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THOMPSON: Outcome Assessment in Cardiac Rehabilitation. Cardiac rehabilitation is a comprehensive
multifaceted and multidisciplinary intervention to reduce risk, promote health and prevent disease, with programmes
typically comprising education, exercise, counseling and behaviour modification. Although cardiac rehabilitation
programmes are effective there is comparatively little attention devoted to outcome assessment. This area isimportant
because it provides patients, clinicians, managers and policy makers with evidence on effectiveness and permits
programme devel opment, evaluation and comparison. It demonstrates whether a programme effectively attains outcome
goalsfor itstarget population, with assessment of patients at programme entry helping guide and plan treatment and
repetition of the measures at defined interval s hel ping eval uate outcomes. A sensible approach isto assess appropriate
core components of care in terms of behavioural, clinical, health and service domains using valid, reliable and
appropriate outcome measures. (J HK Coll Cardiol 2006; 14(Suppl 2):B111-B113)

Cardiac rehabilitation, outcome assessment
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Introduction

Cardiac rehabilitation is defined by the World
Health Organization' as 'The sum of activities required
to influence favourably the underlying cause of the
disease, aswell asto ensure the patientsthe best possible
physical, mental and socia conditions so that they may,
by their own efforts, preserve, or resume when lost, as
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normal aplace as possible in the life of the community.
Rehabilitation cannot be regarded as an isolated form
of therapy, but must be integrated with the whole
treatment, of which it forms only one facet' (p.5). This
is, of course, an al-embracing definition but is endorsed
by countries across the world. Thus, in theory, cardiac
rehabilitation should be a coordinated, multifaceted
intervention designed to optimize physical,
psychological and social functioning.?

In essence, cardiac rehabilitation services are
comprehensive programmes involving education,
exercise, counselling and risk factor modification
designed to limit the deleterious physiological and
psychological consequences of heart disease, reduce the
risk of death or recurrence of the cardiac event and
enhance the psychosocial and vocational state of
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patients. Thereis agrowing body of evidence attesting
to the benefits of cardiac rehabilitation, including
significant reductionsin mortality and morbidity aswell
as improvements in health-related quality of life.z*
However, because cardiac rehabilitation is often a
multifaceted intervention, it can be difficult to ascertain
whether benefits, if they accrue, are due to a single
component or acombination of components. Also, little
is known about the economic aspects of cardiac
rehabilitation and there is an urgent need to assemble
information on the cost and cost effectiveness, though
arecent trial of cost-effectiveness showed a greater gain
from rehabilitation up to one year,® and a recent
systematic review found evidence to support the cost-
effectiveness of supervised cardiac rehabilitation
compared with usual care in patients with myocardial
infarction and heart failure.®

Clearly cardiac rehabilitation is not a
homogeneous service and there is a range of factors
that influence the costs and cost effectiveness of the
process, including scale of the programme, location,
components, intensity of the process, the patient
population and adherence.

Outcome Assessment

Many cardiac rehabilitation programmes have
evolved in an unsystematic and uncoordinated fashion
and few have incorporated standardized outcome
assessment systems, thus making impossible evaluations
and comparisons of programmes. Yet, national
guidelines and standards’® identify interventions that
should be offered at each stage of the rehabilitation
process — including comprehensive assessment of
physical, psychological and social risk and needs, a
written individual plan, lifestyle advice, psychological
interventions, use of effective medications, the
involvement of family/carers, access to cardiac support
groups, and long term follow-up — and specify the
importance of monitoring and evaluation including
outcome assessment. This is necessary to inform the
development of models of care and to systematically
identify those who would benefit from these services,
assess their needs and risks, provide, document and
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review service delivery, integrate cardiac care and
evaluate the quality of the service.

Core components of cardiac rehabilitation
programmes have been outlined in a statement by the
American Heart Association and the American
Association of Cardiovascular and Pulmonary
Rehabilitation(AACVPR).° The statement provides
specific information regarding evaluation, intervention
and expected outcomesin each of the core components:
baseline patient assessment; nutritional counselling; risk
factor management (lipids, hypertension, weight,
diabetes, smoking); psychosocial management; physical
activity counseling; and exercise training.® More
recently, the AACV PR produced a consensus statement
on outcomes evaluation with the aim of providing
practical examples to improve patient care and
programme effectiveness.’® Thus, outcomes evaluation
includes behavioural, clinical, health and service
domains.’® Examples of components for each of these
domains, respectively, would include: adherenceto diet,
exercise and medication; depression, anxiety and
functional capacity; health-related quality of life and
morbidity; and patient satisfaction and access and
utilization of service. However, factors such as patient
(and family/carers) expectations are also an important
consideration that should be taken into account.!!

Although guidelines advocate that cardiac
rehabilitation services should be available not only to
those patients post-M| or post-coronary artery bypass
graft surgery but also those with heart failure, valvular
heart disease, angina and hypertension,’ the majority
of programmes are still only available to a minority of
patients who are likely to benefit. In some centres, as
few as half of the patients complete even half of the
programme.*2 A number of barriers to participation in
and adherence to cardiac rehabilitation have been
identified, including distance and lack of transportation
and lack of referral by physicians,®® and it has been
reported that referral and attendance rates of older
people, women, socially deprived and ethnic minority
patients and those with angina or heart failure tend to
be low.*

The phases and the elements contained with the
cardiac rehabilitation programme should be flexible and
tailored to suit the individual needs of the patient and
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