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To THE EDITOR: Cardiac rehabilitation
(CR) is an underutilised evidence-based
treatment.!

Between 1 March 1998 and 28 February
1999, we surveyed 1933 patients aged 20 to
85 years discharged from public hospitals in
the Hunter region with principal discharge
diagnoses of acute myocardial infarction,
unstable angina pectoris, congestive heart fail-
ure, and ischaemic heart disease. Patients
undergoing coronary artery bypass graft sur-
gery and percutaneous coronary intervention
were also included. Among the 1202
respondents (62%), 493 (41%) reported
being referred to CR, 309 (26%) reported
attending at least one session, and 233 (19%)
reported completing all or all but one ses-
sion.* The factors associated with referral
were younger age, previous participation in
CR, admission to a hospital providing CR, a
discharge diagnosis of acute myocardial
infarction, and coronary artery bypass sur-
gery.> We provide the following data, pertain-
ing to non-referred patients, within the
context of recent government initiatives to
improve access to evidence-based treatments.

Fifty-seven per cent of respondents (688)
had not been referred to CR (2% did not
answer this question), 645 of whom had not
attended previously. The median age of
these 645 people was 70 years. Most were
male (64%), married (62%), had not com-
pleted high school (54%), were not in full-
time employment (81%), had not been
admitted to a hospital that offers CR (55%),
did not have a discharge diagnosis of acute
myocardial infarction (78%), and had not
undergone revascularisation (92%). These
645 patients were asked if they thought they
would have benefited from attendance at an
outpatient CR program. Of the 380 patients
who did not think they would have bene-
fited, 41% (157) reported having at least
three coronary risk factors, 39% (150) were
interested in further services, and 26%
(100) reported participating in at least one
risk-factor-specific secondary-prevention
program (Box).

In conclusion, many patients who are not
referred for CR reported having multiple cor-
onary risk factors, yet few felt they would have
benefited from attending CR or had partici-
pated in any alternative risk-factor-specific
programs.

LETTERS

Coronary risk factors, and opinions on the need for and participation in risk-
factor-specific secondary-prevention programs

Felt cardiac rehabilitation
would have been beneficial*

Total Yes No

Number of patients 645 143 (22%) 380 (59%)
Number of self-reported coronary risk factors

None 0 (9%) 8 (6%) 7 (10%)

One 137 (21%) 32 (22%) 73 (19%)

Two 180 (28%) 45 (31%) 108 (28%)

Three or more 254 (39%) 55 (38%) 157 (41%)
Felt the need for further services 321 (50%) 119 (83%) 150 (39%)
Chose one or more of the following options:

Information on how to prevent or manage further 280 (43%) 112 (78%) 124 (33%)

heart trouble

Help with how to cope with emotional issues 169 (26%) 82 (57%) 61 (16%)
arising from heart problems
Exercise classes 130 (20%) 76 (53%) 4 (9%)
Nutrition classes 124 (19%) 71 (50%) 4 (9%)
Quit-smoking programs 1(8%) 21 (15%) 1(6%)
Help with stress management 142 (22%) 69 (48%) 1(13%)
Help with getting back to work 5 (5%) 25 (17%) 0 (3%)
Undertook risk-factor-specific secondary prevention 187 (29%) 50 (35%) 100 (26%)
Participated in the following programs:
Home exercise plan provided by hospital 62 (10%) 15 (10%) 34 (9%)
Other home-based exercise program 55 (9%) 10 (7%) 31 (8%)
Fitness-centre program 7 (1%) 2 (1%) 2 (0.5%)
Diet/nutrition program provided by hospital 85 (13%) 27 (19%) 46 (12%)
Other diet/nutrition program 57 (9%) 14 (10%) 27 (7%)
Quit-smoking program 25 (4%) 7 (5%) 15 (4%)
*19% of non-referred respondents (122/645) did not answer this question. *

We agree that system factors resulting in
failure to refer should be investigated and
rectified,! but our data suggest that many
non-referred patients would not attend if
invited. This highlights the importance of
research testing the efficacy of alternative
models of CR in the Australian setting,”> and
the need for research assessing the effective-
ness of these programs in routine health serv-
ices delivery.
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