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ABSTRACT
Identifying barriers by regions of Brazil can be a valuable strategy to improve the insertion and 
adherence of patients with cardiopathy to cardiovascular rehabilitation programs. Objective: To 
identify and describe the reasons that lead to the non-inclusion of individuals with cardiopathy in 
cardiovascular rehabilitation programs. Methods: Descriptive cross-sectional study with 79 indi-
viduals of both sexes, aged over 50 years, with cardiopathy from five private cardiology clinics. To 
identify the factors that interfered with the inclusion of patients in cardiovascular rehabilitation 
programs, the scale of barriers for cardiac rehabilitation was applied. This instrument is composed 
of 22 items, 21 of which are closed and objective questions. Individuals were instructed to tick 
“YES” or “NO” for each target item on the scale if they identified the item as a barrier to inclusion 
/ adherence. Results: 64 (81%) of the sample did not know about the existence of cardiovascular 
rehabilitation and its benefits. For 50 (63%) the distance from the residence to the rehabilitation 
center was a barrier. In addition, the cost of urban mobility 37 (47%) and the lack of indication of 
the physician as unnecessary 32 (40%) were also pointed as barriers. Conclusion: The results of 
this study indicate that the main reasons for non-insertion in cardiovascular rehabilitation pro-
grams were the lack of knowledge about the benefits of this type of program, the distance of the 
patients’ residence to the nearest center and the displacement cost.
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INTRODUCTION

Since a few decades, cardiovascular 
diseases (CVD) have shown high incidence 
rate and continue to be the main cause of 
morbidity and mortality in the world.1 Ac-
cording to data from the Brazilian Society 
of Cardiology, CVD is responsible for twice 
the deaths caused by all types of cancer. 
According to this source, in 2016, there 
were more than 330,000 deaths caused by 
CVD in Brazil.2 

The CVDs also represent an important 
public health problem because of the high 
cost they impose to the public health system, 
given the expense of medications, hospitaliza-
tions and high complexity care.3,4 In addition, 
they affect individuals of productive age by 
imposing on them limitations/incapacity to 
work and even perform activities of daily life, 
what impacts not only quality of life but also 
on the social security system.3,4

It is known that the development of CVD is 
related to modifiable and non-modifiable risk 
factors. Among the non-modifiable are factors 
such as sex, age and genetic inheritance. On the 
other hand, the modifiable variables are related 
to behavioral traits and lifestyle, among them 
smoking, excessive consumption of alcoholic 
beverages, sedentary lifestyle, unhealthy eating 
habits, excess weight and metabolic changes.5

The identification of risk factors of higher 
population prevalence allowed well-conduct-
ed cardiovascular prevention programs in 
several countries to significantly reduce CVD 
mortality.6 Thus, an approach to control mod-
ifiable risk factors seems to be efficient and 
necessary intervention for the adequate man-
agement of these diseases.

Changes in lifestyle and the adoption 
of healthier habits such as regular exer-
cise and balanced eating are attitudes used 
at all levels of prevention. For secondary 
prevention, Cardiovascular Rehabilitation 
(CVR) is a strategy that brings several ben-
efits for individuals with CVD, especially 
those at high risk.7 

Despite the known benefits of CVR, a 
very small fraction of individuals with heart 
disease are enrolled in CVR programs. In 
the world, between 5% and 30% of eligible 
patients are referred to CVR facilities.7 It is 
likely that lower numbers than these reflect 
the Brazilian reality.7,8 The identification of 
the reasons for not including these patients 
is relevant to establish guidelines that modi-
fy this scenario. A good part of the Brazilian 
studies investigated these reasons from the 

cardiologists’ point of view.7,8,9 Other au-
thors, although they did this survey by the 
patients’ view, did so in specific regions of 
Brazil, such as São Paulo and Rio Grande do 
Sul.10,11 However, these regions do not re-
flect the reality of the Brazilian Northeast, 
which has distinct cultural and socioeco-
nomic characteristics.

Therefore, due to the scarcity of Brazil-
ian studies that investigated these reasons 
from the patients’ point of view, a study must 
be carried out, especially northeast region of 
Brazil.

OBJECTIVE

The objective of this study is to identi-
fy and describe the reasons that lead to the 
non-inclusion of individuals with heart disease 
in CVR programs in the city of Feira de Santa-
na, BA.

METHODS

This is a descriptive cross-sectional 
study conducted in 2015 in the city of Fei-
ra de Santana, Bahia. The sample consisted 
of 79 CVD patients from five private cardi-
ology clinics of that city. No patients were 
selected hospitalized.

The inclusion criteria of the study accept-
ed individuals with diagnosis of CVD, specifi-
cally with heart failure who were eligible for 
CVR, and who those were being monitored on 
an outpatient facility. All the patients who ac-
cepted to participate in the research, before 
responding to the questionnaire, underwent 
a screening that aimed to identify patients 
who were eligible for CVR. This screening was 
done by a physical therapist specialized in CVR 
and with expertise of more than 15 years in 
the area. Patients who did not have any of the 
absolute contraindications described in the 
South American Guidelines for Cardiovascu-
lar Prevention and Rehabilitation were con-
sidered eligible.7 During the screening, these 
data were collected: age, sex, presence of 
systemic arterial hypertension, dyslipidemias 
and diabetes. Subjects were also asked about 
regular physical exercise prior to the diagnosis 
of heart failure. Height and body mass were 
also collected to categorize the subject as eu-
trophic, overweight or obese.

The eligible patients were initially asked 
if they knew CVR and its benefits. If they had 

not been advised about the CVR and its ben-
efits, the physiotherapist responsible for the 
screening informed the benefits of CVR and 
which CVR facilities were closest to the city 
of Feira de Santana-BA. Subsequently, they 
answered a questionnaire and listed the bar-
riers that would hold them from entering an 
CVR program, even after learning about the 
benefits that the program could bring them. 
Individuals who presented any limitation to 
respond to the questionnaires, such as cog-
nitive deficits or musculoskeletal limitations 
that made physical exercise unfeasible were 
no included in the study.

A total of 79 patients were screened, 63 
(80%) of whom had systemic arterial hyperten-
sion, 53 (67%) overweight, 36 (46%) dyslipid-
emia, 32 (41%) diabetes mellitus and 12 (15%) 
obesity. Only two patients reported practicing 
physical exercise before being diagnosed with 
heart failure and the others declared they 
were sedentary. The majority of the sample 
consisted of male subjects 46 (58%), and 32 
(41%) patients aged over 70 years.

A questionnaire called the Barrier Scale 
for Cardiac Rehabilitation (BSCR) was used to 
identify the factors that interfered with the in-
clusion of the patients in the CVR programs. 
The BSCR is a self-applied instrument, trans-
lated and validated into Portuguese by Ghisi 
et al.12 which is composed of 22 items, 21 of 
which are closed and objective questions. 
Item 22 is an open and discursive question 
where individuals can report other reasons 
that prevent them from entering or main-
taining adherence to the program. Individuals 
were instructed to indicate “YES” or “NO” for 
each question on the scale, if they identified 
or rejected the item as a barrier to inclusion or 
adherence to CVR, respectively.

Descriptive data analysis was used for the 
general characteristics of the sample and an-
swers to the questionnaire questions. Data 
were analyzed with the aid of statistical soft-
ware SPSS version 20.0.

Throughout the study, the guidelines on 
human research of the Resolution 466/12 of 
the Brazilian National Health Council were 
complied with. This study was submitted to 
the Research Ethics Committee of the Facul-
dade Nobre de Feira de Santana, BA, and was 
approved with protocol number 345/013. All 
subjects received detailed information on the 
study objectives described in the Informed 
Consent Form. It is important to emphasize 
that the identification data of the participants 
were ethically kept confidential, being held by 
the researcher responsible for 5 years, and will 
be destroyed soon after that.
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RESULTS

Table 1 shows the responses to the 
EBRC. 64 subjects (81%) did not know 
about the existence of CVR and the bene-
fits it brings. In addition, among the other 
factors that negatively impacted inclusion 
were the distance from the residence to 
the rehabilitation facility, as reported by 
50 subjects (63%), the cost of urban mo-
bility 37 (47%), and the lack of physician 
prescription 32 (40%).

DISCUSSION

Despite the benefits already well esta-
blished in the literature, CVR is still a the-
rapeutic strategy that is not widespread in 
Brazil and in the world. Again, in this study, 
the results confirm this reality. Almost all 
of the patients who participated in the stu-
dy were not enrolled in an CVR program. 
The three items that were most cited as a 
barrier to insertion into an CVR program 

were the lack of awareness of CVR and its 
benefits, the distance to an CVR facility and 
the cost of mobility. Below, some hypothe-
ses that may explain these results will be 
discussed and discussed.

Again, patients’ lack of knowledge 
about what is and what benefits of CVR 
was the main barrier to the insertion of 
these patients. This is because other stu-
dies have cited the same problem as being 
the main factor in Brazil8,11 and in other 
countries.13,14 Therefore, the region does 
not seem to influence patients’ knowledge 
about CVR, that is, the fact that this study 
has collected data in a Brazilian region with 
different cultural and economic characte-
ristics of the south and southeast of Brazil, 
did not change the result in relation to this 
barrier.

Possibly the ignorance of these patients 
arises mainly from the non-instruction and 
orientation of the health professionals who 
assist them. It seems that this policy has 
changed little in Brazil, that is, professio-
nals do not routinely inform their patients 
about the benefits of being enrolled in an 
CVR program. One of the reasons for this is 

the lack of knowledge of health professio-
nals about cardiac rehabilitation facilities. 
In a study carried out in the city of Salva-
dor, BA, it was verified that most cardiolo-
gists do not indicate CVR for their patients 
because they do not know specialized cen-
ters that offer this service.8 There are still, 
mainly in the Brazilian northeast reality, 
lack of CVR facilities. This study was con-
ducted in the second largest city of Bahia 
- Feira de Santana, a city with more than 
700,000 inhabitants, and until this work 
was done, there was no CVR service in the 
city. These were the second and third lar-
gest barriers identified in this study - the 
distance to an CVR center and the cost of 
mobility, since the nearest center is 100km 
away, in the city of Salvador, BA.

One strategy that can be introduced to 
minimize patients’ lack of knowledge about 
CVR was described by Fernandes et al.15 in 
2013. The authors introduced educational 
lectures on heart failure for patients in the 
waiting room of the practice and evaluated 
before and after the lectures their know-
ledge about their problem. They noted 
that there were substantial improvemen-
ts in their understanding of their illness. 
Strategies like these should be introduced. 
Making brochures that explain what the 
benefits and benefits of CVR and distribu-
ting them in the waiting rooms of clinics 
and hospitals can be effective in improving 
patient awareness regarding the benefi-
ts of CVR. The health insurances should 
be disseminators of this service, since the 
CVR improves the cost-effectiveness of the 
treatment of this population.16 In addition, 
health professionals themselves, nurses, 
physical therapists, physical education tea-
chers, nutritionists and physicians should 
also have the habit of informing their pa-
tients about the benefits of CVR, even if 
these professionals are not directly invol-
ved with these programs.

Other strategies have emerged and may 
positively influence patients’ adherence to 
CVR. An example is the home-based CVR pro-
gram cited by Netto et al.17 In this study, the 
adherence of individuals participating in con-
ventional and home-based CVR programs was 
compared. The home-based group showed a 
higher participation.

Also, a good part of the sample answe-
red that their doctor thought that supervi-
sed or guided physical exercises were not 
necessary, demonstrating that there may 
be a certain resistance of the doctors in 
indicating the CVR. All patients selected to 

Table 1. Reasons that lead to non-adherence to monitored Cardiovascular Rehabilitation 
programs, Feira de Santana-Bahia, 2015

REASON Yes %

Distance to rehabilitation facility 50 63%

Mobility cost: fuel, bus tickets, etc. 44 56%

Expenses with transportation 37 47%

Family responsibilities 18 23%

Unaware of CVR benefits 64 81%

Consider that CVR is not necessary 18 23%

Practice physical exercises at home or in the community 22 28%

Bad weather 22 28%

Consider that physical exercises are tiring and painful 16 20%

Unavailability due to travel arrangements 9 11%

Little time available 18 23%

Labor responsibilities 8 10%

Lack of energy 22 28%

Impossibility due to other health problems 22 28%

Consider themselves too old to CVR 5 6%

Lack of medical prescription 32 40%

Consider that other people do not undertake CVR but feel healthy 16 20%

Consider that they can control their CVD on their own 20 25%

Were prescribed to a CVR program, but were not contacted yet 4 5%

Waited too long to be prescribed and start the program 16 20%

Decided to take care of their health on their own 17 21%

Other reasons 3 4%

TOTAL 79 100,0%

Yes: Identified as a barrier to inclusion or adherence; No: rejected the item is a barrier to inclusion or adherence.
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participate in this study were screened as 
eligible for CVR. However, 40% of respon-
dents said that their cardiologist physicians 
did not considered it necessary to enroll 
their patients in an CVR program, possibly 
because they believed that their patients 
could engage in physical activity without 
the supervision or guidance of specialized 
CV center professionals. Perhaps this is 
another reason that causes patients to be 
unaware of CVR, since most cardiologists 
believe that their patients are not more 
effectively benefited by a prescribed or su-
pervised CVR program.

Cost was also considered a limiting fac-
tor for adherence. Considering the distance 
from the CVR center to the residence of the 
patients. They would have to pay the mobi-
lity cost, including bus fare or fuel expense. 
In addition, since there is only one public 
institution that offers the program, those 
individuals who were not contemplated 
would also have to pay for the treatment in 
private institutions, which is still not very 
accessible for the majority of the popula-
tion. Agreeing with the findings of this stu-
dy, Ghisi et al.18 pointed out that the main 
barriers in Brazil for insertion/adherence to 
CVR programs are the lack of CVR facilities, 
the distance between the patients’ home 
and the nearest center and the costs with 
CVR.

Following this idea, Gaalema et al.19 analy-
zed the influence of financial aid to patients 
of CVR programs in the city of Vermont, USA. 
Individuals who received financial support had 
higher participation. The results of this inter-
vention seem obvious. Financial support wou-
ld be favorable in managing the cost barrier, 
especially for those with low socioeconomic 
status.

In Brazil there is a government program 
called non-homebased treatment - NHBT, 
established by Portaria SAS/Ministry of 
Health nº 055 of Feb/24/1999. The NHBT 
consists of providing transportation tickets 
for the users of the Brazilian Unified Health 
System, provided that the treatment is not 
offered in the public or contracted network 
of the city of the patients’ residence and 
that there is a chance of improvements in 
the health condition.20 This benefit could 
be used to reduce transportation costs of 
patients referred to CVR. However, most 
patients are unaware of this benefit.

In contrast to this study, Mair et al.10 
described that the factors that most ne-
gatively influenced patients’ adherence to 
CVR were situations related to the travel 

arrangements or working conditions. 
However, because it was performed in a 
private hospital in the city of São Paulo, 
possibly the population of this study had 
a higher socioeconomic level than the pre-
sent study. It can be seen that some bar-
riers to CVR are peculiar to the profile of 
the population studied.

Among these peculiarities, it is stated 
that age may have been a factor that in-
fluenced the responses of the population 
of this study. The majority of patients in-
terviewed were older than 70 years. It is 
already known that the elderly population 
may have greater barriers to CVR since they 
are less aware of the benefits of CVR, be-
sides presenting other complications and 
comorbidities.21 However, age cannot be 
considered a factor that makes it impos-
sible to prescribe CVR. Similarly, Menezes 
et al.22 assure that these patients should 
be encouraged to participate in these pro-
grams, as they have demonstrated benefits 
and low relative risk.

Finally, this study has some limitations 
such as the non-socioeconomic stratifica-
tion and schooling of the sample and the 
fact that the population is restricted to an 
outpatient setting. Also, the lack of sample 
calculation to substantiate the power of 
the results is characterized as a limitation 
of the study.

CONCLUSION

The most frequent factors identified as 
barriers to CVR in this study were the lack 
of knowledge about the benefits of CVR, 
the distance of the patients’ residence to 
the nearest CVR facility and the mobility 
cost. Thus, it is important to intensify the 
dissemination of knowledge about CVR to 
patients with cardiovascular problems, as 
well as greater public investment in the 
creation and facilitation of access to CVR 
centers given the already proven benefits 
of this intervention.
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