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17
18
19 Introduction
20 Q4 Coronary Heart Disease (CHD) is the leading cause of death

21 in Australia [1]. Patients who have had a cardiac event are at

22 increased risk of a subsequent event and death [2] and are,

23therefore, a priority for preventive cardiology [3]. As such, in

24Australia [4] and worldwide [5], it is recommended that

25cardiac rehabilitation (CR) be offered to all patients after

26an acute event. Cardiac rehabilitation is a multidisciplinary

27intervention, which improves functional capacity, recovery

Background Many cardiac rehabilitation (CR) guidelines andposition statements recommend screening for psychosocial

risk factors, although there iswide variation in the recommended factors and recommended screening tools.

Little is known about screening in CR in Australia.

Methods Cardiac rehabilitation coordinators at the 314 CR programs operating across Australia, drawn from the

2014 Australian Directory of Cardiac Rehabilitation Services were invited to participate in an online survey.

Results Of 165 complete responses, 157 (95%) CR coordinators indicated that they screened at entry with 132 (80%)

screening on exit. At CR entry, programs screened for – depression (83%), anxiety (75%), stress (75%), and

sleep disturbance (57%). The use of standardised instruments by those screening at entry varied from 89%

for depression to only 9% for sleep disturbance. Organisational, resource and personal barriers inhibited the

routine screening for many psychosocial factors.

Conclusions Surveys such as this are useful for monitoring the rate of adoption of guideline recommendations and

identifying barriers to implementation. Findings can also informdiscussions aboutwhat should be included

in minimum data sets for CR programs, and the identification of brief screening tools that have been

validated not just in the general population but in cardiac patients.
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28 and psychological well-being [5–7]. Cardiac rehabilitation

29 has been shown to reduce the risk of further heart attack

30 or death by 25-30% [8,9]. In addition, models of care that

31 incorporate psychosocial and education-based CR [10,11]

32 may improve the health-related quality of life [12]. As the

33 European Association of Cardiovascular Prevention and

34 Rehabilitation notes [13] CR is recommended (with the high-

35 est level of scientific evidence-class I) by the European Soci-

36 ety of Cardiology, the American Heart Association and the

37 American College of Cardiology in the treatment of patients

38 with coronary artery disease (CAD) [14–16].

Centre-based group programs are the major systematic

39 approach to CR currently available in Australia. Group CR

40 typically comprises low or moderate intensity physical activ-

41 ity; and education and discussion, with programs usually

42 running for six to eight weeks [4,6]. Cardiac rehabilitation

43 aims to restore individuals to their optimal level of physical,

44 psychological, social and vocational wellbeing and is consid-

45 ered ‘an essential part of the contemporary care of heart

46 disease’ [17].

47 Current Guidelines for
48 Psychosocial Screening in CR
49 According to the recently published core components of

50 cardiac disease secondary prevention and rehabilitation

51 [18,19] it is recommended that patients be formally assessed

52 at entry to the program and amutually agreed treatment plan

53 devised, and assessed again at exit and at 6- and 12-month

54 follow-up. It is recommended that the entry assessment

55 include medical history; current medications; physical and

56 functional status; risk factor profiles; health behaviours

57 including, for example, diabetes management where rele-

58 vant; employment status and plans for resuming work;

59 and psychosocial issues, including the availability of social

60 support. Traditionally, risk factor assessments have included

61 clinical indicators such as blood pressure, cholesterol, waist

62 girth, and family history, and behavioural indicators such as

63 smoking status, physical activity and diet [6].

64 In addition to the standard physical and behavioural fac-

65 tors, psychosocial risk factors are now being incorporated

66 into standard screening assessments. For example, specific

67 depression screening guidelines were released by the Heart

68 Foundation of Australia [20], following the 2008 recommen-

69 dations of the American Heart Association [21]. The Austra-

70 lian guidelines state that routine screening for depression is

71 indicated at first presentation and again at the next follow-up

72 appointment and that a follow-up screen should occur two to

73 three months after the event [20]. Cardiac rehabilitation pro-

74 vides the ideal opportunity for systematic assessment of

75 depression in cardiac patients. It also provides an opportunity

76 to assess lifestyle characteristics known to be associated with

77 depression, such as social isolation, which is implicated in

78 poorer recovery. Impaired social support is also considered

79 an important predictor of adverse CHD outcomes [22–25]

80 while good social support has been demonstrated to buffer

81the impact of depression; such that the association between

82cardiac mortality and depression weakens with higher social

83support, and depressive symptoms decrease in patients with

84higher levels of social support [26].

85Other emerging cardiovascular risk factors include sleep

86disturbance [27,28]. In the general population, both short and

87long sleep duration have been associatedwith cardiovascular

88and all-cause mortality [29–31]. In patients recovering from

89cardiac events such as acute myocardial infarction (AMI) or

90coronary artery bypass graft surgery (CABGS), the reported

91prevalence of sleep disorders is considerably higher than in

92the general population [32,33]. Sleep disorders are associated

93with anxiety and depression in hospital cardiac patients [34]

94and CR patients [32,35] and with treatment non-adherence

95[36] and reduced self-efficacy in cardiac patients [37,38]. It is

96therefore feasible that sleep disorders may directly or indi-

97rectly hamper CR objectives and patient recovery, suggesting

98that screening for sleep disturbance in CR patients is

99indicated.

100Table 1 provides a summary of recommended psychoso-

101cial screening tools from a range of Australian, European and

102North American guidelines and position statements. Shen

103et al.[39] also propose a number of measures, but as they are

104not contained in formal guidelines they are not included in

105Table 1. The variation in recommended screening tools for

106depression and anxiety, and the relative paucity of recom-

107mendations for screening for sleep disorders and social iso-

108lation is evident.

Despite the availability of current guidelines and recom-

109mendations, very little is known about screening activities in

110CR in Australia. Approximately 314 CR programs currently

111operate in Australia, with programs in metropolitan, regional

112and rural areas. In the light of current screening guidelines,

113together with emerging evidence regarding new cardiac risk

114factors, it has become increasingly important that CR-based

115screening activities be documented as an indication of guide-

116line adherence. It is important also to document the barriers to

117screening currently experienced in Australian CR programs.

118The aim of the current study, therefore, was to investigate

119and document current practice in CR in screening and assess-

120ment for a range of cardiac psychosocial risk factors; and the

121perceived barriers to undertaking screening and assessment

122in CR.

123Method

124Participants
125Eligible participants were coordinators of CR programs cur-

126rently operating in Australia. Based on a 5% margin of error

127and 95% confidence intervals, a sample of 174 CR coordina-

128tors was required [40]. This represented a 50% response rate

129(of the full population of 314 CR programs).

130Measures
131An online survey was developed which asked about screen-

132ing activities across a range of traditional and emerging
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