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RESULTS

INTRODUCTION

* Cardiac Rehabilitation (CR) plays a key role in secondary
prevention (prevention of the recurrence of coronary events)

Table 1: Correlates for CR Participation

and has been shown to reduce mortality and morbidity and Univariate Analysis Odds ratio (95% CiI) p value
improve quality of life, exercise capacity, and physical function. Electronic referral 8.79 (4.18-18.45) < 001
* While the benefits of CR have been clearly established, . . |
participation rates remain quite low, ranging from 19-34%. 13 Surgical Diagnosis 5.95 (2.44-14.50) <.001
 There is conflicting data regarding which factors impact CR Non/Former smoker 2.86 (1.38-5.92) < 001
enrollment, participation, and outcomes. 4°
Ejection fraction>50% 2.56 (1.56-4.20) .001
PURPOSE >College level education 1.71 (1.07-2.75) .03
Strength of physician 1.68 (1.34-2.11) <.001

To assess the demographic, medical, and psychosocial factors
that influence CR participation.

Male Sex 1.67 (1.01-2.72) .05
STUDY DESIGN
Medical Outcomes short 1.01 (1.00-1.02) .03

recommendation

form-36
* This was a prospective observational study conducted at UVM
medical center Duke social support index 1.01 (1.00-1.12) .04
* Male and female patients hospitalized for an acute cardiac event Multivariate Analysis Odds ratio (95% Cl) o value
(myocardial infarction, percutaneous coronary intervention,
heart failure with reduced ejection fraction (<35%) or coronary Electronic referral 7.05(2.57-19.21) <.001
bypass and heart valve surgery) were approached for Surgical Diagnosis 4.01 (1.23-13.34) 02

participation.

Non/Former smoker 3.19 (1.17-8.66) .02
METHODS
Male Sex 2.12 (1.01-4.79) .05

Patients enrolled in the study completed a series of assessments >College level education 1.43 (.70-1.02) .32
during hospitalization Strength of physician 1.40 (1.01-1.89) .02
We then followed patients to determine their participation and .

recommendation
adherence.
Statistical methods .included logistic regression analysis, chi Duke social support index 1.08 (.98-1.19) 12
square, and non-paired t-tests. |
The following variables were included in the analyses: age, sex, Medical Outcomes short 1.01 (.99-1.02) .32
diagnosis, smoking status, education level, referral via electronic form-36

medical record, depression score, anxiety score and strength of
physician recommendation.

. e ; . o |
A p value of <0.05 was used to determine significance Of the 294 individuals (31% female), 175 (60%) participated in

cardiac rehabilitation of whom 128 (63%) were male with a mean
age of 68.2+12.3 years.
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DISCUSSION

Electronic referral, surgical diagnosis, non/former smoker
and strength of physician recommendation were
independent predictors for CR participation

No significant differences were seen in participation by
measures of anxiety, depression or executive function.
Males with electronic referral to CR, high school
education or higher, ejection fraction >50%, and a strong
physician recommendation were the most likely cohort to
participate in cardiac rehabilitation (89%). Patients who
were not referred to cardiac rehabilitation were the least
likely to attend (20%).

Self reported major barriers included lack of interest
(23%) and transportation issues (22%)

CONCLUSION

* Use of Electronic referral increases CR participation

* Direct, affirmative physician recommendation increases
participation

 Lower education and smoking are associated with
reduced enrollment in cardiac rehab

 Depression and anxiety symptomology do not influence
cardiac rehab participation
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