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ABSTRACT

Background: Benefits of the cardiac rehabilitation (CR) program are well documented in the literature.
Despite proven benefits, enrollment rates in cardiac rehab programs remain low. Patients” perceived barriers
influencing the enrollment rates in CR programs remain unclear. Purpose: Underutilization of CR facilities
remains a major problem. Identification of patients’ perceived barriers to participating in supervised exercise-
based outpatient CR programs will help in developing strategies to improve the enrollment rates and to
increase the utilization of CR services. This study aims to record the barriers that patients face by conducting
focused group discussions (FGDs). Methods: We conducted five FGDs until we reached the saturation point.
FGDs were conducted as per the standard guidelines. Discussions were recorded by the note keeper and
later transcribed. Thematic analysis was done to identify the barriers perceived by the patients to attend the
supervised outpatient CR programs. Results: After analyzing the verbatims, we identified seven different
themes as patient-perceived barriers to participating in supervised exercise-based outpatient cardiac rehab
programs: (1) Transport distance, time, and cost, (2) lack of family support, (3) lack of interest, (4) work
timings, (5) financial constraints, (6) comorbid conditions, and (7) lack of willingness. Conclusion: Reaching
the cardiac rehab facility, lack of family support, lack of interest in joining the program, unsuitable work
timings, financial constraints, disabling comorbid conditions, and lack of willingness to join the program are
the patient-perceived barriers to participate in supervised exercise-based outpatient cardiac rehab programs.
Enrollment rates and adherence to cardiac rehab programs can both be enhanced by addressing these barriers.
Future research should emphasize addressing patient-related barriers to enrolling in a CR program.
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INTRODUCTION

Coronary artery disease (CAD) is a leading cause of
death and disability worldwide.™! Over the past six
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decades, the prevalence of CAD in India has increased
from 1% to 9-10% in the urban population and <1% to
4-6% in rural areas.” The disability due to CAD has
substantially increased in low- and middle-income
countries.?* Due to the increasing number of disability-
adjusted life years, CAD is a significant threat to public
health and burdens the health-care system.P! Increased
levels of disability associated with CAD are strongly
associated with decreased health-related quality of life.["!

Cardiac rehabilitation (CR) is a multidisciplinary
approach and has proved instrumental in reducing
mortality and morbidity in CAD patients.”? CR reduces
hospitalization and improves health-related quality of life
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and functional status.®®! The American Heart Association
and the American College of Cardiology have given
Class 1 A recommendations to CR for CAD patients.”)
Despite proved benefits and clinical practice guidelines
recommendations, CR facilities remain underutilized.®!
Underutilization of CR facilities has been reported as a
global problem.!”! Various barriers have been identified
and they can be broadly classified as health-care system-
related barriers, health-care professional-related barriers,
and patient-related barriers.®'!! Literature regarding the
patient-related barriers influencing participation in CR
programs has not been studied in depth. The top barriers
identified in the Indian scenario are lack of referral from
the treating physician and lack of financial resources.
Identifying and overcoming patient-related barriers are
a vital step in improving the delivery of CR services in
India." Focused group discussions (FGDs) can elicit
patients” perspectives on the barriers to participation in
outpatient CR programs. To the best of our knowledge,
no study has used FGD to identify in-depth patient-
related barriers influencing outpatient cardiac rehab
program enrollment rates.

METHODS

We conducted a FGD with CAD patients admitted to
a tertiary care hospital after the acute coronary event.
FGDs were conducted as per the standard guidelines.!"!
Each group consisted of five patients, amoderator, and a
note keeper. The moderator regulated the discussions in
the group. Semi-structured questions were asked by the
moderator to regulate the discussion. The moderator is
a CR expert who directs the CR department at the same
tertiary care hospital. The note keeper was instructed
to record all the conversations that took place in the
FGD. The entire discussion was recorded by a video
camera, which helped with analysis later. A silent and
conducive room was selected for FGD.

Institutional Ethics Committee approval was
obtained. After receiving written informed consent
from the participants, five FGDs were conducted,
which included 25 patients altogether. Diagnosed cases
of CAD who were eligible to participate in CR were
included in the FGD. The demographic characteristics
of the participants are described in Table 1. All the
FGDs were recorded by the note keeper and verbatim

Table 1: Demographic data

Characteristics Group Total

Gender Men 18
Women 07

Mean age Men and women 70
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of each discussion was prepared by a researcher not
involved in the study. Interview extracts were noted
verbatim and codes were prepared to do the thematic
analysis, please refer to Table 2. Further, FGDs were not
conducted as we reached the saturation point.

Data Analysis

Data were analyzed using thematic analysis. The
recorded discussions were transcribed, interview
extracts were created, and codes were generated. Codes
were then clubbed under respective themes.

RESULTS

Based on the research question, the contents of the
interviews were classified into seven superordinate
thematic categories: (1) Transport distance, time, and
cost, (2) lack of family support, (3) lack of interest, (4)
work timings, (5) financial constraints, (6) comorbid
conditions, and (7) lack of willingness. The results were
formed based on these seven categories.

Transport Distance, Time, and Cost

Statements related to the transportation of the patients
to the cardiac rehab facility were grouped and coded as
public transport, time to reach, traveling distance, cost
of transportation, from a distant place under the broad
theme transport distance, time, and cost. Following are
the discussion statements in which the patients address
the barriers related to the transport distance, time, and
cost theme.

“The distance is too much, there is no public transport

available, and it will be difficult for me to commute on

daily basis.”

“We have only 1 state transport bus available and the time

is not fixed” “it takes 2 h to reach this hospital, it’s difficult”

“The cost of daily traveling is going to cost me a lot”

In this conversation, patients expressed their barriers
by mentioning the difficulties of commuting from their
homes to the hospital. Because of a lack of adequate
public transportation, they will have to commute every
day for at least 6-8 weeks to complete the CR program.

Lack of Family Support

Discussion statements related to lack of family support
werecoded assupportfromfamily, busy family members,
and family responsibility. These codes are grouped
under a theme of lack of family support. Following are
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Table 2: Thematic analysis

S. No.
1.

Interview extracts

. No public transport is available

. It will take a lot of time to reach the rehab center

. Commuting is difficult I stay 40 km away

. Traveling this distance will cost me a lot

. I come from a different geographical region will go back
once I am discharged so I cannot attend

2. 1. Everyone in the family is busy, no one will accompany me

All family members go out for work

3. My spouse is very old I need some support to reach the

hospital
4.1 have the responsibility of the entire family cannot join

U= W N =

N

5.1 am ready to join if someone from my family accompanies

me to the hospital

3. 1.Tam ok, I do not require any rehab

2. Exercises are boring to me

3. I am very busy with my routine work
4. 1. Work timing does not match with the hospital OPD timings
5. 1. Cannot afford to lose 1-day income as timing matches with

my occupation timing
2. Can come only if it is free of cost. I am very poor.
6. 1. Difficult for me to walk because of age-related weakness
and diabetes
2. I have gone through some lower limb surgery because of
some trauma

3. I am suffering from dizziness and some ophthalmic problems

7. 1. I do not want to join (no specific reason given)

the discussion statements in which patients conveyed
their barrier as a lack of family support.
“We are very old and there is no one in our family to
accompany us to this hospital”
“Everyone in the family has to go for their job no one can
bring me to hear as I cannot travel alone”
“I am dependent on someone from the family to join”
The above discussion statements convey the barrier
related to lack of family support. Patients require
assistance from their own families to reach the cardiac
rehab facility.

Lack of Interest

Sentences in the discussion showing a lack of interest
from the patient’s side to join the cardiac rehab program
were coded as, thinks does not require rehab, no
interest in exercises. These codes were grouped under
the theme of lack of interest.

“I am ok I don’t require any rehab”,

“Exercises are boring to me”

“I am already very busy with my daily routine work”

With the above statements in the discussion, patients
conveyed that they are not interested in joining a cardiac
rehab program to improve their functional status.
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Codes Themes

* Public transport Transport distance, time,
* Time to reach and cost

* Traveling distance

* Cost of transport

* From distant place

* Support from family Lack of Family support

* Busy family members
* Family responsibility

* Thinks he does not require any rehab  Lack of interest

* No interest in exercises

* Rehab OPD timing clashes with
work schedule
¢ Financial problems

Work timings

Financial constraints

* Unable to join because of other Comorbid conditions

comorbid conditions

* Not willing to participate Lack of willingness

Work Timings

The patient’s work timings not matching with the
hospital outpatient timings. These sentences were coded
as, timing clashes with the work schedule. This code was
grouped under the theme “Work timings.”
“ My work timings clash with the hospital OPD timings”
“I cannot leave my work and come to the hospital”

Financial Constraints

Patients came from low-income families because
the hospital is charitable. Sentences recorded in the
discussion reflected financial constrain as a theme and
are coded as financial problems.

“Cannot afford to lose 1-day income as timing matches

with my occupation timing”

“Can come only if it is free of cost I am very poor”

Comorbid Conditions
Patients with other disabling comorbid conditions

stated that they will be unable to participate in cardiac
rehab program due to their existing medical condition.
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Sentences reflecting comorbid conditions as a barrier
were coded as unable to join because of other comorbid
conditions. This code was grouped under the theme of
comorbid conditions.
“It is difficult for me to walk because of age-related
weakness and diabetes, I will not be able to join”
“I have gone through some lower limb surgery because of
some trauma so cannot join”
“I am suffering from dizziness and some ophthalmic
problems so I can’t join”

Lack of Willingness

There was a direct reply from the patient saying he
does not want to join the CR program and he did not
have any specific reason for it. This particular sentence
was coded, not willing to participate, under the theme
of lack of willingness.

“I don’t want to join.”

DISCUSSION

We wanted to understand the patient’s perspective
on barriers to participating in a supervised outpatient
cardiac rehab program in depth. FGDs and thematic
analysis can explore the patient's views on not
joining the outpatient CR program. After thematic
analysis, we identified seven different themes as a
patient perspective of barriers to joining a supervised
outpatient CR program: (1) Transport distance, time,
and cost, (2) lack of family support, (3) lack of interest,
(4) work timings (5) financial constraints, (6) comorbid
conditions, and (7) lack of willingness.

Transport distance, time, and cost were the major
barrier themes narrated by patients who participated in
the FGD. The outpatient cardiac rehab facility where the
study was conducted is in the rural tertiary care center.
Patients come from distant places for their health care,
which can be a reason for the barrier of transport distance,
time, and cost of transportation. Distance as a barrier for
utilization of CR has also been reported by Leung et al."!

Lack of family support is another major barrier. The
majority of the patients were from remote areas. The
patients were dependent on their family members to
accompany them to the rehab facility. Family support
is essential and can affect the rehabilitation course of
the patients, and the same was documented by Tapp
and Karner et al.I'>1¢]

Lack of interest and willingness may be barriers
due to alack of awareness and understanding of cardiac
rehab in the rural Indian health-care delivery system.!'”!
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Many patients were the primary wage earners in the
family, and returning to work was of more importance to
them for earning a livelihood. Their work time was noted
down as a barrier.' Participants reporting financial
constraints as a barrier may be from a low socioeconomic
background. It is reported that rural inhabitants and low
socioeconomic patients face more barriers to attend CR
programs.!! A large proportion of CAD patients suffers
from comorbid conditions, which disable them to reach
the outpatient cardiac rehab department.*!

Considering the low utilization of CR programs, a
strategy should be planned to overcome the discussed
barriers. A cardiac rehab delivery model should be
developed which can overcome the barriers and enable
the patients to utilize cardiac rehab programs. Strategies
like a semi-supervised cardiac rehab program should
be implemented which will increase the enrollment
rates and overcome major barriers such as the distance
between the rehabilitation center and the residence.
Workplace-based or home-based programs can also be
implemented which can address barriers such as work
timings, family support, and financial constraints. Future
research must focus on the role of semi-supervised
and home-based cardiac rehab programs in reducing
barriers to enrollment and improving adherence of
CAD patients in cardiac rehab programs.

CONCLUSION

Reaching the cardiac rehab facility, a lack of family
support to travel to and attend rehab, lack of interest in
joining the program, unsuitable work timings, financial
constraints, disabling comorbid conditions, and lack of
willingness to join the program are the patient-perceived
barriers to participating in supervised exercise-based
outpatient cardiac rehab programs. Enrollment rates
and adherence to cardiac rehab programs can both be
enhanced by addressing these barriers. Future research
should focus on developing strategies to overcome
patient-related barriers to participating ina CR program.
A similar kind of study in different geographical regions
can be conducted, to study the regional differences in the
patient-related barriers to participating in supervised
exercise-based CR programs.

Clinical Implication

An in-depth study of the barriers to attending CR
programs is necessary so that an appropriate strategy
can be developed to increase the delivery or enrollment
rates in CR programs.
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Limitations

Data analysis was done manually due to the non-
availability of the software. NVivo, ATLAS, and
MAXQDA are the generally used software used in
health-care research for qualitative data analysis.
Participants of our study were only from one geographic
region. A similar study can be replicated in different
geographic regions to document and study the regional
differences in the barriers.
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