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Editorial

Discrepancy in cardiac rehabilitation:

national and international perspective
Sana Bashir!, Igbal Tarig?, Saad Rauf?*

Cardiac patients need cardiac rehabilitation (CR) as part of their
post-hospital care, but there are significant global variations as CR is
administered and designed. For improved patient outcomes
following myocardial infarction (MI) or coronary artery bypass
grafting (CABG), comprehensive cardiovascular rehabilitation (CR)
programs are essential in developed nations. These programs
include structured exercise plans, instruction on modifiable
cardiovascular risks, and psychological therapy. Even though CR
lowers rates of morbidity and death, there is not sufficient
standardization or application of CR worldwide.

German CR programs, for instance, prioritize offering
comprehensive residential care for a shorter three-week duration
than programs in other Western countries [1]. This illustrates how
different CR strategies can exist even in nations with comparable
healthcare systems. Exercise tolerance, quality of life, and clinical
outcomes are all improved by CR, according to research, especially
in patients with heart failure and low ejection fraction (HFrEF)[2].

Even in low- and middle-income countries (LMICs), where there
are limited healthcare resources and poor utilization rates, there are
still disparities in access to CR. Understanding outcomes, quality, and
service delivery requires national registries; yet little is known about
the number, kinds, and elements of these registries in relation to
cardiac rehabilitation. The use of national and international registries
to define cardiac rehabilitation and establish quality enhancement
standards is still in its early stages, but it has the potential to make
cross-country comparisons easier [3].

Cardiac rehabilitation (CR) programs are not widely available in
Low-Middle Income Countries (LMICs), and overall, these
treatments are not sufficiently offered to meet the growing burden
of cardiovascular disease (CVD) in these regions. It is also shown that
the CR service utilization rates in LMICs are not up to optimal levels.
Numerous CR challenges plague both high-income and low-income
nations, but LMICs are more disadvantaged because of their lack of
resources, inadequate health systems, and affordability issues [4].

Similarly, despite evidence connecting cardiac rehabilitation to
lower mortality among PCl patients in the US, an international
analysis focused on the consistently low rates of referral to cardiac
rehabilitation after PCl. After PCl, only about 60% of patients receive
a referral for cardiac rehabilitation, which is still below ideal levels
[5]. It is not possible to attribute the significant disparity in referral
rates amongst medical facilities to variations in insurance coverage.
These results highlight the possible need for hospital-level measures
targeted at improving the rates of cardiac rehabilitation referrals
after percutaneous coronary intervention.

Globally, only a few nations have CR programs, and LMICs face
more challenges when it comes to providing services. This
demonstrates the urgent need for coordinated initiatives to boost
CR competence and availability through innovative delivery
strategies, efficient referral networks, and favourable health policies
[6,7].
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Likewise, cardiovascular disease (CVD) is
avoidable and pushes for middle-income nations to
adopt cardiac rehabilitation (CR) more widely.
To reduce additional death and morbidity after CVD
events, these components include initial
assessment, management of lifestyle risk factors
(such as diet, tobacco use, and mental health),
medical risk factors (such as blood pressure, lipids,
and blood pressure), self-management education,
and assistance with returning to work. To cut
expenses, the evaluation recommends alternate
delivery sites such primary care, community, and
home. Furthermore, suggestions are offered for
situations in which a non-physician, such as an allied
health professional or community health worker,
serves as the primary provider of critical care[8].

Consequently, considering the benefits of
cardiac rehabilitation, the purpose of this review
was to emphasize how important it is to put cardiac
rehabilitation into practice after procedures like PCl,
CABG, and other heart surgeries. This calls for the
creation of possibilities for cardiac rehabilitation
specialists to maximize their contributions to the
well-being of patients undergoing such surgeries in
the community, as well as the facilitation of more
efficient referral processes. Ensuring high-quality
rehabilitation services is essential.

Finally, research on Pakistan indicates that while
following some elements of standard cardiac
rehabilitation after myocardial infarction may
improve health-related quality of life, there are still
issues with providing thorough and consistent
cardiac rehabilitation throughout Phases I, III, and
IV as well as sufficient psychosocial support. These
issues stem from a lack of funding as well as barriers
to receiving cardiac rehabilitation referrals and
services.
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