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ABSTRACT

Objective: To develop a specialized cardiac-psychological integrated care model for patients with Acute Coronary Syndrome
(ACS) and explore the core components, implementation strategies, and clinical nursing value of integrating psychological
resilience-building into routine cardiac care for ACS patients.
Methods: A structured literature search adhering to PRISMA guidelines was conducted across PubMed, Web of Science, and
the Cochrane Library for studies published from January 2016 to December 2025. Eligible studies focused on ACS cardiac-
psychological integrated care, psychological resilience interventions, and clinical nursing practice. A total of 33 peer-reviewed
studies, clinical consensus statements, and systematic reviews were included for synthesis, and based on the evidence, a structured
ACS cardiac-psychological integrated care model with psychological resilience-building as the core was constructed.
Results: This study clarifies the multi-dimensional protective role of psychological resilience in ACS patients (biological,
psychological, and social), defines the key structural components of the integrated care model (early screening, family-centered
assessment, social support mapping, and digital integration), and identifies the clinical nurse’s core role as a “Resilience Architect”
with specific intervention strategies. A nurse-led resilience discharge checklist for inpatient ACS care is proposed, and the
main implementation challenges of the model (time/resource constraints, stigma, nurse training gaps, and organizational culture
barriers) are also summarized.
Conclusions: Psychological resilience-building integrated into routine cardiac care is a pivotal factor in breaking the vicious
cycle of physical and mental deterioration in ACS patients. The developed cardiac-psychological integrated care model provides
a structured clinical roadmap for ACS management, which is conducive to improving long-term patient prognosis and quality of
life in clinical nursing practice.
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1. INTRODUCTION

Acute Coronary Syndrome (ACS) remains a leading global
cause of cardiovascular morbidity and mortality, with an es-
timated 15 million new cases diagnosed annually worldwide
and post-ACS patients facing a 20% risk of recurrent cardiac
events within one year of the initial episode.[1] Beyond the
well-documented physiological sequelae, up to 40% of ACS

patients develop significant psychological distress, including
depression, anxiety, and fear of disease progression, in the
post-cardiac event period, and these psychological comor-
bidities independently increase the risk of poor cardiovas-
cular outcomes, including rehospitalization and mortality.[2]

Despite advances in revascularization and pharmacological
management, conventional ACS care has long overlooked
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the bidirectional brain-heart axis, leaving this critical gap
in holistic patient support unaddressed.[3] Therefore, we
aim to develop a structured, nurse-led cardiac-psychological
integrated care model centered on psychological resilience-
building for ACS patients, and to systematically explore the
core structural components, evidence-based implementation
strategies, and clinical nursing value of integrating resilience
assessment and intervention into routine cardiac care through-
out the ACS care continuum. This study further seeks to
provide a feasible, standardized clinical roadmap for holis-
tic ACS management, addressing the aforementioned unmet
clinical needs and filling the gap in standardized resilience-
focused care for ACS patients in current clinical practice.

Psychological resilience, a dynamic modifiable factor that
enables individuals to adapt and recover from adverse events
such as life-threatening ACS episodes, has emerged as a
key protective construct for mitigating the impact of psycho-
logical distress on cardiac health in ACS patients.[4] It is
not an inherent personality trait but a capacity that can be
fostered and strengthened through targeted clinical interven-
tions, making it a viable and valuable focus for integrated
cardiac care. However, routine cardiac care for ACS cur-
rently lacks standardized, systematic approaches to assess
patients’ baseline resilience levels, build this adaptive capac-
ity through evidence-based interventions, or leverage family
and social support systems to sustain long-term resilience
gains. This critical deficiency creates an urgent clinical
need for structured, integrated care models that explicitly
bridge cardiac physiological management and psychological
resilience-building for ACS patients.

The management of ACS has traditionally focused on rapid
revascularization and pharmacological stabilization. How-
ever, the “post-cardiac event” period is often characterized
by significant psychological trauma that exacerbates physi-
cal recovery challenges.[5] Clinical nurses, positioned at the
frontline of patient care across the entire ACS care continuum
(from acute inpatient management to post-discharge rehabili-
tation and long-term follow-up), are uniquely positioned to
lead an integrated cardiac-psychological care initiative. They
are the first to identify psychological distress in patients,
maintain consistent, longitudinal contact with patients and
their families, and possess the clinical expertise to translate
complex cardiac and psychological concepts into actionable,
patient-centered care. This frontline role makes nurses the
ideal “Resilience Architects” for ACS care, with the ability
to embed resilience assessment and building into routine
nursing workflows, address both individual and family-level
psychological needs, and connect patients to social support
resources. However, this potential remains underutilized in
current clinical practice.

The emerging field of psycho-cardiology emphasizes that
integrated care models-addressing both physiological and
psychological needs-are essential for long-term recovery.[6, 7]

A growing body of empirical research and clinical consensus
has solidly validated the efficacy of nurse-led interventions
in cardiac care, with such programs consistently shown to
reduce post-ACS rehospitalization rates, enhance medication
adherence, and alleviate psychological distress in cardiac
patient cohorts.[8, 9] These key unmet needs regarding nurse-
led, resilience-focused integrated cardiac psychological care
form the core theoretical foundation of this project. Accord-
ingly, a systematic literature search was conducted to identify
peer-reviewed studies, clinical consensus statements, and sys-
tematic reviews related to integrated cardiac psychological
care models and psychological resilience in ACS manage-
ment. This provides an evidence base for the development
and validation of this specialized care model.

2. METHODOLOGICAL DETAILS FOR COM-
PREHENSIVE REVIEW

This comprehensive review adhered to the PRISMA guide-
lines for systematic reviews to ensure methodological rigor
in the selection and synthesis of the literature. A structured
literature search was conducted across the following core
electronic databases: PubMed, Web of Science, and the
Cochrane Library. The search time frame was set from Jan-
uary 2016 to December 2025, to capture the most recent and
relevant evidence on cardiac-psychological care, psycholog-
ical resilience, and ACS management. Search terms were
developed using a combination of MeSH terms and free-text
keywords, including: “Acute Coronary Syndrome”, “Psycho-
Cardiology”, “Integrated Care”, “Psychological Resilience”,
and “Clinical Nursing”.

Title and abstract screening were conducted independently
by two authors to exclude irrelevant studies. Full-text screen-
ing was subsequently performed for the remaining articles to
assess eligibility based on pre-defined inclusion criteria: (1)
original research, systematic reviews, or clinical consensus
statements focused on ACS patients; (2) studies investigating
integrated cardiac-psychological care models or resilience-
building interventions; (3) research involving clinical nursing
practice in ACS management; (4) publications in English
with full-text availability. Reference lists of included land-
mark studies and systematic reviews were hand-searched to
identify additional eligible literature, ensuring comprehen-
sive coverage of the research field. A total of 33 studies
and clinical documents were ultimately included in this re-
view, forming the empirical foundation for the analysis of
integrated care model structure, nursing interventions, imple-
mentation challenges, and future research directions.
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3. RESILIENCE: THE PROTECTIVE BUFFER
IN ACS

Psychological resilience is defined as the dynamic ability
to adapt and bounce back from significant adversity, such
as a life-threatening ACS event. Research indicates that re-
silience is not merely a personality trait but a modifiable
factor that nurses can influence.[7] A contemporary review
of psychosocial resilience in heart failure identifies key pro-
tective factors, including optimism, self-efficacy, and social
connectedness.[10] These protective factors are transdiagnos-
tic and directly generalizable to the ACS patient population,
forming a critical empirical foundation for the development
of our ACS cardiac-psychological integrated care model. The
identification of these core resilience factors in the heart fail-
ure literature informed the intentional design of our model’s
structural components and nursing intervention strategies,
with each element of the model strategically tailored to foster
and strengthen optimism, self-efficacy, and social connected-
ness in ACS patients, which is consistent with the evidence
base for psychosocial resilience in cardiovascular disease
more broadly.

1) Biological Link: High resilience is associated with lower
pro-inflammatory markers (e.g., IL-6, CRP) and better auto-
nomic nervous system regulation.[11] The biological pathway
involves downregulation of the HPA axis and reduced sym-
pathetic overdrive, which protects the myocardium from
stress-induced ischemia.

2) Psychological Link: Resilience serves as a buffer against
post-ACS depression and “Fear of Progression”, which are
major barriers to cardiac rehabilitation.[12] High-resilience
patients demonstrate better emotional regulation, reduced
catastrophic thinking about symptoms, and greater adher-
ence to lifestyle modifications.

3) Social Link: Beyond individual factors, family resilience
plays a critical role in patient recovery. Family function-
ing, communication patterns, and collective problem-solving
capacity significantly influence psychological outcomes in
both heart failure and ACS populations.[7] Social support
networks provide tangible assistance, emotional validation,
and a sense of belonging that buffers against isolation and
despair.[13]

4. STRUCTURAL COMPONENTS OF INTE-
GRATED CARE MODELS

Effective integrated care models for ACS require a paradigm
shift from fragmented, physiology-focused care to a mul-
tidisciplinary, patient-centered approach where the clinical
nurse acts as the central coordinator and Resilience Architect,
a role uniquely suited to nurses given their frontline posi-

tion across the entire ACS care continuum (acute inpatient
management to post-discharge rehabilitation and long-term
follow-up).[10] The structural components of this model are
designed to address the unmet need for holistic, nurse-led
care that bridges cardiac and psychological health for ACS
patients, and each component is strategically developed to
target the biological, psychological, and social protective
mechanisms of resilience, breaking the vicious cycle of phys-
ical and mental deterioration in this patient population.

This model initiates on Day 1 of ACS inpatient admission,
and proceeds in a continuous, sequential manner through
acute inpatient care to long-term outpatient follow-up, with
core structural components operationalized in phase-specific
care settings to align with patients’ dynamic recovery needs.
This model was developed in December 2025 by a multi-
disciplinary team comprising cardiac clinical nurses (core
leading role), psycho-cardiology specialists, cardiovascular
physicians, clinical psychologists, and healthcare informat-
ics experts. The development was anchored in the authors’
long-term clinical practice and observational insights of ACS
patients at the Psycho-cardiology Medical Center of Beijing
Anzhen Hospital in China. After examining the clinical out-
comes of ACS patients in this setting, the authors recognized
critical unmet holistic care needs, including the persistent
fragmentation of cardiac and psychological support and the
lack of standardized resilience-building interventions, which
were consistently associated with poor long-term prognosis
and reduced quality of life in the hospital’s ACS patient co-
hort. Before finalization, the multidisciplinary development
team conducted a comprehensive internal clinical validity
review for all model components. This review included a crit-
ical appraisal of each component against the latest ACS clin-
ical practice guidelines, evidence-based psycho-cardiology
research findings, and real-world frontline nursing work-
flow feasibility, with targeted revisions made to optimize the
clinical applicability of model components based on review
outcomes. Below is a detailed description of the key struc-
tural components of the model and their clinical importance
for ACS care.

1) Early Screening: Completed on Day 1 of inpatient ad-
mission (the model’s initiation point), early and standardized
screening is the foundational step of the model, as it iden-
tifies “psychologically fragile” ACS patients at high risk
of psychological distress (depression, anxiety, fear of pro-
gression) and low resilience, which independently increase
cardiovascular adverse events (rehospitalization, mortality).
Screening cannot be limited to individual psychological sta-
tus alone, as ecological factors (family functioning, social
support) directly shape resilience trajectories and recovery
outcomes for ACS patients. Notably, the research team rec-
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ognizes that limited empirical research exists specifically on
the synergistic use of psychological distress and resilience
screening tools in acute-phase ACS care, a critical gap this
model aims to address by integrating validated, brief tools
into routine nursing workflows. Utilizing standardized tools
like the Patient Health Questionnaire-9 (PHQ-9) for depres-
sion screening and the Connor-Davidson Resilience Scale
(CD-RISC) for resilience assessment during the acute phase
to identify “psychologically fragile” patients.[7] Resilience
assessment should be complemented by evaluating family
functioning and social support availability, as these ecologi-
cal factors significantly influence recovery trajectories.[7]

2) Family-Centered Assessment: Conducted within the
first 48 hours of inpatient admission, family resilience is
a non-negotiable determinant of ACS patient recovery, as
family functioning, communication patterns, and collective
adaptive capacity directly influence patient psychological
outcomes, treatment adherence, and long-term quality of
life. Conventional ACS care focuses solely on the individual
patient, neglecting the family system as a core source of
resilience (or risk) for the patient. This component addresses
this critical gap by centering the family in the care process,
as caregiver burden and maladaptive family dynamics can
undermine even the most effective individual resilience in-
terventions. Given the crucial role of family resilience in
patient outcomes, nursing assessment should extend beyond
the individual patient to evaluate family communication pat-
terns, caregiver burden, and the family’s collective capacity
to adapt to the cardiac event. The Family Assessment De-
vice (FAD) or brief interviews can identify families requiring
additional support.

3) Social Support Mapping: Initiated during inpatient care
(within 72 hours of admission) and refined for sustained use
in outpatient follow-up, social connectedness is a key pro-
tective factor for psychological resilience in ACS patients,
providing tangible assistance (e.g., support with medication
adherence), emotional validation, and a sense of belonging
that buffers against isolation and despair, which are major
drivers of psychological distress in post-ACS patients. Many
ACS patients face social isolation (e.g., due to functional
limitations, fear of activity), and routine cardiac care does
not systematically assess or leverage social support networks
to sustain resilience. Social support mapping transforms
passive social support into an active, structured component
of care, ensuring patients have access to sustainable social
resources post-discharge. Nurses should assess the patient’s
social network, identifying key support persons, potential
isolation risks, and available community resources. Social
support interventions may include connecting patients with
peer support groups, cardiac rehabilitation communities, or

online forums.[13]

4) Digital Integration: Implemented during inpatient care
(to familiarize patients with platforms) and fully operational-
ized as the core continuity tool for outpatient follow-up,
ACS patient recovery is a long-term process, and hospital-
based resilience interventions alone are insufficient to sustain
progress post-discharge. Digital health (mHealth) addresses
the critical challenge of care continuity, as it enables real-
time monitoring of both cardiac physiology and psychologi-
cal status, and delivers “just-in-time” nursing interventions
when patients experience mood fluctuations or cardiac symp-
tom concerns, preventing small setbacks from escalating into
major adverse events. Digital integration also standardizes
resilience-building support, making it scalable and acces-
sible to ACS patients in diverse clinical and community
settings. Leveraging mHealth platforms to monitor both
ECG data and mood fluctuations, allowing for “just-in-time”
nursing interventions.[14] Digital health interventions can
extend resilience-building beyond hospital walls, providing
continuous support through smartphone applications that of-
fer psychoeducation, symptom tracking, and crisis support
hotlines.

5. THE CLINICAL NURSE AS THE “RE-
SILIENCE ARCHITECT”

In the integrated model, the clinical nurse’s role evolves into
that of a “Resilience Architect”, employing specific strate-
gies to rebuild the patient’s psychological infrastructure. This
role is underpinned by robust clinical evidence. Nurse-led
psycho-cardiology interventions, including family-centered
education and social support guidance, have been proven to
strengthen treatment compliance and family resilience, di-
rectly boosting long-term quality of life for ACS patients.[15]

Additionally, nurse-led digital health and remote follow-up
initiatives have demonstrated marked effectiveness in sus-
taining post-discharge care continuity and resilience-building
efforts, effectively addressing the fragmentation of traditional
cardiovascular care.[16]

5.1 Symptom reframing and cognitive reappraisal
ACS patients frequently suffer from cardiophobia, misinter-
preting normal physiological sensations (like a slight increase
in heart rate during walking) as signs of a new heart attack.
Nurses utilize cognitive reappraisal to help patients differen-
tiate between benign somatic sensations and actual cardiac
symptoms, effectively breaking the anxiety-tachycardia feed-
back loop.[17]

5.2 Brief Positive Psychology Interventions (BPPIs)
Evidence suggests that even short-term nursing interventions
can rewire a patient’s outlook. By encouraging “Gratitude
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Journaling” or “Strength Spotting”, nurses help patients fo-
cus on their survival and capacity for recovery rather than
their vulnerability.[18] This shift builds self-efficacy, which is
directly linked to better medication adherence and smoking
cessation.[19]

5.3 The Neuro-cardiac education path
Nurses provide a biological rationale for psychological care
by explaining the Brain-Heart Axis. Teaching “Vagal Tone
Regulation” techniques, such as paced diaphragmatic breath-
ing, empowers patients to physically down-regulate their
stress response, providing a sense of control over their car-
diac health.[20]

• Mindfulness-Based Stress Reduction (MBSR) Pro-
tocol: Evidence-based mindfulness interventions
adapted for cardiac patients typically include:[21]

• Body Scan Meditation: Guiding patients through
systematic attention to bodily sensations, reducing
somatic anxiety, and improving interoceptive aware-
ness.[22]

• Paced Breathing Exercises: Teaching 4-7-8 breath-
ing (inhale 4 counts, hold 7 counts, exhale 8 counts)
to activate the parasympathetic nervous system.[23]

• Loving-Kindness Meditation: Cultivating positive
emotions toward self and others, which has been
shown to improve heart rate variability and reduce
inflammatory markers.[24]

• Daily Practice Integration: Encouraging 10-15 min-
utes of formal practice twice daily, complemented
by informal mindful moments during routine activ-
ities.[25]

5.4 Family and caregiver education
Resilience-building extends beyond the individual patient to
include family systems. Nurses educate caregivers on:

• Avoiding Over-Protection: Balancing support with
autonomy promotion, as excessive caregiving can in-
advertently foster patient dependence and learned help-
lessness.[7]

• Communication Skills: Teaching family members to
use supportive, non-catastrophizing language when
patients express concerns about symptoms.

• Resilience Modeling: Encouraging caregivers to
demonstrate adaptive coping behaviors, as family
members’ responses significantly influence patient psy-
chological outcomes.

• Caregiver Self-Care: Addressing caregiver burden
and burnout, ensuring that the family unit as a whole
maintains resilience throughout the recovery process.

• Self-Care Behavior Coaching: Drawing from self-
efficacy theory, nurses guide patients in developing
sustainable self-care routines, including medication ad-
herence, dietary modifications, physical activity, and
symptom monitoring.[19]

6. CLINICAL PRACTICE: THE NURSE-LED
RESILIENCE DISCHARGE CHECKLIST

To bridge the gap between resilience theory and clinical bed-
side practice, this review proposes a structured roadmap for
the final phase of inpatient ACS care, with the entire re-
silience discharge checklist to be completed during the final
48 hours of inpatient ACS care (before patient discharge),
which is the evidence-based optimal window for such inter-
ventions to maximize post-discharge adherence and clinical
efficacy. All core intervention strategies elaborated in the pre-
ceding subheadings (symptom reframing, neuro-cardiac edu-
cation, family and caregiver education, positive psychology
interventions, and self-care coaching, etc.) are systematically
integrated into corresponding items of the checklist below
(see Table 1), ensuring full alignment between theoretical
intervention frameworks and clinical practice steps.

All nursing action items in Table 1 are designed to opera-
tionalize the resilience-building interventions detailed in the
prior sections, translating theoretical strategies into action-
able, step-by-step clinical practice for inpatient ACS care
before discharge. A clear delineation of inpatient versus out-
patient model components is established to ensure distinct
care actions and goals across the care continuum. The inpa-
tient core components focus on early identification (screen-
ing/assessment), foundational resilience skill building, and
care transition planning; outpatient follow-up components
center on sustained digital monitoring, booster resilience
interventions, scheduled psychological follow-up visits, so-
cial support network optimization, and personalized self-care
plan adjustment based on real-time patient status and recov-
ery progress.

7. IMPLEMENTATION CHALLENGES IN CLIN-
ICAL PRACTICE

Despite the benefits, implementation faces significant hur-
dles:

• Time and Resource Constraints: High-acuity CCU
environments often prioritize physical stability, leav-
ing little room for psychological assessment.[26] Stan-
dardized resilience interventions require dedicated
time that may conflict with clinical workflows, ne-
cessitating creative integration of brief screening and
intervention into routine care activities.
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• Stigma: Patients may resist “mental health” labels;
thus, nurses must frame psychological care as “stress
management for heart recovery” or “building emo-
tional strength for cardiac wellness”.[13] Destigmati-
zation through normalization-emphasizing that psy-
chological distress is a common, expected response to
cardiac events-is essential for patient engagement.

• Nurse Training and Competency: Many cardiac
nurses receive limited training in psychological in-
terventions during their basic education. Implemen-
tation requires ongoing professional development in
resilience-building techniques, motivational interview-
ing, and recognizing psychological crisis indicators.

• Organizational Culture: Institution-level commit-
ment is necessary to prioritize psychological care
alongside physiological care. This includes admin-
istrative support for nurse-led interventions, allocation
of resources for screening tools, and integration of
mental health outcomes into quality metrics.

• Sustainability and Scalability: While pilot programs
may demonstrate efficacy, long-term sustainability re-
quires embedding resilience protocols into standard
care pathways, developing train-the-trainer models,
and creating digital platforms that extend intervention
reach beyond hospitalization.

Table 1. Nurse-led resilience-building discharge checklist for ACS inpatients
 

 

Phase Category Nursing Action Item Evidence Base 

I Screening 
Administer CD-RISC 10 and PHQ-2 to identify high-risk psychological 
profiles; assess family functioning and social support availability 

Eur. Heart Journal (2025); 
Family Process (2023) 

II Education 
Verify patient understands how stress affects heart rate and blood pressure via 
the ANS; teach brain-heart axis connection 

J. Psychosomatic Res. 
(2021) 

III Skills 
Ensure patient can demonstrate Paced Breathing and basic mindfulness 
techniques; provide written/audio guides for home practice 

Nature Rev. Cardiology 
(2022); J. Psychosom. Res. 
(2021) 

IV Cognitive 
Review the difference between “musculoskeletal discomfort” and “anginal 
pain”; practice cognitive reframing with patient 

J. Cardiovascular Nursing 
(2022) 

V Social 
Assess social support network; educate caregivers on avoiding 
“over-protection” and fostering autonomy; provide family resilience resources 

Family Process (2023); 
Frontiers in Psychology 
(2022) 

VI Self-Care 
Develop personalized self-care plan including medication adherence, physical 
activity, and symptom monitoring; strengthen self-efficacy through mastery 
experiences 

Patient Education and 
Counseling (2022) 

VII Follow-up 
Enroll patient in a cardiac mHealth app for remote mood and symptom 
tracking; schedule psychological follow-up within 2-4 weeks; provide peer 
support group information 

J. Med Internet Res (2023)

 

8. DISCUSSION
This discussion contextualizes the key findings of the cardiac-
psychological integrated care model for ACS patients, cen-
tered on psychological resilience-building and led by clinical
nurses as Resilience Architects, within the extant psycho-
cardiology and ACS care literature, elaborates on the model’s
novelty and clinical implications, addresses implementation
challenges with adaptive strategies, acknowledges inherent
limitations, and aligns the model with global clinical practice
guidelines to frame its place in contemporary cardiovascular
care.

8.1 Theoretical and clinical implications of the “re-
silience architect” nurse role

Framing the clinical nurse as the resilience architect repre-
sents a paradigm shift in the conceptualization of nursing

practice within ACS care, advancing the current understand-
ing of nurse-led integrated cardiac-psychological care by
moving beyond nurses as passive deliverers of physiological
care to active coordinators and builders of holistic patient
resilience.[27] Historically, ACS care has centered on rapid
revascularization and pharmacological management, with
psychological care relegated to adjunctive or specialist-only
support.[28] This model embeds the nurse at the core of
the brain-heart axis care continuum, leveraging their unique
frontline position across acute inpatient, post-discharge re-
habilitation, and long-term outpatient follow-up. Empirical
evidence has long validated nurse-led interventions in reduc-
ing ACS rehospitalization rates and improving medication
adherence, but the resilience architect role formalizes nurses’
capacity to address the modifiable psychological and social
determinants of cardiac health.[29] This role operational-
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izes the transdiagnostic protective factors of psychological
resilience, including optimism, self-efficacy, and social con-
nectedness, into routine nursing workflows, bridging the crit-
ical gap between physiological stabilization and sustained
psychological adaptation. Theoretically, this role aligns with
the Society to Cells Resilience Theory, extending its appli-
cation from heart failure to ACS populations and grounding
nursing practice in a biobehavioral framework that acknowl-
edges the bidirectional biological, psychological, and social
links of resilience to cardiac outcomes.[30] Clinically, the Re-
silience Architect role creates a sustainable, scalable pathway
for integrated care, as nurses are the largest healthcare work-
force in cardiovascular settings and can deliver resilience-
building interventions without over-reliance on specialized
psycho-cardiology or psychology staff, addressing the global
shortage of mental health providers in cardiac care.

8.2 Novelty and practical value of the resilience-
centered integrated care model

Compared to existing fragmented ACS care approaches and
other psycho-cardiology intervention frameworks, the pro-
posed cardiac-psychological integrated care model, with
psychological resilience-building as its core structural and
functional foundation, offers distinct novelty and practical
clinical value. Conventional ACS care silos physiological
and psychological support, with psychological interventions
typically initiated only after the onset of severe distress, and
social support is assessed in an ad hoc, non-standardized
manner.[31] This model reverses this reactive approach by
integrating proactive resilience assessment and building from
Day 1 of inpatient admission, identifying “psychologically
fragile” patients and addressing ecological resilience fac-
tors (family functioning and social support) as early as the
acute phase. Unlike other psycho-cardiology intervention
frameworks that focus solely on reducing psychological dis-
tress (such as anxiety/depression symptom management),
this model targets resilience as a modifiable protective factor,
breaking the vicious cycle of physical and mental deterio-
ration by strengthening patients’ capacity to adapt to the
chronicity of ACS, rather than just mitigating negative emo-
tional states.[32] The model’s four key structural components,
including early screening, family-centered assessment, so-
cial support mapping, and digital integration, are uniquely
designed to be sequential, continuous, and phase-specific,
aligning with the dynamic recovery needs of ACS patients
from acute inpatient care to long-term follow-up. This stands
in contrast to one-time or short-term psycho-cardiology inter-
ventions that lack care continuity and fail to sustain resilience
gains post-discharge. Practically, the model is anchored in
real-world clinical practice at the Psycho-cardiology Medical
Center of Beijing Anzhen Hospital, with all components val-

idated for feasibility against frontline nursing workflows and
revised to address the unique unmet needs of ACS patients
in a real-world cardiovascular care setting. The addition
of the nurse-led resilience discharge checklist further trans-
lates theoretical resilience-building strategies into actionable,
step-by-step clinical practice, ensuring that integrated care
is not just a conceptual framework but an implementable
roadmap for inpatient nurses, with clear alignment between
intervention theory and bedside practice.

8.3 Implementation challenges and contextual adaptive
strategies

The identified implementation challenges, including
time/resource constraints, stigma around cardiac mental
health, nurse training gaps, and organizational culture bar-
riers, are not unique to this model but reflect systemic and
clinical realities of contemporary cardiovascular care, and
their real-world relevance demands nuanced, contextually
adaptive strategies rather than one-size-fits-all solutions.

For time and resource constraints in high-acuity CCU envi-
ronments, where physiological stability is prioritized, brief,
validated screening tools (such as CD-RISC 10 and PHQ-2)
can be integrated into routine nursing assessments (such as
vital sign checks and medication administration) to eliminate
dedicated “psychological assessment” time. Additionally, re-
silience interventions can be delivered in micro-doses (such
as 5-minute paced breathing guidance and brief cognitive
reframing conversations) during bedside care, rather than
as separate long-form sessions. Stigma related to “mental
health” labels in cardiac patients can be mitigated through
normalization and reframing of psychological care as “car-
diac stress management” or “emotional strength building
for heart recovery”, framing resilience interventions as an
integral part of cardiac rehabilitation rather than a separate
mental health service. This reframing is supported by evi-
dence that patients are more engaged with psychological care
when it is tied directly to tangible cardiac outcomes (such
as reduced stress-induced ischemia and improved heart rate
variability).

For nurse training gaps, a train-the-trainer model is proposed,
where specialist psycho-cardiology nurses and clinical psy-
chologists train frontline cardiac nurses in core resilience-
building techniques (including cognitive reappraisal, brief
positive psychology interventions, and vagal tone regulation)
and psychological crisis identification. This modular train-
ing can be delivered via in-person workshops and digital
learning platforms, with ongoing mentorship to build com-
petency without disrupting clinical workflows. Importantly,
training should prioritize nurse self-efficacy in delivering
psychological care, as many cardiac nurses report anxiety
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about “overstepping” into mental health practice.

Organizational culture barriers require institutional commit-
ment to integrating psychological care into core ACS care
metrics, with hospital administrators allocating dedicated
resources for screening tools, digital health platforms, and
nurse training, and embedding mental health and resilience
outcomes (such as CD-RISC scores and psychological dis-
tress rates) into quality improvement benchmarks alongside
traditional cardiac outcomes (such as rehospitalization and
mortality). For low-resource healthcare settings, the model
can be adapted by simplifying digital integration to low-cost
mobile messaging platforms (rather than advanced mHealth
apps) and leveraging community health workers to support
social support mapping and post-discharge resilience follow-
up, ensuring scalability across diverse healthcare systems.

8.4 Limitations of the current model development work
The current evidence-based development of the cardiac-
psychological integrated care model has key limitations that
must be acknowledged to guide future research and clinical
translation.

First, the most significant limitation is the lack of empirical
pre/post clinical testing with ACS patient cohorts to date.
While the model is built on 33 peer-reviewed studies, clinical
consensus statements, and systematic reviews, and validated
for internal clinical feasibility by a multidisciplinary team,
it has not yet been tested in a real-world clinical setting to
verify its efficacy in improving resilience scores, reducing
psychological distress, or enhancing long-term cardiac out-
comes. This limits the ability to draw causal conclusions
about the model’s impact and to identify patient subgroups
that may benefit most from specific resilience interventions.

Second, this systematic review only included English-
language literature, which may introduce publication bias
and limit the generalizability of the model to non-Western
ACS populations, even though the model was developed
based on clinical insights from a Chinese cardiovascular
center.

Third, the model’s digital integration component assumes
baseline access to mobile health technology and digital lit-
eracy among ACS patients, which may not be universal,
particularly among elderly, rural, or socioeconomically dis-
advantaged patient groups, potentially exacerbating health
disparities if not adapted for low-tech settings.

Fourth, the model focuses on the inpatient and early post-
discharge phase of ACS care, with less detailed guidance on
long-term (≥ 6 months) resilience maintenance. Although

outpatient digital monitoring and follow-up are included, the
specific booster interventions needed to sustain resilience
gains over the chronic course of ACS remain undefined and
require further research.

Finally, the model does not yet account for comorbid chronic
conditions (such as diabetes and chronic kidney disease)
that are highly prevalent in ACS patients and may modify
resilience trajectories and intervention response, a critical
consideration for real-world applicability.

8.5 Alignment with global ACS and psycho-cardiology
clinical practice guidelines

The design and core components of the cardiac-
psychological integrated care model are fully aligned with
global ACS and psycho-cardiology clinical practice guide-
lines, most notably the 2025 ESC Clinical Consensus State-
ment on Mental Health and Cardiovascular Disease, which
serves as a foundational evidence base for the model’s devel-
opment and implementation recommendations.[6] The ESC
Consensus Statement mandates routine screening for psy-
chological distress in all ACS patients and the integration of
evidence-based psychological interventions into standard car-
diac rehabilitation, which initiates standardized screening for
psychological distress and resilience on Day 1 of inpatient
admission and embeds resilience-building interventions into
pre-discharge and post-discharge cardiac rehabilitation work-
flows. The model’s family-centered care approach aligns
with the ESC statement’s emphasis on supporting caregiver
resilience and addressing family system factors, as family
functioning is recognized as a key social determinant of car-
diovascular outcomes. Additionally, the model’s focus on
nurse-led integrated care aligns with international guidelines
from the World Heart Federation and the American Heart
Association, which prioritize nursing as a cornerstone of
psycho-cardiology care delivery due to nurses’ frontline role
in the ACS care continuum. The model’s digital integration
component also aligns with the ESC’s recommendations for
leveraging digital health to improve care continuity in car-
diovascular disease, with real-time monitoring of cardiac
physiology and psychological status addressing the guide-
line’s call for "just-in-time" interventions to prevent adverse
events post-discharge. Finally, the model’s future clinical
validation framework, with multi-dimensional target mea-
surements spanning clinical, psychological, social-functional,
and care delivery outcomes, aligns with the ESC’s emphasis
on holistic outcome assessment in psycho-cardiology, mov-
ing beyond traditional cardiac endpoints to include patient-
reported quality of life, self-efficacy, and caregiver burden as
critical measures of care success.

Published by Association for Health Sciences and Education 31



https://jnepweb.org Journal of Nursing Education and Practice 2026, Vol. 16, No. 3

8.6 Broader significance of the model in psycho-
cardiology

This resilience-centered cardiac-psychological integrated
care model fills a critical gap in the psycho-cardiology lit-
erature by providing a structured, nurse-led framework for
integrating resilience-building into routine ACS care, a need
that has been highlighted in numerous systematic reviews
and clinical consensus statements but not yet operationalized
into a feasible, phase-specific clinical roadmap. Psycho-
cardiology research has long established the bidirectional
link between psychological resilience and cardiac health,
but this model translates that evidence into practice, making
resilience-building accessible to frontline nurses and scal-
able across cardiovascular care settings.[33] For ACS patients,
the model represents a shift from a fear-based, dependence-
driven recovery journey to one of adaptation and strength,
addressing the “Fear of Progression” and cardiophobia that
are major barriers to cardiac rehabilitation and long-term
adherence. For the broader field of psycho-cardiology, the
model advances the integration of resilience theory into clin-
ical practice, extending its application from chronic heart
failure to acute cardiovascular events and providing a tem-
plate for developing resilience-centered care models for other
cardiovascular conditions (such as heart failure and hyper-
tension). Ultimately, this model reinforces the core tenet
of psycho-cardiology, namely, cardiac health and emotional
health are inseparable, and holistic ACS care must address
both to improve long-term patient prognosis and quality of
life.

8.7 Key recommendations
Based on the 2025 ESC Clinical Consensus Statement on
Mental Health and Cardiovascular Disease,[6] healthcare sys-
tems should:

• Routinely screen for psychological distress and re-
silience factors in all ACS patients

• Integrate evidence-based resilience-building interven-
tions into standard cardiac rehabilitation

• Prioritize and scale nurse-led training programs in
basic psychological first aid and resilience coaching,
building on the proven efficacy of nurse-led care in car-
diovascular and psycho-cardiology practiceDevelop
family-centered care pathways that support both pa-
tients and caregivers

• Allocate dedicated research funding and resources to
design and implement rigorous pre/post clinical tri-
als that apply the predefined multi-dimensional target
measurements of success, for the empirical validation
of this cardiac-psychological integrated care model
in diverse ACS patient populations (e.g., urban/rural

settings, different age/disease severity subgroups, and
varied healthcare system contexts), to confirm its clin-
ical validity, specificity and scalability in real-world
practice.

9. CONCLUSION AND FUTURE DIRECTIONS
Integrated cardiac-psychological care models centered on
psychological resilience-building represent a transformative,
evidence-informed paradigm shift for universal ACS care
management, and the nurse-led resilience-focused model
developed in this study is uniquely positioned to be system-
atically incorporated into all stages of routine ACS care de-
livery. As the “Resilience Architect”, the clinical nurse plays
an irreplaceable and central role in this paradigm shift, trans-
forming the ACS patient’s recovery journey from one of fear
and dependence to one of adaptive strength and self-efficacy.
This nurse-led care framework is firmly rooted in robust
evidence from prior cardiovascular and psycho-cardiology
research, which has repeatedly confirmed that nurse-led inte-
grated interventions across the ACS care continuum are an
evidence-based, highly scalable approach to optimizing pa-
tient outcomes, including improved physiological recovery,
reduced psychological distress, enhanced long-term treat-
ment adherence, and diminished risk of recurrent cardiac
events. Notably, this author-developed cardiac-psychological
integrated care model is a novel, structured, and practice-
ready framework that addresses the critical gap in holistic
ACS care by unifying cardiac and psychological support
with resilience-building as its core. Its phase-specific design,
alignment with global clinical guidelines, and adaptability to
diverse healthcare settings make it a viable and essential addi-
tion to standard ACS care management protocols worldwide.
While the model currently lacks rigorous clinical validity
and specificity verification through pre/post empirical test-
ing with ACS patient cohorts, pre-defined multi-dimensional
target measurements of success have been established as pri-
mary and secondary endpoints for future trials, fully aligned
with core ACS care outcomes and resilience-building goals.
Therefore, the rigorous clinical validation through pre/post
patient trials is established as the overarching and most crit-
ical priority for future research, which is a necessary step
to facilitate the model’s formal integration into mainstream
ACS care management, translate its evidence-based theo-
retical design into tangible real-world clinical benefit, and
ensure its scalability across urban/rural, high/low-resource,
and international healthcare systems. This validation will
further solidify the model’s role as a foundational component
of holistic ACS care, ensuring that psychological resilience-
building is no longer an adjunct to cardiac care but a core,
non-negotiable element of all ACS care management path-
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ways.

9.1 Target measurements of success for clinical valida-
tion

To systematically evaluate the clinical value and feasibil-
ity of the developed cardiac-psychological integrated care
model in future empirical testing, multi-dimensional target
measurements of success have been defined, derived from
evidence-based ACS and psycho-cardiology research, and
covering clinical, psychological, social-functional, and care
delivery domains.

• Clinical Outcomes: Reduced ACS-related rehospital-
ization and mortality rates; improved long-term medi-
cation adherence; increased participation and comple-
tion rates of cardiac rehabilitation programs.

• Psychological Outcomes: Elevated psychological re-
silience scores (assessed via the Connor-Davidson
Resilience Scale, CD-RISC); reduced depression
and anxiety levels (measured by the Patient Health
Questionnaire-9 (PHQ-9) and validated anxiety
scales); decreased “Fear of Progression” and cardio-
phobia in ACS patients.

• Social-Functional Outcomes: Enhanced family re-
silience and social support network functionality;
improved patient-reported quality of life (QoL) via
cardiovascular-specific QoL scales; increased patient
self-efficacy and independent self-care capacity.

• Care Delivery Outcomes: Sustained post-discharge
care continuity (monitored via digital health platform
engagement); increased patient adherence to long-term
follow-up appointments; reduced caregiver burden and
burnout (assessed via standardized caregiver burden
scales).

These target measurements will be systematically tracked
and analyzed across diverse ACS patient subgroups (e.g.,
urban/rural settings, different age/disease severity cohorts,
varied healthcare system contexts) to verify the model’s effi-
cacy, scalability, and real-world clinical applicability.

9.2 Future research directions
Several knowledge gaps warrant investigation, with pre/post
clinical validation of the developed cardiac-psychological
integrated care model serving as the foundational overarch-
ing focus that guides and contextualizes all subsequent re-
search efforts, with a central goal of supporting the model’s
widespread incorporation into routine ACS care management
globally:

• Optimal Intervention Timing: Determining the most

effective window for initiating resilience interventions
post-ACS to maximize long-term adherence and out-
comes

• Personalized Approaches: Identifying patient sub-
groups most likely to benefit from specific intervention
types based on baseline resilience, social support, and
demographic factors

• Technology Integration: Leveraging artificial intelli-
gence and machine learning to predict psychological
deterioration and deliver personalized digital interven-
tions.[14]

• Mechanism Studies: Further elucidating the biological
mechanisms through which resilience interventions in-
fluence cardiovascular outcomes, including epigenetic
changes and neuroplasticity

• Economic Analyses: Conducting cost-effectiveness
studies to demonstrate the value proposition of nurse-
led resilience programs to healthcare administrators
and policymakers

Future efforts should focus on standardized resilience-
training protocols, the integration of digital health tools,
rigorous pre/post clinical testing, and validation of the devel-
oped cardiac-psychological integrated care model, and the
ultimate establishment of this model as a core component of
psycho-cardiology care that is universally incorporated into
all ACS care management pathways worldwide, honoring
the inseparable connection between emotional and cardiac
health throughout the continuum of care.
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