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Abstract
Background: Phase II cardiac rehabilitation (CR) is a class IA indication in patients suffering a
cardiovascular event (CV). Current guidelines suggest 36 exercise sessions over a period of 3
months. The main aim of this study was to analyze the rate of adherence to a cardiac rehabilitation
program and the factors influencing it. Methods: This was a cross-sectional study in 421 secondary
prevention patients, who assisted to a Phase-II-CR program between 2007 and 2014. At baseline
and program end, patients completed a 6-minute walk test and the Short-Form 36 Health Survey
(SF-36). Vital signs and anthropometric measurements were also collected. Adherence was quantified as the percentage of individuals who attended all 36 sessions of the program. Factors considered for affecting adherence included: cardiovascular risk factors (RFs), type of health insurance
(public or private), aerobic capacity, and SF-36 score parameters. Results: Adherence to Phase-IICR was 33%, with no significant differences between men and women. The regression model fully
adjusted for age, sex, RFs, type of health insurance and SF-36 score, showed that a SF-36 score <50
on physical health (odds ratio (OR): 11.47; 3.99 - 32.99; p < 0.0001) and smoking (OR: 4.41; 1.25 15.62; p = 0.02) were strong predictors for non-adherence. A trend for better adherence was observed in subjects older than 50 years compared to those aged between 17 and 50 years (37%
versus 23%, respectively; p = 0.05). No significant differences were observed in adherence according to RFs clustering. Conclusions: Adherence to Phase-II-CR is low in our population. Patientrelated factors, such as SF-36 score and smoking, were the best determinants of Phase-II-CR adherence. Health system-related factors did not influence adherence in this population. Prospective
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studies are warranted to determine all the factors which may influence adherence to Phase-II-CR
programs.
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1. Introduction
Cardiovascular disease (CVD) is the most common cause of death in Chile and is responsible for 27% of total
deaths. Approximately 35% of all CV deaths are due to acute myocardial infarction (MI) [1] and although the
rate of MI mortality has remained steady in recent years, its incidence in the younger population has increased
significantly [2]. Therefore, it is of utmost importance to promote lifestyle interventions in these patients. Cardiovascular rehabilitation (CR) programs are associated with a reduction in CVD morbidity and mortality as
well as improvements in the control of cardiovascular risk factors (RFs), exercise tolerance, control of anxiety
and stress, and quality of life, among others [3]-[6].
The latest guidelines from the American College of Cardiology (ACC), the American Heart Association and
the European Society of Cardiology have positioned CR programs with an indication class I, level A in secondary prevention [7]. The completion of the 36 sessions (over approximately 3 months) of Phase-II-CR has been
associated with a lower risk of death and MI at 4 years compared with those performing fewer sessions [8]. Recent studies have also demonstrated a dose-response relationship in CR (i.e., the greater the adherence to the
program, the lower the CVD morbidity and mortality) [8] [9]. Despite these benefits, participation in CR programs remains low, with only 10% to 20% of patients who survive an MI entering a secondary prevention program [8] [10]. This percent is even lower in Latin America with a referral rate around 5% [11]. Moreover, a significant percentage of these individuals leave the program within the first two weeks [12]. The reasons for poor
adherence to and underutilization of CR appear to be multifactorial: the patient’s age, income, distance from the
health center, and personal beliefs of referring physicians about the benefits of Phase-II-CR are among some of
the related factors [10] [12]-[14]. Patient specific factors, such as cardiovascular RFs and RF clustering, may
also influence adherence to this treatment. Despite the importance of Phase-II-CR as part of the secondary prevention after a CVD event, it is not included as part of hospital discharge instructions for most patients in several countries in Latin America.
Finally, adherence to CR programs is critically important to get the maximum benefits of exercise and the
improvement in functional capacity [5] [9]. Therefore, the main aim of this study was to describe adherence
rates to a Phase-II-CR program in Chile and evaluate the factors that influence it.

2. Materials and Methods
The study used a cross-sectional design and included a sample of subjects who participated in a Phase-II-CR
program between 2007 and 2014 in an ambulatory setting of a university hospital. Exclusion criteria included
subjects who did not have any history of atherosclerotic cardiovascular disease. Therefore, the sample consisted
of 421 men and women with definite history of coronary heart disease (CHD). Mean age was of 59 ± 12 years.

2.1. Data Collection
Data were collected on the admission to the Phase-II-CR program. All subjects were interviewed by the nurse in
charge of the program to obtain demographic, medical cardiovascular RF history, and medication intake data.
All the information was entered in a database specifically designed for the program. Upon admission, each subject underwent a graded symptom-limited exercise stress test on a treadmill. Total duration of exercise, metabolic equivalents (METs) and maximum blood pressure and heart rate were recorded. In addition, a 6-minute
walk test (6MWT), anthropometric parameters, and the 36-item Short Form Health Survey (SF-36) were measured and collected at baseline and at the end of the 36 sessions. For the 6MWT, the total distance walked and
vital signs were recorded.
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The following criteria were identified as conditions that could influence patient adherence to the Phase-II-CR
program:
1) Hypertension: subjects with physician-stated diagnosis of hypertension, with or without drug treatment.
2) Dyslipidemia: subjects with physician-stated diagnosis of hypercholesterolemia, hypertriglyceridemia and/
or low HDL (<40 or <50 mg/dL, in men and women respectively), with or without drug treatment.
3) Obesity: subjects with BMI ≥30 mg/kg2 and those with abdominal obesity ≥90 cm (men) and ≥80 cm
(women) according to published criteria [15] [16].
4) Diabetes and insulin resistance: those with medical diagnosis, with or without medication.
5) Physical inactivity: classification of “sedentary leisure time” was used [17]. Sedentary subjects were defined as those who reported no sport or physical activity of at least 30 minutes, 3 times per week, outside of
working hours during the last month. This method has previously shown a direct and significant correlation with
maximal aerobic power measured in METs [18].
6) Smoking: categorized by self-report as follows: no smoking, daily smoking (≥1 cigarette/day), current
smoking (daily + occasional, <1 cigarette/day), or ex-smoker (last cigarette >6 months) [17].
7) Family history of CHD: present if a subject had a direct relative (male <55 years old or woman <65 years
old) who suffered a cardiovascular event.
8) Type of health insurance: Private (ISAPRE) or Public (FONASA) health insurance.
9) Aerobic capacity: total METs achieved in the exercise stress.
10) Quality of life: emotional and Physical health score on SF-36 was used [19].
All subjects admitted to the program provided written informed consent approved by the local ethics committee, which authorized the use of data for academic purposes, protecting confidentiality.

2.2. Adherence
The concept of adherence was applied to the total group of subjects, and it was quantified as the percentage of
subjects who attended all 36 sessions of the Phase-II-CR program.

2.3. Short Form 36 (SF-36) Health Survey
The SF-36 consists of 36 questions including domains of physical functioning, physical role, body pain, general
health, vitality, social function, emotional role, and mental health. Scores are subdivided into two sub-scales
corresponding to two components: physical and emotional health according to the standards of the US SF-36.
[19]. This survey was conducted upon the admission of the patient to the Phase-II-CR program and after its
completion (conclusion of the 36 sessions). Scores less than 50 for each component were used as cut-offs values
of low quality of life.

2.4. Clustering of Risk Factors
Risk-factor clustering was presented as the cumulative number of RFs previously described in the condition’s
criteria detailed above (from 1 to 7). According to this clustering, subjects were classified into 3 groups: Group
1: 0 to 1 RF, Group 2: 2 to 4 RFs, and Group 3: >4 RFs.

2.5. Statistical Analysis
The results of the tables were expressed as mean (SD) or frequency (%). Comparisons between sex were based
on ANOVA and Fisher exact test. Comparisons among adherence SF-36 survey, and baseline functional capacity were determined using Student’s t-test.
To analyze the existence of factors which positively or negatively affected adherence, a logistic regression
model, adjusted for age, sex, RFs, type of health insurance, and score in the SF-36 health survey was used.

3. Results
A total of 421 subjects were included in this analysis: 18% were women; mean age of the group was 59 ± 12
years old. Table 1 displays demographic characteristics and risk factor prevalence of the total group according
to adherence status (adherent versus non-adherent). The rate of adherence to the 36 sessions of Phase-II-CR
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Table 1. Demographic characteristics and risk factor prevalence of the total group according to adherence to the Phase II
cardiac rehabilitation program.
Characteristics

Total Group
(n = 421)

Adherent Group
(n = 141)

Non-adherent Group
(n = 280)

p-value

Female gender, %

18%

16%

19%

NS

Age, years

59 ± 12

60 ± 12

59 ± 12

NS

Hypertension, %

56%

52%

58%

NS

Diabetes, %

17%

17%

17%

NS

Dyslipidemia, %

86%

87%

86%

NS

Obesity, %

21%

16%

24%

0.07

Smoking, %

7%

2%

9%

<0.01

Sedentary, %

74%

67%

78%

0.03

Public health system, %

21%

25%

19%

NS

Private health system, %

78%

74%

80%

NS

No health insurance, %

1%

1%

1%

NS

Cardiac surgery, %

35%

38%

33%

NS

Angioplasty, %

49%

50%

48%

NS

Medical, %

16%

13%

19%

NS

Primary or Secondary, %

15%

11%

16%

NS

Technical, %

17%

14%

17%

NS

University, %

69%

75%

67%

NS

SF-36 on physical health score

74 ± 17

81 ± 12

70 ± 18

<0.0001

SF-36 on emotional health score

68 ± 22

76 ± 18

64 ± 21

<0.0001

Risk Factors

Health care insurance system

Intervention

Educational Level

Quality of life survey (SF-36)

Data are mean ± SD, except where indicated. T-tests were used to determine differences between the non-adherent and adherent group. *Adherence
was defined as attendance at all 36 sessions of the phase II cardiac rehabilitation program. NS = not significant; SF-36 = Short Form 36 health survey.

program was 33%. No significant differences were observed between men and women (35% versus 29%, respectively). Overall, RF prevalence was: dyslipidemia 86%, hypertension 56%, diabetes 17%, obesity 21%,
smoking 7%, insulin resistance 13%, 74% sedentary lifestyle, and 25% family history of CHD. Thirty-five percent of patients had coronary artery bypass surgery, 49% percutaneous coronary revascularization, either balloon
angioplasty or stenting, and 16% only received optimal medical treatment.
A significant difference was observed between the following conditions and adherence (i.e., “worse” adherence”): smoking (p < 0.01), sedentary behavior prior to the Phase-II-CR program (p = 0.03), and SF-36 score < 50
in physical health (p < 0.0001).
As shown in Figure 1, a better rate of adherence was observed in patients older than 50 years old (37% adherence rate compared with 23% in patients 17 to 50 years old; p = 0.05). When the group was analyzed by smoking status, better adherence was demonstrated in non-smokers versus smokers: 35% versus 10% (p < 0.01).
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Figure 1. Rates of adherence by gender and cardiovascular risk factors.

609

M. J. Bustamante et al.

Likewise, a higher adherence was observed in the previously active versus previously sedentary subjects (42%
vs 30%; p = 0.03). The adherence rate was lower in previous sedentary women (23%) than men (32%). Moreover, a higher adherence rate was seen in non-obese compared to obese patients (36% vs 25%, respectively),
however it did not reach statistical significance (p = 0.07).
When analyzing the adherence according to the clustering of RF, no significant differences were observed,
although a trend toward worse adherence was seen in subjects presenting with more than 4 risk factors (35% in
subjects with 2 to 4 RFs versus 19% in those with >4 RFs; p = 0.06) (Figure 2).
The logistic regression model adjusted for age, gender, RFs, and health insurance system showed the following
conditions as predictors of non-adherence: smoking (odds ratio [OR] = 4.39, p = 0.02), and previous physical
sedentary behavior (OR = 1.58; p = 0.05) (Table 2). When SF-36 score was included in the model, SF36 < 50
score on physical health and smoking remained as the only predictors of non-adherence (OR = 11.47, p < 0.0001
and OR = 4.41, p = 0.02, respectively) (Table 3).

Figure 2. Adherence according to clustering of cardiovascular risk factors.
Table 2. Adjusted logistic regression model showing factors associated with
adherence (adjusted for age, gender, risk factors, and health insurance).
Odds Ratio (95% CI)

p-value

Male gender

1.00

Reference

Female gender

1.17 (0.67 - 2.04)

NS

Age (continuous)

1.0 (0.98 - 1.01)

NS

Smoking (−)

1.00

Reference

Smoking (+)

4.39 (1.29 - 14.92)

0.02

Dyslipidemia (−)

1.00

Reference

Dyslipidemia (+)

0.96 (0.51 - 1.78)

NS

Obesity (−)

1.00

Reference

Obesity (+)

1.64 (0.95 - 2.82)

0.07

Previously Active

1.00

Reference

Previously Sedentary

1.58 (1.00 - 2.51)

0.05

Odds ratio >1 indicates predictors of non-adherence; odds ratio <1.00 indicates predictors of
adherence. CI = confidence interval; NS = not significant.
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Table 3. Fully adjusted logistic regression model showing factors associated
with adherence (adjusted for age, gender, risk factors, health insurance and
SF-36 score).
Odds Ratio (95% CI)

p-value

Male gender

1.00

Reference

Female gender

0.44 (0.21 - 0.92)

0.03

Age (continuous)

0.99 (0.97 - 1.01)

NS

Smoking (−)

1.00

Reference

Smoking (+)

4.41 (1.25 - 15.62)

0.02

Dyslipidemia (−)

1.00

Reference

Dyslipidemia (+)

0.81 (0.4 - 1.63)

NS

Obesity (−)

1.00

Reference

Obesity (+)

1.58 (0.88 - 2.83)

NS

Previously Active

1.00

Reference

Previously Sedentary

1.04 (0.62 - 1.74)

NS

SF 36 score >50 both

1.00

Reference

Physical Health score <50

11.47 (3.99 - 32.99)

<0.0001

Mental Health score <50

1.61 (0.82 - 3.19)

NS

M. J. Bustamante et al.

Odds ratio >1 indicates predictors of non-adherence; odds ratio <1.00 indicates predictors of
adherence. CI = confidence interval; NS = not significant.

4. Discussion
In our study adherence rates to a Phase-II-CR program were low. Patient RFs, such as score in the SF-36 < 50,
active smoking, and previous physical inactivity favored non-adherence to the program rather than health systemrelated issues. On the other hand, there were no risk factors that influenced a better adherence in our population.
This study emphasizes the need for prospective studies to determine all the possible factors—including patient,
referring physician, health center, and health system-related factors, that may influence adherence and the success of this type of intervention.
Current guidelines assign Phase-II-CR an indication IA for use in secondary prevention [8] [20]. Phase-II-CR
has been defined in the literature as the “clinical application of preventive care through a multidisciplinary professional approach to a comprehensive risk reduction and global long-term care of cardiovascular patients” [21].
Such programs include not only physical activity but also education about secondary prevention. This comprehensive concept underscores the need for the patient to adhere to the program. Since improvements in aerobic
capacity, RF control, and healthy lifestyles habits are not achieved immediately, the current recommendation is
that Phase-II-CR (outpatient) should last at least 36 sessions (a minimum of 3 times/week for approximately 3
months).
Our study is the first to report the adherence to a Phase-II-CR program in our country and Latin America.
Overall adherence to our program was 33%, which is significantly lower than the 51% reported in a recent study
of 4412 participants in a group of CR centers in Wisconsin [22]. In that study, adherence was significantly better
in men than women, unlike our study where there was no difference by sex. In another, smaller study from Australia (n = 284), Worcester and colleagues reported adherence rates of 76% in men and 79% in women [23]. The
poor adherence rates observed in our patients stresses the importance of recognizing the contributing factors that
are specific to our Latin population. We could speculate that the poor adherence observed in our program may
have been due to the overall poor knowledge of the Chilean population about the benefits of this type of treat-
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ment. In this regard, it is important to emphasize that Phase-II-CR is not typically included in secondary prevention programs in Chile: not only are patients generally unaware of its existence and benefits but also it is not a
compelling indication for physicians managing these patients. Therefore, recognizing and understanding the
factors influencing adherence to these programs when these programs become more widely available in countries such as ours, in both public and private health system facilities, are essential.
Among the most important factors for non-adherence to the program, the low score in SF-36 (<50 points) in
physical and mental health according to international studies [19]) stood out. Our results highlight the importance of the assessment of quality of life in CR programs. Other factors that negatively influenced adherence in
our group were obesity, physical inactivity and smoking. In obese subjects adherence was 25%, with an OR of
1.64 as a predictor of “lower adherence”. This information is extremely important given the high prevalence of
overweight and obesity worldwide [17]. Recent evidence has shown that individual or group nutritional counseling within a CR program favorably affects adherence and physical activity compliance [22]. In our center, patients have free access to a nutritionist within the preventive cardiology unit. However, we did not include this
variable in the analysis as all our patients are seen by the nutritionist. In view of the findings, it is an important
variable that may have a positive impact on adherence and should be included in future research. With respect to
obesity, it was also interesting to realize that, when adjusting for SF-36 health score in the regression model, the
significance of obesity as a negative prognostic factor for adherence was lost. This finding suggests that these
two variables may discriminate the same kind of subject, i.e. patients who are more resistant to lifestyle changes.
Of note, morbidly obese patients in our group had a lower score on SF-36 health than non-obese patients (data
not shown).
The harmful effect of smoking on adherence in both men and women, has been previously reported in the literature [14] [23] [24]. In our sample, only 7% of the subjects were smokers. This low prevalence was anticipated as all subjects were secondary prevention patients in whom rates of smoking (especially in the first year
after the cardiovascular event) are low. Phase-II-CR programs put special emphasis on smoking cessation. In
general, it is important to ensure that CR programs handle smoking cessation carefully and sensitively so as not
to alienate smokers who may feel marginalized or defensive about their habit. It has been reported that smokers
are more likely to remain in CR programs when the difficulties of quitting are known and handled with care [25].
Ideally, both obesity and smoking should be managed with complementary therapies and multidisciplinary
teams. Non-adherence rates could improve when CR programs provide comprehensive care including smoking
cessation and obesity management.
Studies have shown that historical sedentary lifestyle also influences non-adherence. In women, dropout from
CR programs has been strongly associated with previously complete physical inactivity [23]. These data are
similar to our results in which sedentary women were less adherent to the program. Physical inactivity prior to
admission to the CR program coupled with obesity and smoking, suggest that dropout from Phase-II-CR programs may be related to a reluctance to make lifestyle changes.
Our results also demonstrated that age >65 years old was not a factor associated with less adherence. In contrast, when subjects were stratified into age tertiles, we observed that subjects >50 years were more adherent
than participants aged 17 to 50 years. These data differ from other studies [23] [26] showing that older adults are
less adherent, likely due to factors such as difficulties in transportation, dependence on third parties to comply
with the program, and other comorbidities affecting mobility [27]. Our positive findings in older patients may
have been related to specific characteristics of our program, such as proximity of the center to public transportation, reminder calls to promote attendance, and individual care of the physical therapist to address joint-related
pains.
Participants in our study had a high prevalence of hypertension and dyslipidemia in comparison to other studies [23] [28]. However, they did not influence adherence as it has been previously shown in one study [23].
Dyslipidemia, particularly, hypercholesterolemia and hypertension are conditions that are easily treated with diet
and medication. In our program at admission and at the end of 36 sessions, all participants complete a survey
that tests them on their knowledge about cardiovascular RF knowledge. In this survey, we make it clear that
dyslipidemia is one of the most important RFs for atherosclerosis. All participants had well-controlled blood
pressure levels and approximately 80% of them reached LDL-C <70 mg/dL. Therefore, it might be speculated
that dyslipidemia and blood pressure are not barriers to compliance within our program. These results contrast
with what happened in smokers and obese patients in our group—two factors that are highly dependent on patients’ motivation to achieve lifestyle changes without help of medications. We did not measure adherence to lipid-
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lowering medications; however, the high proportion of patients achieving LDL-C <70 mg/dL suggests many patients were taking statins. Unlike other studies [23] [28], diabetes was not a predictive factor of non-adherence.
This may have been due to the low prevalence of diabetes in our population.
Finally, we were interested on the effect of RF clustering on adherence. Patients with >4 RFs were less adherent to the Phase-II-CR program than those with 0 to 4 RF. With these results we might speculate that patients
with >4 RFs could have felt that lifestyle changes were impossible to achieve and/or they could have been less
aware of their illness.
Our study has several limitations. The main caveat is that this is a retrospective study and it was done in a
single center and therefore, biased to sample selection. The sample size may have influenced some factors, such
as the low prevalence of diabetes. Moreover, in the statistical analysis only the factors which were anticipated by
the literature as predictors of adherence were included in the database.

5. Conclusion
Future studies with larger number of subjects or multicenter studies could identify other predisposing factors to
non-adherence. Until then, it is important to raise awareness about the benefits of Phase-II-CR programs, patient
expectations, and possible barriers to successful implementation and participation in structured CR programs in
order to improve adherence rates.
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