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 Fig. 1. The interface of the Transitional Self-Management Online Platform. 

The platform consists of: A self-management questionnaire, medication use, examination report, and online Q&A; individual record of self-management contents; educational contents; other questionnaires. B data summary diagram of heart rate for the day and week. C data summary diagram of peripheral oxygen saturation for the day and blood pressure for the week.
Table 1. Interview Guide
	Interview Guide

	Part 1: Introduction
Thank you very much for agreeing to participate in this interview. We are conducting this interview to better understand the reasons for hospital readmissions among patients after discharge. There are no right or wrong answers; we are interested in your experiences.

Participation in this study is voluntary. Your decision to participate or not will not affect the care you receive. The interview should take approximately 30 to 60 minutes, depending on how much you share.

With your permission, I would like to audio-record the interview so that I do not miss any of your comments. All responses will be kept confidential, and any identifying information, such as your name, will be removed. You may refuse to answer any question, and you may stop the interview at any time for any reason.

Do you have any questions about what I have just explained? May I start recording now?



	Part 2: Interview Questions

	I. Introductory Questions
1.When were you diagnosed with chronic heart failure (HF)? 

2.How has it affected your daily life? 

(1) How has heart failure affected your physical health? 

(2) How has it affected your emotions? 

(3) How has it affected your social relationships?

	II. In-Hospital Services   
1.How would you rate the medical care you received during hospitalization? 

2.Were you able to understand the information about your treatment during hospitalization? 

(1) If yes, what helped you understand this information? 

(2) If no, what could improve information sharing? Was there any staff member you found particularly easy to communicate with? (e.g., doctor, nurse, or others)

	III.  Information at Discharge

1.At discharge, did you feel that someone provided you with the help or information needed after leaving the hospital? 

(1) If yes, who provided this information? Was it helpful? Did you understand it? 

(2) If no, what information would you have liked to receive? 

2.Do you feel that there were any symptoms or health issues to pay attention to after discharge? 

(1) If yes, was the information provided helpful? (If helpful, how? If not, why not?) 

(2) If no information was provided, what information would have been useful? In what form would you like it to be provided?

	IV.  Post-Discharge Self-Management
1.Do you know how heart failure patients should manage themselves after discharge? 

2.Do you know which medications you need to take? 

(1) If yes, follow-up: Why do you take these medications? How do you take them? 

(2) Are you taking your medications according to the prescription? 

(3) Do you have any additional needs regarding medication management? 

3.What is your diet like at home? As a patient with HF, do you know what you should eat? 

(1) If yes, follow-up: Why should you follow this diet? 

(2) Are there other dietary needs? What help do you need regarding diet? Who can help you, and in what form? 

3.Do you exercise at home?

(1) If yes: How do you exercise? Do you know which exercises you are allowed to do? Why do you do these exercises? 

(2) If no: Why do you not exercise? 

4.Are there other needs related to physical activity? What help do you need? Who can help, and in what form? 

5.What indicators do you monitor? What self-monitoring do you do? Do you attend follow-up visits on time? 

6.How do you monitor? What works well and what does not? What improvements are needed? Who can help, and in what form? 

7.Do you experience emotional problems? How do you manage your emotions? Is it effective? What difficulties do you encounter? What help do you need, and who can provide it? 

8.Have you ever used wearable devices? 

(1) If yes: How was your experience? 

(2) Was it used for health monitoring (e.g., heart rate, blood pressure, pulse, blood oxygen)? 

  In managing your condition, do you feel there are areas you do well in?

	V.  Closing Questions

1.Based on what we have discussed today, what suggestions do you have for improving self-management after discharge? Are there any other needs? 

2.Before we finish, is there anything else you would like to add?


Table 2. Self-monitoring record sheet for heart failure patients
	Item
	
	

	1
	Did you smoke today?
	Yes
	No

	2
	Did you drink any alcohol today?
	Yes
	No

	3
	Did you eat healthy today?
	Yes
	No

	4
	Did you take your medication today? On time and in dosage?
	Yes
	No

	5
	Did you have any symptoms (tiredness, shortness of breath, edema) today?
	Yes
	No

	6
	If you have symptoms, are they aggravated?
	Yes
	No

	7
	How's the mood today?
	Good/fair/bad

	8
	How was your sleep last night?
	Good/fair/bad

	9
	Did you exercise today?
	Yes
	No

	10
	Duration of exercise
	_mins

	11
	How much fluid did you take in today?
	_ml

	12
	Today's weight
	_kg


Table 3. The SF-TSTCP for heart failure patients

	Time
	Theme
	Goal
	Implementer
	Duration and dose
	Content and methods

	Admission phase

	Admission education
	Helping patients prepare for hospitalization, teaching them disease-related knowledge and clarifying self-management responsibilities.
	Registered nurse
	One session, ~30 min
	Inform patients of the goals of hospitalization and emphasize the importance of self-management, ‘Heart Failure Patient Health Self-Management Manual’, Parts I and II (Overview of Heart Failure, Triggers of Heart Failure).

	
	Medication management
	To understand the patient’s medication history and allergy history and provide a reference for later medication use.
	Registered nurse
	Concurrent with admission education
	Patients were asked about their pre-admission medications and allergies, which were recorded on the medication list.

	Hospitalization phase
	Routine care during hospitalization
	Helping patients recover and help them learn their medications.
	Registered nurse
	Throughout the hospital stay
	Perform care in accordance with the nursing routine; inform the patient of medications taken during hospitalization, and possible side effects. ‘Heart Failure Patient Health Self-Management Manual’, Parts Ⅲ (Heart Failure Treatment)

	
	Education on self-management at home
	Helping patients understand the purpose, content, and methods of heart failure self-management after discharge.
	Registered nurse
	One session during hospitalization
	‘Chronic Heart Failure Patient Health Self-Management Manual’, Parts Ⅳ (Home self-management of heart failure).

	Predischarge phase
	Discharge plan development
	Individualized discharge plans for patients.
	Registered nurse
	One joint meeting, up to 60 min
	Nurses, doctors, patients and families work together to develop a written, personalized discharge plan. The contents include medication, diet, activities, smoking and alcohol cessation, and other daily life management after discharge; symptoms and solutions when the condition changes suddenly, etc.

	
	Discharge education based on discharge plan guidance
	Helping patients understand and master the content of the discharge plan.
	Registered nurse
	One session on/around day of discharge
	Implementing discharge education for patients according to the discharge planning sheet.

	
	Education on the use of wearable device and online platform
	Helping patients learn to use wearable device and online platform for self-monitoring
	Registered nurse
	One session at discharge
	Distributing wearable device, teaching patients and family members to use the watch to measure vital signs and upload data on their cell phones, and using the platform to record the weekly health status.

	Post-discharge phase (within 30 days after discharge)
	Online monitoring 
	Helping patients implement a discharge plan for heart failure self-management to facilitate a safe and effective transition, improve patient experience.
	Registered nurse
	Daily, for 30 days
	Through the Transitional Self-Management Online Platform, we check the patient's health status daily and contact them in case of an alarm.

	
	telephone follow-up
	
	
	Once weekly × 4 calls, 10–30 min each
	Follow-up phone calls are based on the patient's basic condition for one week and provide individualized interventions for problems that arise in the subjects based on the solution-focused approach (describing the problem, developing well-formed goals, exploring for exceptions, end of session feedback, and evaluating progress).


Abbreviation: SF-TSTCP, Solution-Focused, Telehealth-Supported Transitional Care Program. The intervention was delivered by two registered nurses. For full provider credentials, training, and fidelity-monitoring procedures, see main manuscript (Methods) and Supplementary File S1 (TIDieR checklist).

Table 4. Feasibility and Acceptability of Transitional Care Program
	1. Are you satisfied with the intervention contents at admission (e.g., admission education, health self-management manual)?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from the intervention during the admission stage?

(2) What suggestions or expectations do you have to improve the experience during this period?

	2.Are you satisfied with the intervention contents during hospitalization (e.g., medication guidance, health self-management manual)?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from the intervention during the hospitalization stage?

(2) What suggestions or expectations do you have to improve the experience during this period?

	3.Are you satisfied with the intervention contents at discharge (e.g., discharge education, discharge plan guidance)?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from the intervention during the discharge stage?

(2) What suggestions or expectations do you have to improve the experience during this period?

	4.Do you use a smartwatch for self-monitoring every day?

①Yes ②No

	5.Are you satisfied with the way of using a smartwatch for self-monitoring?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from using the smartwatch for self-monitoring?

(2) What suggestions or expectations do you have to improve the experience during this period?

	6.Do you use the online health management platform every week?

①Yes ②No

	7.Are you satisfied with using the cloud platform to guide your post-discharge transitional care?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from using the online health management platform?

(2) What suggestions or expectations do you have to improve the experience during this period?

	8.Do you complete weekly telephone follow-ups?

①Yes ②No

	9.How satisfied are you with the telephone follow-ups?

①Very Satisfied ②Satisfied ③Partially Satisfied ④Less Satisfied ⑤Very Dissatisfied

	(1) What was your biggest gain from using the smartwatch for self-monitoring?

(2) What suggestions or expectations do you have to improve the experience during this period?

	10.Which part of the entire transitional care plan are you most satisfied with?

①Admission stage ②Hospitalization stage ③Discharge stage ④Post-discharge (a. Smartwatch b. Online health management platform c. Telephone follow-up)


Table 5. Feedback from TC Group Patients on Transitional Care program

	Admission stage
	Feasibility 
	Intervention completion rate*: 100%

	
	Acceptability
	Satisfaction: 4.58 (out of 5)

	
	Questions and Suggestions
	During the admission phase, patients have yet to adjust to their hospitalized status, and the admission education content is rather complex; it may be simplified.

	Hospitalization stage
	Feasibility 
	Intervention completion rate: 100%

	
	Acceptability
	Satisfaction: 3.85 (out of 5)

	
	Questions and Suggestions
	Patients experiencing distress and anxiety due to illness during their hospital stay may be offered appropriate psychological counselling.

	Discharge stage
	Feasibility 
	Intervention completion rate: 100%

	
	Acceptability
	Satisfaction: 4.22 (out of 5)

	
	Questions and Suggestions
	Upon discharge, patients and their families are often anxious and rushed. It is recommended that discharge instructions be provided one to two days prior to discharge, alongside the distribution of wearable devices and training in self-monitoring. A further briefing should be conducted on the day of discharge or the day before to ensure the guidance is effectively understood.

	post-discharge stage

	smartwatch
	Feasibility 
	Use wearable devices for self-monitoring daily: 

Yes (85.2%) No (14.8%)

	
	Acceptability
	Satisfaction: 4.12 (out of 5)

	
	Questions and Suggestions
	Patients who experience discomfort wearing a watch throughout the day may use it solely for blood pressure and heart rate monitoring. Family carers need to assist with taking readings and uploading them to the system.

	online health management platform
	Feasibility 
	Weekly usage of online platforms: 

Yes (70.4%) No (29.6%)

	
	Acceptability
	Satisfaction: 3.65 (out of 5)

	
	Questions and Suggestions
	Family carers may assist patients in recording their health status twice-weekly on our online platform, and we may send reminders via text message or WeChat.

	telephone follow-ups
	Feasibility 
	Intervention completion rate: 92.6%

	
	Acceptability
	Satisfaction: 4.62 (out of 5)

	
	Questions and Suggestions
	For patients who feel follow-up is unnecessary, assess their actual self-management capabilities and needs, and make individualised adjustments.


*Intervention completion was defined as the percentage of the intended program that was completed, that is, intervention completion=[100% × (interventions received by the patient)/(intended interventions)].

Table 6. sensitivity analysis of outcome (n=56)
	outcome
	model
	term
	estimate
	std.error
	conf.low
	conf.high
	p.value

	MLHFQ (QoL)
	Unadjusted
	Group × Time (T2)
	-4.38
	1.79
	-7.90
	-0.863
	0.015

	MLHFQ (QoL)
	Unadjusted
	Group × Time (T3)
	-5.96
	1.84
	-9.56
	-2.36
	0.001

	MLHFQ (QoL)
	Adjusted
	Group × Time (T2)
	-4.40
	1.79
	-7.91
	-0.891
	0.014

	MLHFQ (QoL)
	Adjusted
	Group × Time (T3)
	-6.02
	1.83
	-9.60
	-2.43
	0.001

	CTM-15
	Unadjusted
	Group (TC vs. UC)
	10.60
	1.05
	8.48
	12.70
	＜0.001

	CTM-15
	Adjusted
	Group (TC vs. UC)
	9.93
	1.13
	7.66
	12.20
	＜0.001

	RHDS
	Unadjusted
	Group (TC vs. UC)
	5.64
	2.35
	0.929
	10.40
	0.02

	RHDS
	Adjusted
	Group (TC vs. UC)
	7.86
	2.40
	3.04
	12.70
	0.002


MLHFQ = Minnesota Living with Heart Failure Questionnaire; CTM-15 = Care Transitions Measure; RHDS = Readiness for Hospital Discharge Scale. Adjusted models controlled for baseline imbalances in NYHA class and etiology of disease. T2: 30 days post-discharge; T3: 90 days post-discharge.
Table 7. Comparison of health services utilization between the patients in the TC and UC groups
	
	TC(n=26)
	UC(n=26)
	P

	Within 30 days post-discharge
	
	
	

	Unscheduled readmission
	0(0)
	3(11.54%)
	0.235

	Unscheduled outpatient department visit
	3(11.54%)
	0(0)
	0.235

	Emergency room visit
	0(0)
	1(3.85%)
	1.000

	Within 90 days post-discharge
	
	
	

	Unscheduled readmission
	2(7.69%)
	3(11.54%)
	1.000

	Unscheduled outpatient department visit
	3(11.54%)
	3(11.54%)
	1.000

	Emergency room visit
	0(0)
	0(0)
	/


