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Purpose: Cardiac rehabilitation (CR) after hospitalization for acute coronary syndrome (ACS) has shown
to reduce mortality, readmissions, and improve quality of life. CR is recommended by international
guidelines but previous studies have shown low participation rates. Systematic CR referral might improve
CR participation.
Methods: The present study evaluates CR referral and CR participation of patients hospitalized for ACS in
2017 and treated according to local protocol, which includes systematic CR referral. Participation rate
was divided into a group that finished the CR program and drop outs. In addition, factors associated with
CR referral and participation rate were evaluated.
Results: A total of 469 patients eligible for CR were included in the study, of which 377 (80%) were
referred for CR and 353 (75%) participated in CR. Ninety percent of participants completed the CR pro-
gram. Factors independently associated with CR referral included age (50–60 year vs. > 70 year: odds
ratio [OR] 4.7, 95% confidence interval [CI] 1.98–11.2), diagnosis (ST-elevation myocardial infarction vs.
unstable angina: OR 17.7, CI 7.59–41.7), previous cardiovascular disease (OR 0.4, CI 0.19–0.73) and left
ventricular dysfunction vs. normal function (OR 2.2, CI 1.11–4.52). A larger distance to the CR center
was associated with lower CR participation (<5km vs. > 20 km: OR 3.1, CI 1.20–7.72).
Conclusions: Systematic CR referral in ACS patients results in high CR referral (80%) and participation
(75%) rates. CR adherence might be further improved by increasing CR referral, especially in older
patients and patients with NSTEMI or unstable angina.

� 2021 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Cardiac rehabilitation (CR) comprises a multidisciplinary inter-
vention programme involving exercise training, modification of
risk factors, education and psychological support [1]. Research
has shown that CR reduces mortality and hospital readmission,
and improves exercise capacity and quality of life in patients with
ischemic heart disease [2–5]. CR is recommended by the ESC
guidelines for patients with a ST-elevation myocardial infarction
(STEMI), a non ST-elevation myocardial infarction (NSTEMI) or
unstable angina pectoris (Class I, Level of evidence A) [6]. Despite
these recommendations, CR referral services are still underused
with, in the Netherlands, currently only a third of eligible patients
with acute coronary artery disease participating [7,8].

The reasons for this low CR participation rate are diverse and
relate to various factors including patient characteristics such as
age and gender, socio-economic status (SES) and logistic factors,
such as traveling distance to the CR center [8–11]. Furthermore,
low participation rate may be related to a lack of referral to CR
or by patient refusal to participate in CR. Determining the reasons
for non-attendance has been the goal of many studies in order to
optimize CR participation [8,12,13]. One of the proposed strategies
to improve CR adherence is systematic CR referral after hospital-
ization [14]. An ischemic heart treatment protocol should include
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referral to a CR center as this may result in a higher CR referral and
participation rate.

The current study evaluates CR referral and participation rate in
patients hospitalized for an ACS at the Leiden University Medical
Center. Furthermore, the present study aims to identify patient
characteristics that are predictive of CR referral, participation,
and dropout.
2. Methods

Patient selection was based on DBC (diagnosis treatment combi-
nation) code for STEMI, NSTEMI and unstable angina pectoris in
2017, derived from the electronic patient dossier (EPD-Vision, Lei-
den, The Netherlands). Inclusion criteria included age > 18 years,
patient admittance to the coronary care unit at the Leiden Univer-
sity Medical Center for treatment of an ACS, agreement to be trea-
ted according to local protocol and outpatient follow up at our
center [15]. Patients were excluded when deceased during hospi-
talization, when digitally stated that CR participation was consid-
ered not feasible, or CR participation at the time of the ACS or
within the year prior to the ACS. Patient data were retrospectively
collected from hospital records, which included received letters
from the referred CR centers. Based on this information, ‘CR refer-
ral’ was defined as being referred for CR within 12 months after
admission for ACS, ‘CR participation’ was defined as having started
the CR program. In addition, in order to evaluate patient dropout
during the CR program, ‘CR completion’ was defined as having suc-
cessfully completed the CR program. The institutional ethical com-
mittee waived the need for patient written informed consent for
this retrospective analysis.

Patient characteristics included age, gender, previous cardiovas-
cular disease (prior myocardial infarction, coronary artery bypass
grafting or percutaneous coronary intervention [PCI]), diabetes
mellitus, hypertension, dyslipidaemia, smoking (current, previous,
never), family history of cardiovascular disease, peripheral artery
disease, pervious transient ischemic attack [TIA]/cerebrovascular
accident [CVA], disease presentation (STEMI, NSTEMI, unstable
angina pectoris), left ventricular (LV) ejection fraction derived by
echocardiography within 3 months after the event, distance to
CR center, time between hospital discharge and start of CR, and
SES. Distance to CR center was based on patient’s postal code
and postal code of the referred CR center. Patient’s SES was based
on a 4-category classification system, developed by the Nether-
lands Institute for Social Research, which accounts for the average
income in the corresponding city district, the percentage of people
with a low income, the percentage of people with low-level educa-
tion and the percentage of people without a paid job, based on
postal code [16].
Fig. 1. Flow of patient selection and number of patients (and percentage of total
patient population eligible for CR) referred for CR, participating in CR, and that
completed the CR.
2.1. Statistical analysis

Continuous variables are reported as mean ± SD and categorical
variables are presented as frequencies and percentages. Differences
in patient characteristics between patients with and without CR
referral, CR participation and CR completion were evaluated by
Student’s t-test or Chi-square test. The correlation between patient
characteristics and CR referral, CR participation and CR completion
was assessed by univariate and multivariate logistic regression.
Variables that reached statistical significance in univariate analysis
entered the multivariate stage. Regression analysis results are
reported as odds ratios (OR) and 95% confidence intervals (CI).
All statistical analyses were performed with SPSS software version
25 (SPSS Inc., Chicago, IL, USA). All tests were two-sided, with a
P < 0.05 considered statistically significant.
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3. Result

Based on DBC code, 1045 patients were eligible for inclusion. A
total of 576 patients met the following exclusion criteria: admis-
sion for ACS at another hospital (and only PCI at our center) in
219 patients, transfer to another hospital for treatment and outpa-
tient follow up in 218 patients, outpatient follow up at another
hospital in 65 patients, and 51 patients were excluded as they died
during hospitalization. Three patients were excluded as the physi-
cian had determined them unable to participate in CR which was
due to orthopedic problems in 2 patients and for extensive comor-
bidity in 1 patient. Furthermore, 20 patients were excluded as they
were currently participating in CR or had been participating within
the year prior to the ACS. Therefore, a total of 469 patients (mean
age 63 ± 12 years, 73% male) were included in the analyses. (Fig. 1)
Baseline characteristics of these patients are shown in Table 1.

Out of 469 patients, 377 patients (80% of all eligible patients)
were actually referred for CR. Of these patients, 353 (75% of total)
participated in CR, of which 90% (319 patients) completed their
rehabilitation program. Twenty-four patients (6% of total) referred
for CR did not start the CR program. In conclusion, 319 patients
(68% of all patients eligible) finished the CR program (Fig. 1).

Patient referral was higher in patients who were younger, had a
more favorable coronary artery disease risk profile (based on
known cardiovascular risk factors) and were more often diagnosed
with STEMI or NSTEMI as compared to unstable angina. Also,
patients with a reduced LV function were more frequently referred
for CR as compared to a normal LV function (Table 1). Multivariate
analyses demonstrate that age, diagnosis, distance to the CR center,
previous cardiovascular disease and LV function were indepen-
dently associated with CR referral rate (Table 2). Patients below
the age of 70 had a 3.5–4.7 times higher referral rate than patients
above the age of 70. CR referral in NSTEMI was 2.8 times higher
than patients diagnosed with unstable angina, and referral in
STEMI was even 17.7 times higher as compared to unstable angina
(OR 2.8, CI 1.32–6.02, P = 0.007 and OR 17.7, CI 7.59–41.7,



Table 1
Patient characteristics of the total study population, and according to CR referral, CR participation and completion of the CR program.

All patients CR referral CR participation Completion of CR program

Yes No P Value Yes No P Value Yes No P Value

Number of patients 469 377 92 353 22 318 34
Male 341 (73%) 279 (74%) 62 (67%) 0.202 259 (74%) 18 (82%) 0.382 232 (73%) 26 (77%) 0.660
Age, years 63.3 (11.8) 61.5 (10.9) 70.8 (12.2) <0.001 61.1 (10.7) 66.8 (12.7) 0.017 61.4 (10.7) 58.7 (11.9) 0.165
Age, categories
< 50 years 56 (12%) 51 (14%) 5 (5%) 0.001 49 (14%) 2 (9%) 0.209 41 (13%) 8 (24%) 0.348
50–60 years 121 (26%) 111 (29%) 10 (11%) 106 (30%) 5 (23%) 96 (30%) 8 (24%)
60–70 years 141 (30%) 116 (31%) 25 (27%) 110 (31%) 5 (23%) 99 (31%) 11 (32%)
> 70 years 151 (32%) 99 (26%) 52 (57%) 88 (25%) 10 (46%) 82 (26%) 7 (21%)
Comorbidities
Previous cardiovascular disease 109 (23%) 63 (17%) 46 (50%) <0.001 56 (16%) 7 (32%) 0.052 49 (15%) 7 (21%) 0.433
Hypertension 228 (49%) 172 (46%) 56 (61%) 0.009 159 (45%) 13 (59%) 0.199 145 (46%) 13 (38%) 0.412
Dyslipidemia 158 (34%) 116 (31%) 42 (46%) 0.007 111 (31%) 5 (23%) 0.391 100 (31%) 9 (27%) 0.551
Diabetes mellitus 83 (18%) 61 (16%) 22 (24%) 0.073 55 (16%) 5 (23%) 0.375 49 (15%) 6 (18%) 0.733
Familiar cardiovascular disease 216 (46%) 179 (48%) 37 (40%) 0.203 169 (48%) 9 (41%) 0.518 158 (50%) 11 (33%) 0.074
Periferal artery disease 40 (9%) 25 (7%) 15 (16%) 0.003 24 (7%) 1 (5%) 0.681 21 (7%) 3 (9%) 0.625
Previous TIA/CVA 26 (6%) 20 (5%) 6 (7%) 0.647 18 (5%) 2 (10%) 0.419 18 (6%) 0 (0%) 0.154
Smoking, categories
Nonsmoker 156 (33%) 121 (32%) 35 (38%) 0.350 116 (33%) 4 (18%) 0.112 103 (32%) 11 (32%) 0.07
Current smoker 130 (28%) 103 (27%) 27 (29%) 92 (26%) 10 (46%) 78 (25%) 14 (41%)
Previous smoker 183 (39%) 153 (41%) 30 (33%) 145 (41%) 8 (36%) 137 (43%) 9 (27%)
SES 0.47 (0.73) 0.50 (0.72) 0.35 (0.78) 0.082 0.51 (0.73) 0.39 (0.59) 0.455 0.52 (0.73) 0.35 (0.81) 0.184
SES, categories
Low SES 106 (22%) 79 (21%) 27 (29%) 0.220 72 (20%) 7 (32%) 0.442 62 (20%) 10 (29%) 0.300
Moderate SES 247 (53%) 202 (54%) 45 (49%) 191 (54%) 10 (45%) 172 (54%) 18 (53%)
High SES 116 (25%) 96 (25% 20 (22%) 90 (26%) 5 (23%) 84 (26%) 6 (18%)
Diagnosis, categories
Unstable angina 76 (16%) 29 (8%) 47 (51%) <0.001 28 (8%) 1 (5%) 0.769 27 (9%) 1 (3%) 0.512
STEMI 261 (56%) 247 (66%) 14 (15%) 231 (65%) 14 (64%) 208 (65%) 23 (68%)
NSTEMI 132 (28%) 101 (27%) 31 (34%) 94 (27%) 7 (31%) 83 (26%) 10 (29%)
LVEF, categories
Normal 210 (45%) 154 (41%) 56 (61%) 0.001 141 (40%) 12 (54%) 0.326 123 (39%) 17 (50%) 0.381
Mildly reduced 210 (45%) 184 (49%) 26 (28%) 176 (50%) 7 (32%) 160 (50%) 16 (47%)
Moderately reduced 39 (8%) 33 (9%) 6 (7%) 30 (8%) 3 (14%) 29 (9%) 1 (3%)
Severely reduced 10 (2%) 6 (1%) 4 (4%) 6 (2%) 0 (0%) 6 (2%) 0 (0%)
Start CR after hospital discharge, days 32 (32) 28 (20) 0.466
Start CR after hospital discharge
< 3 weeks 134 (42%) 17 (50%) 0.194
3–6 weeks 113 (36%) 14 (41%)
> 6 weeks 70 (22%) 3 (9%)
Distance to CR center, km 10.8 (7.5) 11.0 (7.6) 9.7 (7.1) 0.128 10.7 (7.5) 15.0 (9.2) 0.011 10.8 (7.5) 10.6 (7.5) 0.873
Distance to CR center
0–5 km 131 (28%) 100 (27%) 31 (34%) 0.082 96 (27%) 4 (18%) 0.011 87 (27%) 9 (26%) 0.699
5–10 km 139 (30%) 114 (30%) 25 (27%) 109 (31%) 5 (23%) 95 (30%) 13 (38%)
10–20 km 134 (29%) 104 (28%) 30 (33%) 98 (28%) 4 (18%) 91 (29%) 7 (21%)
> 20 km 65 (14%) 59 (16%) 6 (6%) 50 (14%) 9 (41%) 45 (14%) 5 (15%)

Continuous data are presented as mean (standard deviation); Categorical data are presented as numbers (%).
CR, Cardiac rehabilitation; TIA/CVA, Transient ischemic attack/cerebrovasculair accident; SES, Socio-economic status; STEMI, ST-elevation myocardial infarction; NSTEMI,
non-ST-elevation myocardial infarction; LVEF, Left ventricular ejection fraction.
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P=<0.001, respectively). Furthermore, patient referral after NSTEMI
was also less frequent as compared to STEMI (OR 0.2, CI 0.08–0.33,
P= <0.001). Patients with previous cardiovascular disease were less
likely to be referred for CR (OR 0.4, CI 0.19–0.73, P = 0.004), and a
mildly reduced LV function resulted in a 2.2 times higher referral
rate as compared to a normal LV function (OR 2.2, CI 1.11–4.52,
P = 0.025). There was no significant difference in CR referral
between men and women (P = 0.202) (Table 2).

CR participation was higher in younger patients (P = 0.017) and
in patients living closer to the CR center (P = 0.011) (Table 1). There
was an independent association between CR participation and the
distance from patients’ home to the CR center (OR 0.2, CI 0.07–0.79,
P = 0.02). Whereas patient referral was higher in patients that lived
further away (>20 km) from the CR center, CR participation was
significantly lower in these patients when compared to patients
living <5 km from the CR center (OR 4.0, CI 1.26–13.0, P = 0.02
and OR 0.2, CI 0.07–0.79, P = 0.02, respectively). Of note, other vari-
ables, such as SES or gender did not show to significantly influence
patient participation.
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Analysis of CR completion did not reveal a significant associa-
tion with any of the patient parameters.
4. Discussion

The main finding of the present study is that 80% of ACS patients
eligible for CR are actually referred for CR, and that 75% of eligible
patients participated in the CR program. Furthermore, older
patients, patients with unstable angina or NSTEMI, previous car-
diovascular disease and absence of LV dysfunction after ACS, are
referred less frequently compared to patients with STEMI. In addi-
tion, a larger distance to the CR center is associated with a lower CR
participation rate.

CR has shown to reduce cardiovascular mortality and hospital-
ization for repeat cardiovascular events, and also improve exercise
capacity and quality of life in patients with coronary heart disease
[2,17–21]. Therefore, CR is recommended by the ESC guidelines for
patients after ACS [1]. Nevertheless, previous studies of CR



Table 2
Predictors of referral for cardiac rehabilitation.

Univariate analysis Multivariate analysis

OR 95% CI OR 95% CI

Male 1.3 (0.84–2.26)
Age, categories
< 50 years 5.3 (2.02–14.2) 4.0 (1.22–13.4)
50–60 years 5.8 (2.81–12.1) 4.7 (1.98–11.2)
60–70 years 2.4 (1.41–4.21) 3.5 (1.69–7.09)
> 70 years ref
Comorbidities
Previous cardiovascular disease 0.2 (0.12–0.33) 0.4 (0.19–0.73)
Hypertension 0.5 (0.34–0.86) 0.7 (0.41–1.38)
Dyslipidemia 0.5 (0.33–0.84) 1.3 (0.66–2.38)
Diabetes mellitus 0.6 (0.35–1.05)
Familiar cardiovascular disease 1.3 (0.85–2.15)
Peripheral artery disease 0.4 (0.18–7.20) 0.7 (0.26–1.74)
Previous TIA/CVA 0.8 (0.31–2.06)
Smoking, categories
Nonsmoker ref
Current smoker 1.1 (0.63–1.95)
Previous smoker 1.5 (0.86–2.54)
SES, categories
Low SES 0.6 (0.32–1.17)
Moderate SES 0.9 (0.52–1.67)
High SES ref
Diagnosis, categories
Unstable angina 0.2 (0.10–0.35) 0.2 (0.08–0.33)
STEMI 5.4 (2.77–10.6) 2.8 (1.32–6.02)
NSTEMI ref
LVEF, categories
Normal ref ref
Mildly reduced 2.6 (1.54–4.29) 2.2 (1.11–4.52)
Moderately reduced 2.0 (0.80–5.03) 1.4 (0.44–4.52)
Severely reduced 0.5 (0.15–2.01) 0.8 (0.16–3.62)
Distance to CR center, categories
0–5 km ref ref
5–10 km 1.4 (0.78–2.55) 2.1 (0.97–4.45)
10–20 km 1.1 (0.61–1.90) 1.2 (0.58–2.44)
> 20 km 3.1 (1.20–7.74) 4.0 (1.26–13.0)

OR, Odds ratio; CI, Confidence interval; ref, Reference; TIA/CVA, Transient ischemic attack/cerebrovasculair accident; SES, Socio-economic status; STEMI, ST-elevation
myocardial infarction; NSTEMI, non-ST-elevation myocardial infarction; LVEF, Left ventricular ejection fraction; CR, Cardiac rehabilitation.
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participation in The Netherlands as well as in other countries in
Europe, have shown CR participation rates as low as 30–40% of eli-
gible patients [7,8,22,23]. In comparison to these studies, the pre-
sent study demonstrates a high CR participation rate of 75% of ACS
patients following treatment and outpatient follow up at our cen-
ter. In STEMI patients participation rate was even 89%.

The high participation rate is predominantly explained by the
referral rate of 80% which is related to systematic clinical care track
used for all ACS patients. This previously described MISSION! pro-
tocol contains a pre-hospital, in-hospital and outpatient clinical
framework for decision-making and treatment [24], and includes
systematic CR referral. This protocol ensures that all patients
admitted with an ACS diagnosis are automatically referred to the
CR center at the time of hospital discharge, unless specifically sta-
ted by the physician that CR is not indicated. In line with this
hypothesis, a study from Gravely-Witte et al. demonstrated that
automated referral strategies within the hospital setting leads to
increased CR referral rates [14,25]. In addition, as compared to pre-
vious studies demonstrating a patient dropout around 20–25%, the
relatively low dropout rate of 10% in the current study attributes to
the high CR completion rate [8,13,22]. The reason for this low drop
out is unknown, but might be related to the wide range in options
for patient tailored rehabilitation programs that are facilitated by
the cardiac rehabilitation centre.

Despite the high referral rate, still 20% of patients eligible for
CR were not referred. Reasons for this nonreferral could be
unawareness of the CR indication by the doctor, unwillingness
of the patient to participate in CR, or the inability of the patient
4

to participate in CR not digitally stated in the hospital records
(and therefore not excluded from analysis in this study). As data
on the reason for nonreferral is absent due to the retrospective
nature of the study, this remains unknown. However, as previous
studies concluded that physician’s perceived benefit and endorse-
ment of cardiac rehabilitation is an important predictor of CR
referral and attendance, increased physician awareness and edu-
cation about the benefits of CR may improve CR participation
[10,26–29].

A consistent finding in literature is that patients diagnosed with
STEMI are more likely to be referred for CR as compared to patients
with NSTEMI and, especially, unstable angina [7,8,10]. The lower
referral might be related to the perception that CR could be of less
benefit in these patients. A similar perception of less benefit could
exist when no sign of permanent damage, such as absence of tro-
ponin release (in unstable angina) or LV dysfunction is present.
This may also explain the lower referral rate in patients without
LV dysfunction. Nevertheless, guidelines advice CR participation
in STEMI, NSTEMI and unstable angina as beneficial effects have
been found in all ACS patients [3].

Low participation rate was also associated with older age which
might be related to a lower expected benefit from CR, higher rate of
comorbidities that could inhibit CR participation, or limited
options for transportation to the CR center [13]. However, various
studies in older patients have concluded that CR also reduces all-
cause and cardiovascular mortality in this patient population
[2,30]. Therefore, it is important to emphasise the importance of
CR referral and participation in this patient population.
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The larger distance to the CR center has been shown to nega-
tively affect CR participation in previous studies [31,32]. In the pre-
sent study however we found that patients who lived further away
from the CR center (>20 km) had a higher CR referral rate. Reasons
for this higher referral rate are unknown, but could be related to
the extra attention given to adhere to protocol for practical reasons
as these patients also had a greater travel distance for visiting the
hospital for outpatient follow up. However, in line with other stud-
ies, the present study demonstrates that patients living >20 km
away from the CR center have a lower participation rate. Similar
conclusions were drawn in the study by Borg et al. which con-
cluded that a distance >16 km was associated with a lower partic-
ipation rate [32].

In contrast to previous findings, no significant differences in CR
referral, CR participation or CR completion were found within gen-
der or social-economic status. Several studies concluded that
women [8,33,34] and patients with lower social-economic status
[8,12,33,35] were less likely to attend CR. The contrasting findings
in the current study could be related to the non-discriminatory
effect of systematic CR referral of all hospitalized ACS patients, as
currently used in our treatment protocol.

Interestingly, apart from the distance to the CR center, there
were no patient parameters that influenced CR participation, and
none of the parameters influenced CR completion. However, as
the patient drop out is relatively low (10%, 34 patients) this could
have resulted in underpowering to detect a significant difference.
Nevertheless, parameters such as older age, female gender, lower
SES, or non-STEMI ACS, which have led to lower participation rate
in several other studies [7,8,31], did not influence patient adher-
ence to the CR program in the present study. In order to further
improve participation to CR, implementation of a home-based CR
program might be considered to overcome the obstacle of a large
travel distance to the CR center as the reason for non-attendance
[36].
4.1. Study limitations

This study has several limitations. Due to the retrospective
design of the study we were not able to determine the reason for
nonreferral for CR. Furthermore, several factors that have shown
to influence CR participation in other studies, such as disease per-
ception and patient beliefs and intention to participate in CR, were
not available and could have influenced outcomes [37–39]. Simi-
larly, since information on ownership of a car, possession of a driv-
ing license and options for means of transportation to the CR center
is unavailable, and has shown to influence participation rate in pre-
vious trials, bias cannot be excluded [31,40]. Furthermore, since no
information on socio-demographic characteristics was available,
the patients’ SES score was estimated by using the classification
system developed by the Netherlands Institute for Social Research
which is based on area of residence, which is only a proxy for SES.
As a result, since most patients lived in the same region (84% of
patients lived within 20 km from the hospital), this could have
led to a smaller range in SES scores and underpowering to detect
a difference.
5. Conclusions

In conclusion, the present study demonstrates that implemen-
tation of a systematic clinical care track including referral to a CR
center results in a high referral rate of 80%, and a high participation
rate of 75% of ACS patients hospitalized and treated according to
protocol. This high referral rate may be achieved by adherence to
this protocol as it includes systematic CR referral. CR adherence
might be further improved by increasing patient referral, especially
5

in older patients and patients with NSTEMI or unstable angina. This
may be achieved by increasing physician and patient awareness
about the benefits of CR. Furthermore, the introduction of a
home-based CR program might overcome the obstacle of a large
travel distance and thereby further improve CR participation.
Declaration of Competing Interest

The authors declare that they have no known competing finan-
cial interests or personal relationships that could have appeared
to influence the work reported in this paper.
References

[1] M.F. Piepoli, A.W. Hoes, S. Agewall, C. Albus, C. Brotons, A.L. Catapano, M.-T.
Cooney, U. Corrà, B. Cosyns, C. Deaton, I. Graham, M.S. Hall, F.D.R. Hobbs, M.-L.
Løchen, H. Löllgen, P. Marques-Vidal, J. Perk, E. Prescott, J. Redon, D.J. Richter,
N. Sattar, Y. Smulders, M. Tiberi, H.B. van der Worp, I. van Dis, W.M.M.
Verschuren, 2016 European Guidelines on cardiovascular disease prevention in
clinical practice: The Sixth Joint Task Force of the European Society of
Cardiology and Other Societies on Cardiovascular Disease Prevention in
Clinical Practice (constituted by representatives of 10 societies and by
invited experts)Developed with the special contribution of the European
Association for Cardiovascular Prevention & Rehabilitation (EACPR), Eur. Heart
J. 37 (29) (2016) 2315–2381.

[2] L. Anderson, D.R. Thompson, N. Oldridge, et al., Exercise-based cardiac
rehabilitation for coronary heart disease, Cochrane Database Syst. Rev. (1)
(2016).

[3] B. Rauch, C.H. Davos, P. Doherty, D. Saure, M.-I. Metzendorf, A. Salzwedel, H.
Völler, K. Jensen, J.-P. Schmid, The prognostic effect of cardiac rehabilitation in
the era of acute revascularisation and statin therapy: A systematic review and
meta-analysis of randomized and non-randomized studies - The Cardiac
Rehabilitation Outcome Study (CROS), Eur. J. Preventive Cardiology 23 (18)
(2016) 1914–1939.

[4] B. Whalley, K. Rees, P. Davies, et al., Psychological interventions for coronary
heart disease, Cochrane Database Syst. Rev. (8) (2011).

[5] F.K. Wong, J. Chau, C. So, S.K. Tam, S. McGhee, Cost-effectiveness of a health-
social partnership transitional program for post-discharge medical patients,
BMC Health Services Res. 12 (2012) 479.

[6] M.F. Piepoli, A.W. Hoes, S. Agewall, C. Albus, C. Brotons, A.L. Catapano, M.-T.
Cooney, U. Corrà, B. Cosyns, C. Deaton, I. Graham, M.S. Hall, F.D. Richard Hobbs,
M.-L. Løchen, H. Löllgen, P. Marques-Vidal, J. Perk, E. Prescott, J. Redon, D.J.
Richter, N. Sattar, Y. Smulders, M. Tiberi, H. Bart van der Worp, I. van Dis, W.M.
Monique Verschuren, 2016 European Guidelines on cardiovascular disease
prevention in clinical practice, Revista espanola de cardiologia (English ed). 69
(10) (2016) 939, https://doi.org/10.1016/j.rec.2016.09.009.

[7] M. van Engen-Verheul, H. de Vries, H. Kemps, R. Kraaijenhagen, N. de Keizer, N.
Peek, Cardiac rehabilitation uptake and its determinants in the Netherlands,
Eur. J. Preventive Cardiology. 20 (2) (2013) 349–356.

[8] M. Sunamura, N. ter Hoeve, M.L. Geleijnse, R.V. Steenaard, H.J.G. van den Berg-
Emons, H. Boersma, R.T. van Domburg, Cardiac rehabilitation in patients who
underwent primary percutaneous coronary intervention for acute myocardial
infarction: determinants of programme participation and completion,
Netherlands Heart J.: Monthly J. Netherlands Soc. Cardiology Netherlands
Heart Foundation. 25 (11) (2017) 618–628.

[9] D.M. Resurrección, P. Moreno-Peral, M. Gómez-Herranz, M. Rubio-Valera, L.
Pastor, J.M. Caldas de Almeida, E. Motrico, Factors associated with non-
participation in and dropout from cardiac rehabilitation programmes: a
systematic review of prospective cohort studies, Eur. J. Cardiovascular
Nursing: J. Working Group on Cardiovascular Nursing Eur. Soc. Cardiology 18
(1) (2019) 38–47.

[10] T.M. Brown, A.F. Hernandez, V. Bittner, C.P. Cannon, G. Ellrodt, L.i. Liang, E.D.
Peterson, I.L. Piña, M.M. Safford, G.C. Fonarow, Predictors of cardiac
rehabilitation referral in coronary artery disease patients: findings from the
American Heart Association’s Get With The Guidelines Program, J. Am. Coll.
Cardiol. 54 (6) (2009) 515–521.

[11] E.Y. Sun, Y.T. Jadotte, W. Halperin, Disparities in cardiac rehabilitation
participation in the United States: A systematic review and meta-analysis, J.
Cardiopulmonary Rehabilitation Prevention 37 (1) (2017) 2–10.

[12] T. Mikkelsen, K. Korsgaard Thomsen, O. Tchijevitch, Non-attendance and drop-
out in cardiac rehabilitation among patients with ischaemic heart disease,
Danish Med. J. 61 (10) (2014) A4919.

[13] C. De Vos, X. Li, I. Van Vlaenderen, O. Saka, P. Dendale, M. Eyssen, D. Paulus,
Participating or not in a cardiac rehabilitation programme: factors influencing
a patient’s decision, Eur. J. Preventive Cardiology 20 (2) (2013) 341–348.

[14] S. Gravely-Witte, Y.W. Leung, R. Nariani, H. Tamim, P. Oh, V.M. Chan, S.L. Grace,
Effects of cardiac rehabilitation referral strategies on referral and enrollment
rates, Nat. Rev. Cardiol. 7 (2) (2010) 87–96.

[15] S.S. Liem, B.L. van der Hoeven, P.V. Oemrawsingh, et al., MISSION!:
optimization of acute and chronic care for patients with acute myocardial
infarction, Am. Heart J. 153 (1) (2007) 14 e1 1.

http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0005
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0010
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0010
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0010
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0015
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0020
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0020
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0025
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0025
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0025
https://doi.org/10.1016/j.rec.2016.09.009
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0035
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0035
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0035
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0040
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0045
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0050
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0050
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0050
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0050
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0050
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0055
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0055
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0055
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0060
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0060
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0060
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0065
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0065
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0065
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0070
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0070
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0070
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0075
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0075
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0075


S.F. Rodrigo, H.J. Van Exel, N. Van Keulen et al. IJC Heart & Vasculature 36 (2021) 100858
[16] The Netherlands Institute of Social Research. Sociaal en cultureel planbureau
statusscores [In Dutch]. http://www. scp. nl/ Onderzoek/Lopend_ onderzoek/
A_ Z_ alle_ lopende_ onderzoeken/ Statusscores (accessed 28 Aug 2019).

[17] K. Goel, R.J. Lennon, R.T. Tilbury, R.W. Squires, R.J. Thomas, Impact of cardiac
rehabilitation on mortality and cardiovascular events after percutaneous
coronary intervention in the community, Circulation 123 (21) (2011) 2344–
2352.

[18] J.A. Suaya, W.B. Stason, P.A. Ades, S.-L. Normand, D.S. Shepard, Cardiac
rehabilitation and survival in older coronary patients, J. Am. Coll. Cardiol. 54
(1) (2009) 25–33.

[19] M.R. Blum, J.P. Schmid, P. Eser, H. Saner, Long-term results of a 12-week
comprehensive ambulatory cardiac rehabilitation program, J.
Cardiopulmonary Rehabilitation Prevention. 33 (2) (2013) 84–90.

[20] R.S. Taylor, A. Brown, S. Ebrahim, J. Jolliffe, H. Noorani, K. Rees, B. Skidmore, J.A.
Stone, D.R. Thompson, N. Oldridge, Exercise-based rehabilitation for patients
with coronary heart disease: systematic review and meta-analysis of
randomized controlled trials, Am. J. Med. 116 (10) (2004) 682–692.

[21] B.J. Witt, S.J. Jacobsen, S.A. Weston, J.M. Killian, R.A. Meverden, T.G. Allison, G.S.
Reeder, V.é.L. Roger, Cardiac rehabilitation after myocardial infarction in the
community, J. Am. Coll. Cardiol. 44 (5) (2004) 988–996.

[22] K. Kotseva, D. Wood, G.D. Backer, D.D. Bacquer, Use and effects of cardiac
rehabilitation in patients with coronary heart disease: results from the
EUROASPIRE III survey, Eur. J. Preventive Cardiology 20 (5) (2013) 817–826.

[23] P.A. Ades, S.J. Keteyian, J.S. Wright, L.F. Hamm, K. Lui, K. Newlin, D.S. Shepard,
R.J. Thomas, Increasing cardiac rehabilitation participation from 20% to 70%: a
road map from the million hearts cardiac rehabilitation collaborative, Mayo
Clin. Proc. 92 (2) (2017) 234–242.

[24] J.Z. Atary, M. de Visser, R. van den Dijk, J. Bosch, S.S. Liem, M.L. Antoni, M.
Bootsma, E.P. Viergever, C.J. Kirchhof, I. Padmos, M.I. Sedney, H.J. van Exel, H.F.
Verwey, D.E. Atsma, E.E. van der Wall, J.W. Jukema, M.J. Schalij, Standardised
pre-hospital care of acute myocardial infarction patients: MISSION! guidelines
applied in practice, Netherlands Heart J.: Monthly J. Netherlands Soc.
Cardiology Netherlands Heart Foundation 18 (9) (2010) 408–415.

[25] S.L. Grace, K.L. Russell, R.D. Reid, et al., Effect of cardiac rehabilitation referral
strategies on utilization rates: a prospective, controlled study, Arch. Intern.
Med. 171 (3) (2011) 235–241.

[26] S.L. Grace, S. Gravely-Witte, J. Brual, N. Suskin, L. Higginson, D. Alter, D.E.
Stewart, Contribution of patient and physician factors to cardiac rehabilitation
referral: a prospective multilevel study, Nat. Clinical Practice Cardiovascular
Med. 5 (10) (2008) 653–662.

[27] K. Barber, M. Stommel, J. Kroll, M. Holmes-Rovner, B. McIntosh, Cardiac
rehabilitation for community-based patients with myocardial infarction:
6

factors predicting discharge recommendation and participation, J. Clin.
Epidemiol. 54 (10) (2001) 1025–1030.

[28] L. Jackson, J. Leclerc, Y. Erskine, W. Linden, Getting the most out of cardiac
rehabilitation: a review of referral and adherence predictors, Heart (Br. Cardiac
Soc.) 91 (1) (2005) 10–14.

[29] P.A. Ades, M.L. Waldmann, D.M. Polk, J.T. Coflesky, Referral patterns and
exercise response in the rehabilitation of female coronary patients aged
greater than or equal to 62 years, Am. J. Cardiology 69 (17) (1992) 1422–1425.

[30] A. Salzwedel, M. Nosper, B. Röhrig, S. Linck-Eleftheriadis, G. Strandt, H. Völler,
Outcome quality of in-patient cardiac rehabilitation in elderly patients–
identification of relevant parameters, Eur. J. Preventive Cardiology 21 (2)
(2014) 172–180.

[31] A. Ruano-Ravina, C. Pena-Gil, E. Abu-Assi, S. Raposeiras, A. van ’t Hof, E.
Meindersma, E.I. Bossano Prescott, J.R. González-Juanatey, Participation and
adherence to cardiac rehabilitation programs. A systematic review, Int. J.
Cardiol. 223 (2016) 436–443.

[32] S. Borg, B. Oberg, M. Leosdottir, D. Lindolm, L. Nilsson, M. Back, Factors
associated with non-attendance at exercise-based cardiac rehabilitation, BMC
Sports Sci., Med. Rehabilitation 11 (2019) 13.

[33] K.S. Patel, J.D. Brown, Disparities in the use of cardiac rehabilitation after a
myocardial infarction in the United States, J. Clin. Med. 8 (7) (2019).

[34] K.G. Aragam, M. Moscucci, D.E. Smith, et al., Trends and disparities in referral
to cardiac rehabilitation after percutaneous coronary intervention, Am. Heart J.
161 (3) (2011).

[35] J.A. Suaya, D.S. Shepard, S.-L. Normand, P.A. Ades, J. Prottas, W.B. Stason, Use of
cardiac rehabilitation by Medicare beneficiaries after myocardial infarction or
coronary bypass surgery, Circulation 116 (15) (2007) 1653–1662.

[36] L. Anderson, G.A. Sharp, R.J. Norton, et al., Home-based versus centre-based
cardiac rehabilitation, Cochrane Database Syst. Rev. 6 (2017).

[37] M.C. Jones, K. Smith, O. Herber, M. White, F. Steele, D.W. Johnston, Intention,
beliefs and mood assessed using electronic diaries predicts attendance at
cardiac rehabilitation: An observational study, Int. J. Nurs. Stud. 88 (2018)
143–152.

[38] J. Daly, A.P. Sindone, D.R. Thompson, K. Hancock, E. Chang, P. Davidson,
Barriers to participation in and adherence to cardiac rehabilitation programs: a
critical literature review, Prog. Cardiovasc. Nurs. 17 (1) (2002) 8–17.

[39] A. Cooper, G. Lloyd, J. Weinman, G. Jackson, Why patients do not attend cardiac
rehabilitation: role of intentions and illness beliefs, Heart (Br. Cardiac Soc.) 82
(2) (1999) 234–236.

[40] D. Hansen, J. Berger, P. Dendale, R. De Rybel, R. Meeusen, Training adherence in
early cardiac rehabilitation: Effect of exercise session duration, J.
Cardiopulmonary Rehabilitation Prevention. 29 (3) (2009) 179–182.

http://refhub.elsevier.com/S2352-9067(21)00146-9/h0085
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0085
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0085
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0085
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0090
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0090
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0090
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0095
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0095
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0095
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0100
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0100
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0100
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0100
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0105
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0105
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0105
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0110
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0110
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0110
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0115
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0115
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0115
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0115
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0120
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0125
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0125
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0125
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0130
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0130
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0130
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0130
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0135
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0135
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0135
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0135
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0140
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0140
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0140
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0145
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0145
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0145
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0150
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0150
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0150
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0150
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0155
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0155
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0155
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0155
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0160
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0160
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0160
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0165
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0165
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0170
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0170
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0170
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0175
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0175
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0175
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0180
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0180
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0185
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0185
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0185
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0185
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0190
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0190
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0190
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0195
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0195
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0195
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0200
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0200
http://refhub.elsevier.com/S2352-9067(21)00146-9/h0200

	Referral and participation in cardiac rehabilitation of patients following acute coronary syndrome; lessons learned
	1 Introduction
	2 Methods
	2.1 Statistical analysis

	3 Result
	4 Discussion
	4.1 Study limitations

	5 Conclusions
	Declaration of Competing Interest
	References


