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DESCRIPTION

Cardiac Rehabilitation (CR) reduces mortality, mor-
bidity, and hospitalization. CRs are traditionally pro-
vided directly at rehabilitation centers, where patients
receive exercise training, health education, psychoso-
cial management, and smoking cessation counseling
from interdisciplinary teams. Recent scientific views
advocate homemade CR (HBCR) as an acceptable
alternative for patients with cardiovascular disease.
Increasingly, digital tools (video conferencing, mobile
applications, wearable’s, etc.) are simplifying program
delivery outside the traditional framework of rehabil-
itation centers. Many CR centers have suspended
face-to-face services in response to the COVID-19
pandemic remote policy. Some centers, including the
University of California, San Francisco (UCSF), have
switched to HBCR as an alternative delivery mecha-
nism. Previous studies of HBCR have demonstrated
feasibility and effectiveness, but few include programs
that use advanced video conferencing. Many cen-
ters have sporadically moved to remote care during
COVID-19, but few have published their experiences
and even fewer have qualitatively evaluated their ef-
forts. To address the need for CR in COVID-19, UCSF
has implemented HBCR. It contains the core compo-
nents of CR and is customized to address the needs
and limitations of home patients. Fourteen patients in-
teracted with CR staff through weekly phone or video
visits for customized exercise planning, health educa-
tion, and motivational counseling. Patients engaged
in 1 hour group wellness sessions focused on eme
tional wellbeing and health education over telephone
or video with other patients and multidisciplinary staff.
Patients were referred for telephone or video consul-
tations with nutritionists, pharmacists, mental health
professionals, and tobacco cessation counseling as
indicated.

UCSF rapidly implemented HBCR in response to

COVID-19. Our qualitative interviews demonstrate key
strengths of HBCR including the ability to deliver in-
dividually tailored strong relationships with staff who
served as a source of accountability and technology
support were a key facilitator of patient experience.
Similarly, a strong team culture, institutional buying,
and support for staff were important factors for imple-
mentation. Finally, heterogeneous attitudes toward re-
mote care and technology highlight that flexible hybrid
delivery models may be needed to meet the varying
preferences and needs of patients. The UCSF expe-
rience during the COVID-19 pandemic led to a flexible
hybrid delivery model in which patients attend an in-
dividualized program of in person and/or remote tele-
phone or video visit sessions.

Organizational factors also contribute to the implemen-
tation of new delivery models for CR. Previous work
has reported that factors such as leadership support,
funding, and institutional contribute to CR delivery. This
study adds further qualitative data to support these
facilitators, and adds information on organizational
factors that contribute to technology adoption for CR
programs, including equipment and workflow modifica-
tions for CR staff.

Individually tailored HBCR can facilitate access for
patients to participate outside of a CR center. Ongo-
ing research is needed to understand the long-term
outcomes of flexible delivery models that may include
both in person and remote visits, and the role of tech-
nology in these models. The proportion of eligible pa-
tients participating in CR remains low. Ongoing inno-
vations in delivery of CR may increase participation.
This study provides information that may be helpful for
programs seeking to implement new models of CR de-
livery. Further research is needed to determine wheth-
er patient-centered, flexible hybrid delivery models can
improve access, patient experience, and clinical out-
comes.



