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Background Results ® From Phase 1to Phase 2, participation by males in the CR program Table 3: Hospital readmissions within 12 months of index cardiac event
: : : : : : increased from 18% to 66% 0.001). There was no significant
Current guidelines recommend referral for cardiac @ InPhase 1, 21 patients (21%) undertook conventional CR while Id'ff fors T _5(()%< iy ) > | gnieant i G Conventional , . o
in Phase 2, 43 patients (41%) elected to undertake conventional ifrerence for females (p=0.03). The increase in male participation CR PP

rehabilitation following acute cardiac events but

arose from increased participation in the conventional program

. : 19 : CR (p=0.002). Of the 62 patients declining conventional CR in T o . Pati n 39 (M: 69%) 43 (M:70%) 23 (M: 91%)
participation rates are poor.*” Uptake of cardiac Phase 2, a further 23 elected to participate in the app-based (18% to 39%), plus a significant contribution from those taking up (::e"t;)
o . . . 5 - ase
rehabilitation (CR) remains a challenging problem for orogram. (Table 1) the app-based program (21/48; 44%). Age (IQR) 08 (61-74) 70 (65-74) 01(56-69)
multiple reasons including: oollstance/tra.nspcgr;t, time, ® In Phase 2 a total of 66 patients (63%) undertook CR, using either o Z:tlen;c(s) parhupat(;ng(;l; the app-based CR were younger (median: n 10 (M: 60%) 21 (M: 67%) 5 (M: 100%)
cultural, cost and psychological constraints.* the conventional or app-based program. The increase in CR vs. 70 years, p=0.005) :Ldmissions Age (IQR) 65 (61-75) 69 (63-73) 68 (66-70)
participation from Phase 1 to Phase 2 was statistically significant © Patients who declined CR during Phase 2 (n=39) were , o o o
: : . : 0.00M. (Fi 1 interviewed to identify reasons for non-participation (Table 2). 9 Proportion 26% 49% 22%
This study evaluated the impact on CR participation (p<0.001). (Figure 1) , Y 'on-particip | ' (%) (15%-41%) (35%-63%) (10%-42%)
oted with the introduct; £ toh Table: S o e b obiliat patients (23%) reported psychosocial issues and 9 patients (23%)
dassOocClated Wi e 1N I;(I\)/| UcCtion O d smar |O one able 1: Summary of patient participation by mode of cardiac rehabilitation identified technology issues as reasons for not taking up app- n 5 (M: 60%) 13 (M: 77%) 1 (M:100%)
enabled app (Cardihab™) for patients declining Phase 1 Phase 2 based CR. Cardiac P S—— —— -
conventional CR. Information on barriers to CR (n=39) (n=105) readmissions
o . ' Male Female Male Female Table 2: Patient-reported reasons for declining participation in CR (n = 39) Proportion 13% 33% 4%
participation were collected. e s e o e - 0.806" " %) (6%-27%) (19%-45%) (1%-219%)
Aobroached Reason ;m er |IQR, interquartile range; F2F, face to face. No IQR is provided where the number of cases is less than 5. Confidence
Methods PP (74%) (26%) (75%) (25%) ( °) intervals (95%) shown for proportions were calculated using the Wilson score interval.
204 consecutive patients were offered CR post . 70 73 66 71 " Further cardiac procedure scheduled 1(26%) :
| . Median Age p=0.005* Conclusions
angioplasty; 99 in phase one who were offered (IQR) Psychosocial issues 9 (23%)
. . . 63-74 68-80 58-71 62-77 F: p=0.164* Tal 11 I _
conventional CR only, and 105 in phase 2, initially oS G G (62 " @ Providing the additional e of an PP
offered conventional CR with app_based CR offered to Conventional 21 (21%, Cl:14%-30%) 43 (41%, Cl:32%-51%) p=0.002%* Technical concerns (device or operator) re app-based CR 9 (23%) based CR pProgram to patlents who declined
those patients who declined conventional CR. Patients CREnrolled 43 (18%) 8(31%)  31(39%) 12 (46%) i . o conventional CR was associated with an increase
Comorbidities (Alzheimer’s; hearing difficulties) 3 (0.08%) in overall CR articipation rate ﬂ‘om 2/]0/ in
were followed throughout a 6-week CR program and —— * (LO P °
. : pp-base '
participation rates were compared for Phase 1and 2. CR Enrolled n/a . . Unable to be interviewed or living outside Australia 3 (0.08%) phase 1to 65% in phase 2.
Patients were evaluated based on the mode of CR in A ' _
: C e . Total CR 21 (21%, Cl:14%-30%) 66 (63%, Cl: 53%-71%) p<0.001* Completed CR previously and feel another program won’t be useful 2 (0.05%) @ Useofacl |.n I.(:a | |y val Idated? SMmd rJF phone
which they initially agreed to participate. o enabled, digital CR program can improve
uptaxe 13 (18%) 8 (31%) 52 (66%) 14 (54%) CR Heinat d should b n d
Patients declining all forms of CR in phase 2 were +o-values for comparison between phase 1 and phase 2. Cl, 95% Confidence intervals caloulated using the Wilson ® Hospital readmissions (by primary diagnosis categories) within LelfLCl=tel eliel Stk = SO .ere
InterVIGWGd tO 355eSS reasons fOIA ﬂOn—part|C|pat|On score interval. |QR, interquartile range; CR, cardiac rehabilitation 12-months pOSt the |n|t|a| Cardiac event 'FOI" Phase 2 patients are as a Standar‘d CompOnent O'Fa CR Ser‘\”(:eJ
shown in Table 3. Cardiac readmission was observed to be very particularly for patients who find conventional
The occurrence and cause of hospltal readmissions Figure 1. Overall CR Participation Rates low in the app-based (Cardihab) CR cohort at 4%, considerably CR impracticat inconvenient or unappealing.
within 12 months of the index cardiac event were higher at 33% for conventional CR patients and 13% for the no CR |
00 peooot — 63% in the app-based CR patients. app-based risk factor modification on long term
. Conventional CR Note: Study not specifically designed to detect differences in readmission rates. Cliﬂical outcomes.
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