectively, both of which were > 70%, indicating that the experts were
constructive and attached a high degree of importance to the study.
The authority coefficient of the experts was 0.919, indicating that the
experts were familiar with the topic and had a strong basis for judg-
ment [17].

The W coordination coefficients were 0.223 and 0.263, indicating
that the experts had less disagreement, more uniform opinions, and
a higher degree of agreement with the content of the indicators at
all levels. Moreover, as patients with AD gradually transition from the
fragile phase of recovery to the stable phase after surgery, the impor-
tance of relevant indicators varies according to the need for follow-up
at different stages. For example, at the 1-month post-discharge fol-
low-up, patients’ physiological conditions were generally more prom-
inent, with pain and high blood pressure being more common. At
the three-month post-discharge follow-up, the patient’s physiologi-
cal condition had improved, but health-related behavioral problems
were more pronounced. Therefore, no indicator weights were includ-
ed in this study, and future follow-ups of patients with AD at different
stages will be further stratified based on the trajectory of changes in
the patient’s follow-up needs.

The final follow-up indicators for postoperative patients with AD
patients in this study were four areas: physical status, health behav-
ior, psychosocial status, and environmental status, and included 18
secondary and 51 tertiary indicators. Specific indicators were devel-
oped based on the current clinical follow-up situation and patient
problems; the opinions of clinicians, nurses, and patients; and the
characteristics of AD to make the follow-up indicators more suitable
for patients’ health needs. Pain, circulation, and respiration are most
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closely related to primary disease during the follow-up of patients
with postoperative AD. Studies have shown that patients with AD
have a variety of initial symptoms, with pain being the most dominant
symptom, and the location of pain and other concomitant symptoms
can be used as an important predictor of clinical judgment of changes
in the condition [18]. Lang showed that the incidence of chest and
back pain was as high as 32.24% in a post-discharge telephone fol-
low-up of patients with AD, and a comprehensive analysis placed pain
as the primary indicator for follow-up [19].

Second, the prevalence of AD combined with hypertension, in
China, ranges from 50.1% to 75.9%, and blood pressure variability is
directly related to mortality within 30 d (Chinese Committee of Car-
diology Experts, Beijing Association of Hypertension Prevention and
Treatment [20]. The long-term impact of poor postoperative blood
pressure control on patients’ physiological function directly leads to
an increase in the proportion of out-of-hospital cardiovascular ad-
verse events; therefore, it is ranked as the second most important fol-
low-up indicator. In addition to chest and back pain, symptoms such
as chest tightness, dizziness, shortness of breath, difficulty sleeping,
and fatigue are complex and variable and seriously affect the qual-
ity of life of patients after surgery. Therefore, the follow-up indica-
tors constructed in this study are more relevant and comprehensive
according to the impact of different symptom severities on patients’
physiological functions.

Health-related behavioral status, the self-health management
behavior of patients with AD during recovery, refers to the entire
process of analyzing, predicting, and preventing health information
and health risk factors in one’s body. Although in-hospital health ed-
ucation has led to an increase in patients’ disease-related knowledge,
out-of-hospital patients’ adherence to health behaviors remains low,
and there is a slow increase followed by a sharp decline in patients’
disease perception over time after discharge. Among psychosocial
conditions, AD is the most dangerous cardiovascular disease and has
an elevated mortality rate. The study found that the incidence of anx-
iety in postoperative AD patients was 31.19%, the incidence of de-
pression was 26.30%, and that patients were highly susceptible to
post-traumatic stress disorder after a traumatic surgical event [21].
Meinlschmidt highlighted the existence of more psychosocial needs
in patients recovering from aortic coarctation [22].

Studies have shown that individuals with larger social networks
and more frequent contact among network members have a slower
rate of functional decline, suggesting that good social relationships
are inextricably linked to a reduced risk of cardiovascular disease and
functional decline [23]. The environmental status of patients with AD
who are discharged from the hospital and returned to their families,
lack medical care expertise, are insufficiently aware of the hidden
dangers of their surroundings, and the safety of their behavior is a
key factor in ensuring that patients can be monitored and promptly
treated at home. The availability and accessibility of healthcare re-
sources are key components in ensuring that patients are monitored

and treated throughout the disease cycle. Studies have shown that the
survival rates of patients with AD at one, two, and three years after
surgery are 82%, 78%, and 75%, respectively, and nearly half of the
patients die or require reintervention five years after surgery [24].
The follow-up indicators constructed in this study were tailored to
the needs of the patients and clinical problems. This was conducive to
providing targeted guidance on the core problems of patients with AD
and improving the effectiveness of follow-up.

Limitations

This study had some limitations. First, most experts were from the
Ningxia Province, which has certain regional limitations. Therefore,
it is necessary to expand the study population for future research.
Second, owing to the time relationship, a measurement analysis was
not conducted. In addition, we did not apply this evaluation system
in clinical practice. Future studies should focus on the reliability and
validity of this indicator system and evaluate it in major hospitals for
clinical practice.

Conclusion

The follow-up indicators for postoperative patients after AD sur-
gery constructed in this study are scientific and practical and can
provide a reference for healthcare workers conducting follow-ups
and providing patients with work and health education that supports
decision-making during the rehabilitation period following major
surgeries.
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