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Participating in cardiac rehabilitation: a
systematic review and meta-synthesis of
qualitative data

Lis Neubeck1–3, S Ben Freedman1–3, Alexander M Clark4,
Tom Briffa5, Adrian Bauman6 and Julie Redfern1,7

Abstract

Background: Participation in cardiac rehabilitation (CR) benefits patients with coronary heart disease (CHD), yet

worldwide only some 15–30% of those eligible attend. To improve understanding of the reasons for poor participation

we undertook a systematic review and meta-synthesis of the qualitative literature.

Methods: Qualitative studies identifying patient barriers and enablers to attendance at CR were identified by searching

multiple electronic databases, reference lists, relevant conference lists, grey literature, and keyword searching of the

internet (1990–2010). Studies were selected if they included patients with CHD and reviewed experience or under-

standing about CR. Meta-synthesis was used to review the papers and to synthesize the data.

Results: From 1165 papers, 34 unique studies were included after screening. These included 1213 patients from eight

countries. Study methodology included interviews (n¼ 25), focus groups (n¼ 5), and mixed-methods (n¼ 4). Key rea-

sons for not attending CR were physical barriers, such as lack of transport, or financial cost, and personal barriers, such

as embarrassment about participation, or misunderstanding the reasons for onset of CHD or the purpose of CR.

Conclusions: There is a vast amount of qualitative research which investigates patients’ reasons for non-attendance at

CR. Key issues include system-level and patient-level barriers, which are potentially modifiable. Future research would

best be directed at investigating strategies to overcome these barriers.
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Introduction

Coronary heart disease (CHD) remains a leading cause
of morbidity and mortality globally.1 Importantly, par-
ticipation in secondary prevention and cardiac rehabil-
itation (CR) has been shown to reduce mortality,2,3

have substantial benefits on risk factor profiles, increase
adherence to pharmacotherapy, and improve quality of
life.3 Despite this, participation rates in CR are notori-
ously low; less than 50% attend worldwide.4,5 It is dis-
quieting that those patients who are at highest risk are
least likely to attend.6 Predictors of poor participation
in CR have been widely studied through quantitative
analysis and include distance from CR centre, language
other than English, lower socioeconomic status, ethnic-
ity, female gender, and older age.7,8

While existing research has identified the factors
that predict participation, it has not increased

understanding of the complex processes that may influ-
ence participation. Qualitative research can increase
knowledge of these processes and associated factors
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and is particularly useful for exploring the social
world.9 As such, qualitative research is particularly
important for addressing issues which can prevent
patients from participating in CR. However, it is
often criticized for the lack of generalizability due to
the small sample sizes typically used.9 Meta-synthesis
brings together findings of qualitative research to facil-
itate knowledge development in an analogous fashion
to meta-analysis in quantitative studies.10 Therefore, we
aimed to synthesize the qualitative studies which have
examined patients’ reasons for choosing whether or not
to participate in CR, to further our understanding of
the barriers from the perspective of the patient, which is
both rich in detail and generalizable.

Methods

Literature search strategy

Relevant qualitative studies were identified by search-
ing multiple databases including MEDLINE (1990–
2010), CINAHL (1990–2010), and EMBASE (1990–
2010) using the keywords ‘qualitative studies’, ‘focus
groups’, ‘ethnography’, ‘phenomenology’, ‘cardiac
rehabilitation’, and ‘secondary prevention’. We also
searched the reference lists and bibliographies of any
possible studies, relevant conference lists, and grey lit-
erature and did keyword searching (using Google) of
the World Wide Web. References and abstracts identi-
fied from the search were imported into Endnote
X4 bibliographic software (Thomson Reuters,
Philadelphia, Pennsylvania, USA) and all duplicates
removed. Where papers about the same study were
reported in more than one journal, the later time
point was used and those remaining were assessed by
two reviewers against the inclusion and exclusion
criteria.

Study selection

Two reviewers (LN and JR) independently scanned
titles and abstracts and identified potentially relevant
articles. Studies were considered relevant if they were
empirical studies conducted in a research paradigm
using qualitative techniques and if they evaluated
patient barriers or patient enablers to participation in
a CR or secondary prevention programme. We defined
a CR or secondary prevention programme as a multi-
factorial behavioural intervention delivered after an
acute cardiac event with the aim of reducing cardiovas-
cular risk factors and improving patient quality of life.
Where studies examined both participant and another
person (staff or partner) we utilized only the patient
perspective. Where studies used mixed methods we ana-
lysed only the qualitative data. We obtained full-text

manuscripts for all relevant trials and further assessed
quality using the consolidated criteria for reporting
qualitative research (COREQ) qualitative checklist11

to determine to what quality standard was met for
each of the three domains (research team and reflexiv-
ity; study design; and analysis and findings). The
32-item COREQ checklist is designed to promote com-
prehensive reporting of qualitative studies.11

Data synthesis and analysis

All papers were independently reviewed by LN and JR.
Any disagreement between reviewers was resolved by a
third content expert opinion. Each paper was summa-
rized to identify the main concepts of the study, setting,
and participants. The papers were then systematically
compared for similarities, themes, and differences. We
contacted the primary study authors when further
information was required. We used Charmaz’s12 itera-
tion of the constant comparative approach to analyse
and synthesize the data. Constant comparative analysis
provides a systematic approach to analysis of qualita-
tive data, which includes line-by-line coding and the use
of memos to form categories, which enable us to con-
struct theory. Constant comparative analysis is particu-
larly concerned with discovering the processes which
surround the research question. This makes it a parti-
cularly relevant tool for looking at the processes which
enable or prevent people from participating in CR.

Results

Study selection and characteristics

A total of 1165 studies were screened for possible inclu-
sion and 142 full manuscripts were reviewed (Figure 1).
In total, 34 studies (1213 patients) from eight countries
were included (Table 1). Of the studies that reported the
sex of the participants, 48% were female and of those
reporting age of participants (27/34), the mean was
63� 5 years. The majority of the patients were admitted
with an acute coronary syndrome (41%, 491/1213),
39% ‘eligible for CR’, 10% post cardiac surgery, 5%
after percutaneous coronary intervention, and 5% with
heart failure. Duration from time of diagnosis was
reported in 26 papers and varied from the in-patient
stay to 5 years (mean 8.9� 9.7 months).

Quality

Quality was assessed using the COREQ checklist11 and
no papers fulfilled all the criteria (Table 2). The domain
of research team and reflexivity was least well fulfilled,
with 17/34 papers failing to report to any degree the
researchers’ interest in the subject matter or the
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relationship they had to the participants. The domain
of study design was at least partially fulfilled, with suf-
ficient description of the study methods being given in
33/34 papers. The domain of analysis and reporting was
partially fulfilled by all 34/34 papers, but none comple-
tely fulfilled the analysis domain and only 4/34 papers
completely fulfilled the reporting domain.

Qualitatative data synthesis

System and service barriers affecting CR
attendance. A number of studies reported the impor-
tance of physician recommendation in the decision to
participate in CR,13–17 particularly when the patient
was ambivalent about participating (Figure 2). Some
studies identified physicians as recommending against
CR.18,19 Patient–physician communication was viewed
as important, although patients perceived that physi-
cians did not always communicate well, either with
them or with other healthcare providers.20

The in-patient experience and interaction with other
healthcare providers influenced their decision to attend
CR. Patients reported that the conversation about CR
often took place at an inappropriate time during the in-
patient stay, often when they could not remember due
to recent surgery, proximity to the shock of the

diagnosis,17 or suffering with information overload.21

Furthermore, the advice was sometimes contradictory
between healthcare providers, which negatively affected
their decision to attend.20–23

A large number of patients recalled not receiving
information about CR during whilst in hospi-
tal.15,17,20,24 Of those who had received information
about CR, many had not fully understood its
purpose.16,25–27

Another major theme was that participants believed
CR was predominantly focussed on exer-
cise.15,16,23,25,28,29 Some people either believed that
they got enough exercise in their daily lives, or did
not feel that the exercises would be individually tai-
lored.25,26,27,30 To others, exercise was an enabler,
as they valued the guidance that they got from health-
care professional19,26,31 and enjoyed the
camaraderie.23,26,32,33,34

Some patients were excluded from CR by the hospi-
tals’ inclusion and exclusion criteria,29 or poor commu-
nication between the hospital and the community
meant long delays in being able to participate in
CR.29 Indeed, one study found that the support
received from the CR team varied dramatically from
patient-to-patient and this did not relate to patient’s
own perceived needs for support.35

Studies screened for
possible inclusion
(n=1,165)

• Bibliographic databases (Medline, Cinahl,
Embase)

• Grey literature
• Reference lists of studies or reviews
• Keyword searching on the internet

Studies excluded (n=105)
• Quantitative methodology (n=74)
• Review paper (n=2)
• Not protocol (n=20)
• Health professional perspective (n=8)
• Reported same study (n=2)
• Abstract only of PhD thesis (n=2)

Potential studies identified from:

Full manuscripts
reviewed for
possible inclusion
(n=142)

Total number of studies relevant to the review (n=34)

Figure 1. Process of study selection.
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Emotions surrounding CHD diagnosis. People spoke
of the distress surrounding the CHD diagnosis.31,36

Participants experienced disbelief and denial.33 They
experienced a loss of confidence and felt vulnerable in
the face of a diagnosis which was mostly unexpected
and confusing.16,33,37 They were frustrated by the illog-
ical way in which they perceived that CHD ‘strikes’.31,37

Many people focussed on survival in the early recovery
period and decided to take part in CR as a result.31,33

Independent of participation in CR, the diagnosis of
CHD caused a great deal of life stress and
introspection.23,31,36,37

Physical barriers affecting CR attendance. For some
people there were a number of physical barriers
which prevented them from participating in CR.
The main factors included: no or restricted trans-
portation;15,16,18,19,25,28,29,33,39–41 lack of parking at
CR facility;16,24,29,33,42 competing work commit-
ments15,16,18,28,33,34 or care for others commitments;25,30

inconvenient programme scheduling;28,40 personal
safety concerns;42 financial cost;19,20,32 and language
barriers.21,29,39,43,44 One study reported that taking
part in CR disrupted the entire day.19

For others these physical barriers were overcome
through a variety of solutions. Firstly the use of flexi-
ble programme formats;13 home-based options;39

and importantly language- or culture-specific
programmes.30,41

Personal barriers affecting CR attendance. Opinions
surrounding the diagnosis and management of CHD
were polarized. For some participants, the decision
not to attend CR was because of specific beliefs
around the nature of CHD and the benefits, or lack
thereof, of CR.20,23,28,43 These participants recalled
that advice received at all stages of their treatment
was contradictory.20,44,46 They perceived the healthcare
professionals as coercive and didactic.21,23 In general,
these participants had a poor understanding of CHD
risk, tending to focus on the psychosocial aspects of
CHD, such as believing CHD was caused entirely by
stress.23,39 They also perceived themselves as having
little control over their cardiovascular risk factors,
believing change was pointless.17,22,23 Some partici-
pants also had negative perceptions of people who
choose to participate in CR, believing that they were
elderly or ‘needy’.16,19,23 They were also embarrassed
about participating in any group exercise.23,25,28,32,39

CR participants expressed vastly different opinions
about CHD and preventing recurrence. Firstly, they
perceived the healthcare professionals as being experts
in CHD, who minimized the contradictions in their
explanations.13,19,23,33 The participants had a clearer
understanding of CHD risk, focussing mainly onT
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modifiable risks, such as lifestyle, and understanding
the need to make lifestyle changes.13,16,18,23,37,39 CR
participants felt they had control over their cardiovas-
cular risk factors and were able to make meaningful
changes.23,26,38 They valued the peer support and
enjoyed the camaraderie.23,32,33 Interestingly, partici-
pants also spoke of being embarrassed, but that they
had overcome it and began to enjoy CR.23,26

Culturally and linguistically diverse
populations. Specific barriers to attendance exist
within culturally and linguistically diverse (CALD)
populations. Eight papers focussed on the experiences
of CALD populations. Six of these examined the expe-
riences of South Asian patients,13,15,38,39,43,45 one exam-
ined the experiences of South Asian and African
Caribbean patients,39 and one explored the experiences

Table 2. Quality checklist

Publication

Domain 1: Research team

and reflexivity

Domain 2: Study

design

Domain 3: Analysis

and findings

Personal

characteristics

Relationship

with

participants

Theoretical

framework

Participant

selection Setting

Data

collection

Data

analysis Reporting

Astin et al. (2008)45 p � p p p p p

Banerjee et al. (2010)13
� � p p p p p p

Bergman and Bertero (2001)36 p � ˇ p p p � p

Chauhan et al. (2010)44 p � ˇ ˇ p p p p

Clark et al. (2004)23 p p p ˇ ˇ p p ˇ
Clark et al. (2005)3 � � p ˇ ˇ p p ˇ
Condon and McCarthy (2006)31

� � p ˇ p p p p

Cooper et al. (2005)28
� � ˇ ˇ p p p p

Darr et al. (2008)38
� � p p p p p p

Day and Batten (2006)35 p � ˇ p p p p p

Dolansky et al. (2006)14 p � p p p p p p

Grewal et al. (2010)15 p � ˇ p p p p p

Heid and Schmelzer (2004)18
� � ˇ p p p p p

Hird et al. (2004)25
� � p p p p p p

Jolly et al. (2004)39
� � ˇ p p p p p

Jones et al. (2003)16
� � p ˇ p p p p

Jones et al. (2007)24 p � � ˇ p p p p

Jones et al. (2009)27
� � p p p p p p

MacInnes (2006)37 p � ˇ p p p p p

McCorry et al. (2009)22
� � p p p p p p

McSweeney and Crane19 (2001) � � p p p p p p

Mead et al. (2010)20
� � p p p p p p

Mitchell et al. (1999)32
� � ˇ p p p p p

Mitoff et al. (2005)17 p � ˇ p p p p p

O’Driscoll et al. (2007)21 p � ˇ p p p p p

Pullen et al. (2009)40 p p ˇ p p p p p

Schou et al. (2008)57 p � ˇ p p p p p

Taylor et al. (2010)30 p p p p p p p ˇ
Tod et al. (2002)29

� � p ˇ ˇ p p p

Tolmie et al. (2009)58 p � p p p p p p

Visram et al. (2008)41
� � ˇ p p p p p

White et al. (2010)46 p � p p p p p ˇ
Wingham et al. (2006)33 p � ˇ p p p p p

Wyer et al. (2001)42
� � p ˇ p p p p

ˇ, criteria fulfilled; p, criteria partly fulfilled; �, criteria not fulfilled.
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of Australian Aboriginal patients.30 For the South
Asian patients, language was a major barrier to partic-
ipation.39,45 Participation was highest where all partic-
ipants spoke English.13

Some issues arose around translation of material,
with family members often acting as interpreters.45

When this occurred, family members avoided passing
on what they believed might be distressing information,
and therefore some healthy heart messages were lost.45

A number of South Asian patients believed that CHD
was caused by divine intervention and as such they
should accept it as the will of God.38,44 It was particu-
larly important to have the recommendation of the
physician to participate, as physicians are highly
respected within the South Asian culture.13,15 Among
Australian Aboriginals there were also issues relating to
colonialism and healthcare, and their younger age of
CHD onset.30 Also, Australian Aboriginals experienced
disempowerment to make lifestyle changes secondary
to the confronting messages in the media about their
poor health outcomes.30

Some female CALD participants were embarrassed
at exercising in a mixed group and believed that they
did not have the right clothing or footwear to partici-
pate.41 Female partners of male CALD patients

attending CR, who were responsible for meal prepara-
tion, were not always included in information sessions
about healthy eating or were unable to understand the
information which was delivered in English.43 Yet
another problem existed when patients from CALD
background were given dietary advice which was not
culturally sensitive. This caused distress to the partici-
pants and lead them to believe that CR was not rele-
vant to them.41

Gender differences. Although the majority of reasons
for deciding whether or not to participate in CR were
the same for men and women, they did have different
expectations from CR. Men typically wanted practical
support and advice,14 whereas women wanted emo-
tional and social support.14 Women also spoke of the
decision to attend CR requiring courage.19

Discussion

This study presents the first major systematic review
and meta-synthesis of qualitative studies examining
patients’ decisions about attending CR. Our results
show that there are a number of reasons affecting the
decision to attend CR. Firstly, there are service and

Gender apecific issues

Physical barriers

Physical enablers

• Men want practical support and advice

• Language barriers

• Language barriers
• Family members acting as interpreters

• Belief in benefit to CR

• Availability in other languages

• Physician recommendation

• Information given at appropriate time
  during in-patient stay 

• Understanding purpose of CR
• Hospital inclusin criteria

• Good interaction with health care provider

• Home program available
• Flexible program available

Attends cardiac rehabilitation

• CR professionals expert
• CHD caused by physical risks
• Able to change CHD risk
• Peer support from attending CR

• CHD is “Will of God”
• Recommendation of physician important
• Female participants do not want to
   exercise in mixed group
• Family members not included in
  education

• Safety concerns
• Work and carer commitments
• Lack of transport and parking

System and service barriers
System and service enablers

Personal barriers

Specific cultural issues

Personal enablers

• Contradictory advice from health care team
• Information given at inappropriate time
• Poor understanding purpose of CR
• Hospital exclusion criteria

• Physician recommends not to attend

• No benefit in CR

• No control over CHD risk
• Embarrassment about group

• Women value the emotional and social
   support of CR

Figure 2. Results of the meta-synthesis.
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system level barriers: physician recommendation, inter-
action with the healthcare team, and misconceptions
surrounding CR. Secondly there are practical barriers:
transport and parking, cost, and language. Thirdly
there are personal barriers: perception of CHD and
CR, and belief in ability to control CHD. Finally
there are specific issues which affect CALD patients
and women more particularly.

By working together to ensure that consistent advice
is given across the healthcare team and that physicians
recommend CR to all eligible patients, for example by
using timely maintained electronic health records,47 we
can minimize the perceptions patients have of contra-
dictions with the advice they are given. While one of the
issues which our review highlighted was poor timing of
the invitation to participate, we did not find any studies
which had specifically addressed this. However, some
studies have suggested that using an automatic referral
system to CR may increase participation.48–50

Notable was the large number of participants who
had a poor understanding of what CR was, and many
believed it was solely, or predominantly, about exercise.
While some participants were encouraged to participate
by this belief, others were discouraged. In one review of
the literature, it was suggested that marketing CR as
multiple risk reduction programmes may enhance
uptake.8 Practical barriers, such as transport, parking,
working, language, and scheduling, which have been
widely cited in the literature, are also conceptualized
by the participants in the current analysis. Attendance
at CR might increase if out-of-hours services are pro-
vided, or if transport is provided, yet no studies have
demonstrated if this is the case. Attendance has been
increased where services are provided in other lan-
guages,13,43 or where a flexible or remote model has
been used.51

However, marketing and adapting CR may only be
part of the solution. While there were misconceptions
surrounding CR, we also noted a difference in peoples’
beliefs about their CHD, its trajectory, and
CR.17,22,23,25,26,31,37,39,41 Those who were most likely
to attend were also most likely to believe CHD was
caused by biomedical risk factors and that they had
some control over it. Those who were least likely to
attend believed that CHD was caused by psychosocial
factors and that they had little or no control over it.
Taking a direct didactic approach to attendance at CR
is likely to cause resistance.52 Instead, techniques such
as motivational interviewing, combined with flexible
community alternatives to facility CR, can promote
the uptake in people who have declined CR.53 A further
solution could enlist peer-group support.23

The main barriers to participation for patients from
CALD backgrounds are related to language. However,
we also found fatalistic health beliefs, and culturally

insensitivity can act as barriers to participation.
Programmes which are specifically tailored to cultural
beliefs and needs could therefore increase uptake.41

Specific strategies to increase uptake include cultural
awareness training for non-indigenous staff, involving
Aboriginal health workers and family members in CR,
engaging with community elders and incorporating CR
into existing community-based programmes.53

While we noted similar barriers to participation in
CR for men and women, we highlighted that women
value the social support of CR more than other aspects
of the programme. Another study has found women
were significantly more anxious than men and also
scored more highly for social inhibition, which may
explain the lower participation and completion rates
in CR by women.54

Given the broad and extensive range of barriers
which prevent people from participating in CR, it is
unlikely that there will be a single solution. Rather,
we need to develop a suite of solutions, which are flex-
ible, responsive to the needs of the patients, are deliv-
ered in a variety of settings and modes, and are
commensurate with the resources available. One pro-
posed model for this is Secondary Prevention of coro-
nary heart disease for All in Need (SPAN).55 SPAN is
inherently flexible yet provides a minimum level of
health service standardization. It can be delivered
across any area health service regardless of a patient’s
age, gender, ethnicity, geographical location, or socio-
economic status. Importantly, the setting, communica-
tion technologies, and components of each patient’s
care are governed and woven into continuing care pro-
vided by the family physician in concert with a cardiac
care facilitator.

Our review is limited by the quality of the included
studies. Quality was assessed by using the COREQ
checklist, but this provides guidance towards quality
rather than categorical scoring. In addition, although
the included papers all addressed participation in CR,
the methodologies of the individual papers and the data
collection techniques were quite diverse, which may
hinder effective data synthesis.56 Further, the length
of time from diagnosis to study may have created
recall bias in some participants. It was also not possible
to assess whether there were associations between dif-
ferent variables, nor were we able to assess the impact
of diagnostic group on attendance at CR. Future
research should be directed to answer important ques-
tions about how successful the proposed strategies are
in overcoming the barriers to participation.

Conclusions

There is a sizable body of qualitative research which
investigates patients’ reasons for non-attendance

8 European Journal of Cardiovascular Prevention & Rehabilitation 0(00)

 at European Society of Cardiology on May 23, 2011cpr.sagepub.comDownloaded from 

http://cpr.sagepub.com/


at CR. This study presents the first major systematic
review and meta-synthesis of qualitative studies exam-
ining patients’ decisions about attending CR. Our
results show that there are a number of reasons affect-
ing the decision to attend CR. These include system-
level and patient-level barriers, which are potentially
modifiable. Future research would best be directed at
investigating strategies to overcome these barriers.
Development of a suite of flexible options around ser-
vice provision that are responsive to the needs of the
patients is paramount.

Acknowledgements

LN has a PhD Scholarship from the Heart Foundation of
Australia. JR has a NHMRC-Heart Foundation

Fellowship. AMC receives career awards from the Canadian
Institutes for Health Research and Alberta Innovates: Health
Care Solutions.

Funding

This research received no specific grant from any funding
agency in the public, commercial, or not-for-profit sectors.

Conflict of interest

None.

References

1. World Health Organization. Cardiovascular diseases.

Geneva: World Health Organization, 2007. Fact sheet

no. 317.
2. Taylor R, Brown A, Ebrahim S, Jolliffe J, Noorani H,

Rees K, et al. Exercise-based rehabilitation for patients

with coronary heart disease: systematic review and meta-

analysis of randomized controlled trials. Am J Med 2004;

116(10): 682–692.
3. Clark AM, Hartling L, Vandermeer B and McAlister FA.

Meta-analysis: Secondary prevention programs for

patients with coronary artery disease. Ann Intern Med

2005; 143(9): 659–672.
4. Suaya JA, Shepard DS, Normand S-LT, Ades PA, Prottas

J and Stason WB. Use of cardiac rehabilitation by medi-

care beneficiaries after myocardial infarction or coronary

bypass surgery. Circulation 2007; 116(15): 1653–1662.

5. Bjarnason-Wehrens B, McGee H, Zwisler AD, Piepoli

MF, Benzer W, Schmid J-P, et al. Cardiac rehabilitation

in Europe: results from the European Cardiac

Rehabilitation Inventory Survey. Eur J Cardiovasc Prev

Rehabil 2010; 17(4): 410–418.

6. Redfern J, Ellis E, Briffa T and Freedman SB. High risk-

factor level and low risk-factor knowledge in patients not

accessing cardiac rehabilitation after acute coronary syn-

drome. Med J Aust 2007; 186(1): 21–25.
7. Cortés O and Arthur HM. Determinants of referral to

cardiac rehabilitation programs in patients with coronary

artery disease: a systematic review. Am Heart J 2006;

151(2): 249–256.

8. Daly J, Sindone AP, Thompson DR, Hancock K, Chang
E and Davidson P. Barriers to participation in and adher-
ence to cardiac rehabilitation programs: a critical litera-

ture review. Prog Cardiovasc Nurs 2002; 17(1): 8–17.
9. Schofield J. Increasing the generalisability of qualitative

research. In: HubermanA andMilesM (eds)The qualitative
researcher’s companion. Thousand Oaks, CA: Sage, 2002.

10. Jensen LA and Allen MN. Meta-synthesis of qualitative
findings. Qual Health Res 1996; 6(4): 553–560.

11. Tong A, Sainsbury P and Craig J. Consolidated criteria

for reporting qualitative research (COREQ): a 32-item
checklist for interviews and focus groups. Int J Qual
Health Care 2007; 19(6): 349–357.

12. Charmaz K. Constructing grounded theory: a practical
guide through qualitatitive analysis. Thousand Oaks,
CA: Sage, 2006.

13. Banerjee AT, Grace SL, Thomas SG and Faulkner G.
Cultural factors facilitating cardiac rehabilitation partic-
ipation among Canadian South Asians: a qualitative
study. Heart-Lung 2010; 39(6): 494–503.

14. Dolansky MA, Moore SM and Visovsky C. Older adults’
views of cardiac rehabilitation program: is it time to rein-
vent? J Gerontol Nurs 2006; 32(2): 37–44.

15. Grewal K, Leung YW, Safai P, Stewart DE, Anand S,
Gupta M, et al. Access to cardiac rehabilitation among
South-Asian patients by referral method: a qualitative

study. Rehabil Nurs 2010; 35(3): 106–112.
16. Jones LW, Farrell JM, Jamieson J and Dorsch KD.

Factors influencing enrollment in a cardiac rehabilitation
exercise program. Can J Cardiovasc Nurs 2003; 13(1):

11–15.
17. Mitoff PR, Wesolowski M, Abramson BL and Grace SL.

Patient-provider communication regarding referral to

cardiac rehabilitation. Rehabil Nurs 2005; 30(4): 140–146.
18. Heid HG and Schmelzer M. Influences on women’s par-

ticipation in cardiac rehabilitation. Rehabil Nurs 2004;

29(4): 116–121.
19. McSweeney JC and Crane PB. An act of courage:

women’s decision-making processes regarding outpatient

cardiac rehabilitation attendance. Rehabil Nurs 2001;
26(4): 132–140.

20. Mead H, Andres E, Ramos C, Siegel B and Regenstein
M. Barriers to effective self-management in cardiac

patients: the patient’s experience. Patient Educ Couns
2010; 79(1): 69–76.

21. O’Driscoll JM, Shave R and Cushion CJ. A National

Health Service hospital’s cardiac rehabilitation pro-
gramme: a qualitative analysis of provision. J Clin Nurs
2007; 16(10): 1908–1918.

22. McCorry NK, Corrigan M, Tully MA, Dempster M,
Downey B and Cupples ME. Perceptions of exercise
among people who have not attended cardiac rehabilita-
tion following myocardial infarction. J Health Psychol

2009; 14(7): 924–932.
23. Clark AM, Barbour RS, White M and MacIntyre PD.

Promoting participation in cardiac rehabilitation: patient

choices and experiences. J Adv Nurs 2004; 47(1): 5–14.
24. Jones M, Jolly K, Raftery J, Lip GY and Greenfield S, on

behalf of the Brum Steering Committee. ‘DNA’ may not

mean ‘did not participate’: a qualitative study of reasons

Neubeck et al. 9

 at European Society of Cardiology on May 23, 2011cpr.sagepub.comDownloaded from 

http://cpr.sagepub.com/


for non-adherence at home- and centre-based cardiac
rehabilitation. Fam Pract 2007; 24(4): 343–357.

25. Hird C, Upton C and Chesson RA. ‘Getting back to

normal’: patients’ expectations of cardiac rehabilitation.
Physiother 2004; 90(3): 125–131.

26. Clark AM, Whelan HK, Barbour R and MacIntyre PD.
A realist study of the mechanisms of cardiac rehabilita-

tion. J Adv Nurs 2005; 52(4): 362–371.
27. Jones MI, Greenfield S and Jolly K. Patients’ experience

of home and hospital based cardiac rehabilitation: a focus

group study. Eur J Cardiovasc Nurs 2009; 8(1): 9–17.
28. Cooper AF, Jackson G, Weinman J and Horne R. A

qualitative study investigating patients’ beliefs about car-

diac rehabilitation. Clin Rehabil 2005; 19(1): 87–96.
29. Tod AM, Lacey EA and McNeill F. ‘I’m still waiting. . .’:

barriers to accessing cardiac rehabilitation services. J Adv

Nurs 2002; 40(4): 421–431.
30. Taylor KP, Smith JS, Dimer L, Ali M, Wilson N,

Thomas TR, et al. ‘You’re always hearing about the
stats. . . death happens so often’: new perspectives on bar-

riers to Aboriginal participation in cardiac rehabilitation.
Med J Aust 2010; 192(10): 602.

31. Condon C and McCarthy G. Lifestyle changes following

acute myocardial infarction: patients perspectives. Eur J
Cardiovasc Nurs 2006; 5(1): 37–44.

32. Mitchell R, Muggli M and Sato A. Cardiac rehabilita-

tion: participating in an exercise program in a quest to
survive. Rehabil Nurs 1999; 24(6): 236–239.

33. Wingham J, Dalal HM, Sweeney KG and Evans PH.
Listening to patients: choice in cardiac rehabilitation.

Eur J Cardiovasc Nurs 2006; 5(4): 289–294.
34. Schou, Jensen BA, Zwisler AD, Wagner L. Women’s

experiences with cardiac rehabilitation – participation

and non-participation. Nordic J. Nurs. Res. Clinical
Studies 2008; 28(4): 24–28.

35. Day W and Batten L. Cardiac rehabilitation for women:

one size does not fit all. Aust J Adv Nurs 2006; 24(1):
21–26.

36. Bergman E and Bertero C. You can do it if you set your

mind to it: a qualitative study of patients with coronary
artery disease. J Adv Nurs 2001; 36(6): 733–741.

37. MacInnes JD. The illness perceptions of women follow-
ing acute myocardial infarction: implications for behav-

iour change and attendance at cardiac rehabilitation.
Women Health 2006; 42(4): 105–121.

38. Darr A, Astin F and Atkin K. Causal attributions, life-

style change, and coronary heart disease: illness beliefs of
patients of South Asian and European origin living in the
United Kingdom. Heart & Lung 2008; 37(2): 91–104.

39. Jolly K, Greenfield SM and Hare R. Attendance of ethnic
minority patients in cardiac rehabilitation. J Cardiopulm
Rehabil 2004; 24(5): 308–312.

40. Pullen SA, Povey RC and Grogan SC. Deciding to attend

cardiac rehabilitation: a female perspective. . . including
commentary by Higginson R. Int J Ther Rehabil 2009;
16(4): 207–217.

41. Visram S, Crosland A, Unsworth J and Long S. Engaging
women from South Asian communities in cardiac reha-
bilitation. Int J Ther Rehabil 2008; 15(7): 298–304.

42. Wyer SJ, Earll L, Joseph S and Harrison J. Deciding

whether to attend a cardiac rehabilitation programme:

an interpretative phenomenological analysis. Coron

Health Care 2001; 5(4): 178–188.
43. Tolmie, Lindsay GM, Kelly T, Tolson D, Baxter S,

Belcher PR, et al. Are older patients’ cardiac rehabilita-

tion needs being met? J Clin Nurs 2009; 18(13): 1878–

1888.
44. Chauhan U, Baker D, Lester H and Edwards R.

Exploring uptake of cardiac rehabilitation in a minority

ethnic population in England: a qualitative study. Eur J

Cardiovasc Nurs 2010; 9(1): 68–74.
45. Astin F, Atkin K and Darr A. Family support and car-

diac rehabilitation: a comparative study of the experi-

ences of South Asian and White-European patients and

their carer’s living in the United Kingdom. Eur J

Cardiovasc Nurs 2008; 7(1): 43–51.
46. White SP, Bissell P and Anderson C. Patients’ perspec-

tives on cardiac rehabilitation, lifestyle change and taking

medicines: implications for service development. J Health

Serv Res Policy 2010; 15(Suppl 2): 47–53.
47. Pagliari C, Detmer D and Singleton P. Potential of elec-

tronic personal health records. Brit Med J 2007;

335(7615): 330–333.
48. Fischer JP. Automatic referral to cardiac rehabilitation. J

Cardiovasc Nurs 2008; 23(6): 474–479.
49. Grace SL, Evindar A, Kung T, Scholey P and Stewart

DE. Increasing access to cardiac rehabilitation: auto-

matic referral to the program nearest home. J

Cardiopulm Rehabil Prev 2004; 24(3): 171–174.
50. Olga C and Heather MA. Determinants of referral to

cardiac rehabilitation programs in patients with coronary

artery disease: a systematic review. Am Heart J 2006;

151(2): 249–256.
51. Redfern J, Briffa T, Ellis E and Freedman SB. Choice of

secondary prevention improves risk factors after acute

coronary syndrome: one year follow-up of the CHOICE

(Choice of Health Options In prevention of

Cardiovascular Events) randomised controlled trial.

Heart 2009; 95): 468–475.

52. Miller WR and Rollnick R. Motivational interviewing:

Preparing people for change, 2nd edn. New York: The

Guilford Press, 2002.
53. Hayman NM, Wenitong M and Zangger JA.

Strengthening cardiac rehabilitation and secondary pre-

vention for Aboriginal and Torres Strait Islander peoples.

Med J Aust 2006; 184(10): 485–486.

54. Arnold E. The stress connection. Women and coronary

heart disease. Crit Care Nurs Clin N America 1997; 9(4):

565–575.

55. Redfern J, Maiorana A, Neubeck L, Clark AM and

Briffa T. Achieving coordinated Secondary Prevention

of coronary heart disease for All in Need (SPAN). Int J

Cardiol 2011; 146(1): 1–3.
56. Jones ML. Application of systematic review methods to

qualitative research: practical issues. J Adv Nurs 2004;

48): 271–278.

10 European Journal of Cardiovascular Prevention & Rehabilitation 0(00)

 at European Society of Cardiology on May 23, 2011cpr.sagepub.comDownloaded from 

http://cpr.sagepub.com/

