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Abstract

Mortality and morbidity of heart disease continue to be high in Australia, particularly in rural
and remote areas, with Aboriginal and Torres Strait Islander people having the highest rates.
Cardiac rehabilitation (CR) is a model of secondary prevention that is known to improve health
and quality of life, and reduce mortality, morbidity, hospital readmission rates, healthcare and
personal costs, of people with heart disease (clients). The aim of this research was to develop a
revised model to improve access to CR for clients living independently in rural and remote
areas of North Queensland, using four stage sequential, qualitatively dominant multiple

method, design.

Health care resources including nurses, Aboriginal and Torres Strait Islander Health Workers,
allied health professionals and medical officers, either resident or visiting, were identified in
rural and remote communities, but secondary prevention for heart disease was seldom provided.
Barriers were identified as inadequate healthcare systems, low CR referrals, discharge planning,

and poor functional pathways from hospital to the client’s home community.

To achieve holistic, multidisciplinary, culturally responsive healthcare, including secondary
prevention, that is effective and efficient, communication, coordination and collaboration,
between local and regional health organisations, alternative models of chronic disease
management, and technology based programs is necessary. To achieve this, the revision of
healthcare systems including policies, guidelines, in-service education, and referral pathways
from hospital to local healthcare services, namely Road to health approach for people with

heart disease, diabetes and renal disease is proposed.



Executive summary
Introduction

Heart disease continues to be the leading single disease cause of death with the highest burden
of disease in Australia. The situation is worse in rural and remote (R&R) areas and for
Aboriginal and Torres Strait Islander people, who have twice the rate of heart disease (HD) than
non-Indigenous people. Cardiac rehabilitation (CR) as recommended by the National Heart
Foundation of Australia (NHF) is a best-practice model for providing secondary prevention for
adults with HD (clients). It is known to be effective in reducing mortality and morbidity,
improving quality of life, and decreasing healthcare costs, mainly due to fewer hospital

readmissions.

CR consists of three phases: Phase-1-CR is designed to provide client in-hospital education,
discharge planning, and referral to out-patient Phase-2-CR for continuing education, risk factor
management, clinical, and medical care. Phase-3-CR describes supported self-management,
ongoing medical monitoring, in conjunction with community-based programs such as walking,
social groups and gymnasiums. Queensland Health (QH) provides a home-based, Phase-
2/Phase-3 secondary prevention telephone support program for chronic disease (Self-
management of Chronic Conditions [SMOCC], previously called Coaching on Achieving
Cardiovascular Health [COACH]). SMOCC/COACH is designed to provide secondary
prevention for people who do not have access to centre-based CR, with other chronic disease
programs, or who prefer to use a home-based service. This research uses the NHF definition of
eligibility for CR, which includes all people with stable HD, including acute coronary
syndrome and stents; arrhythmias and implantable devices such as pacemakers and automatic
defibrillators; any cardiac surgery; heart failure; and risk factors such as hypertension, obesity,

diabetes, hypercholesterolaemia, smoking and insufficient exercise.

Despite the known benefit of a CR, only approximately 30% of eligible people are referred
across Australia, with less attending or completing the program. Therefore, it is important to
understand the reasons for low referrals and attendance, and propose a way forward to address
the barriers, build on the enablers, and plan a pathway for improved access to CR in R&R areas

of Australia.
Aim
The aim of this research was to investigate access to CR and develop a revised CR model for

clients living independently in R&R areas of North Queensland (NQ), with the overarching

research question of: How can access to CR in R&R areas of NQ be improved?



Objectives

1.

ii.

iii.

1v.

To identify barriers, enablers and pathways for CR in R&R areas of Australia and other
developed countries and synthesise findings and lead to a new framework and

perspectives. (integrative literature review).

Describe rates of hospitalisation and COACH referral for Queensland adults with heart
and related disease and make comparisons between Aboriginal and Torres Strait

Islander people and non-Indigenous people in NQ (epidemiological study).

Investigate the implementation of Phase-1-CR by staff and in-patients in cardiac
services in two public and two private tertiary hospitals in Townsville and Cairns and
consider the impact on post-discharge care in R&R areas of NQ (hospital case study

series).

Investigate barriers, enablers, and pathways for improved access to Phase-2-CR in

selected R&R areas of NQ (community based case study series).

Informed by Objectives i—iv, develop a model of healthcare delivery that aims to
improve access to CR in R&R areas of NQ. (iterative process: communication with
residents and healthcare staff to develop a model for improved access to CR in R&R

areas [Road to health)).

Methodology

Four stage sequential approach that included qualitatively dominant multiple method research

was used in this research. A combined conceptual and theoretical framework was used to link

reasons for the research, provide guidance, and build towards the achievement of the aims and

objectives. Further, theories from public health, health promotion and primary healthcare

provided direction within this framework. This approach enabled the integration of continuous

quality improvement, co-design, health education and social determinants of health, to enable

flexible, client-centred, community-based, culturally responsive, and collaborative processes,

that culminated in developing a model to improve access to CR in R&R areas of NQ (Heart:

Road to health). Ethics approval was obtained for each research study undertaken to achieve

this outcome. (Chapter 3: 3.7)

An integrative literature review was completed as part of Stage 1 of the research (Objective 1).

Based on the review findings, and the combined experience of the research team, the

methodology for the total research was developed. Stage 2 comprised an epidemiological study

(Objective ii) to provide baseline information on rates of HD, hospitalisation, and referral to



COACH for Aboriginal and Torres Strait Islander and non-Indigenous people in Queensland.
Stages 3 and 4 comprised qualitatively dominant multiple method case studies that focused on
understanding, implementation, and client access for hospital-based Phase-1-CR (Stage 3), and
community-based Phase-2-CR (Stage 4). Both studies included healthcare staff understanding
and involvement in CR; availability of resources; and information, understanding, and support,
received by clients in tertiary hospitals and local communities in R&R areas of NQ (Objectives
iii and iv).

As aresult of the sequential approach, each stage informed the next. In the final stage, (4b), the
results of all stages were summarised and discussed with healthcare staff, community members

and clients.
Results

Stage 1 (Objective i): An integrative literature review to identify barriers, enablers and

pathways for access to CR in R&R areas of developed countries.

Results: Effective CR models reported in the literature included centre-based programs, usually
attached to hospitals; home-based programs with intermittent health professional visits, and/or
telephone support; and telephone apps. However, there was a general perception that CR refers
to short term centre-based programs, usually run by hospitals. To counter this, the NHF uses the
term ‘cardiac rehabilitation continuum’, or a ‘coordinated system of long-term care’ necessary

for clients to achieve optimal health and well-being.

Barriers to CB programs included travel, costs, dislike of groups, poor program flexibility and
work hours. Attendance was impacted by gender (women are less likely to attend), differing
cultural needs, levels of education, socio-economic status, age (too old or too young), and
multimorbidity. There was a common perception that CR was of no benefit particularly by
clients and some healthcare staff. This often resulted in a lack of support from health

professionals, including doctors. This implied poor understanding and/or under-valuing of CR.

An optimal multidisciplinary team approach to CR that includes a GP, cardiologist, nurse,
physiotherapist, dietitian, psychologist, and an exercise physiologist was recommended by the
NHF and Australian Cardiac Rehabilitation Association (2010). Such a multidisciplinary team
is unlikely to be achieved in one place at one time in R&R areas. However resources are
available with nurses and Aboriginal and Torres Strait Islander Health Workers (ATSIHW), at
times GP, living and working in these areas, supported by visiting allied health professionals,

medical officers and specialists.
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Factors that impact on client’s recovery included poor mental health, coping with change and
competing priorities, plus costs for travel, medications, and health professional consultations.
Poor cultural understanding by non-Indigenous staff, and low levels of involvement of
ATSIHW in care of their own people, are also identified as important factors that need to be
addressed to improve access and provision of CR for Aboriginal and Torres Strait Islander

people. (Chapter 2: 2.2.1, Paper 1; Chapter 5: 5.3.1, Paper 6)

Stage 2 (Objective ii): A descriptive retrospective epidemiological analysis of QH Hospital
Admitted Patient Data Collection: 20162017, and linked COACH referrals for all adults with
HD 2012-2016.

Results: Queensland’s Aboriginal and Torres Strait Islander people overall have non-significant
higher rates of hospitalisation for heart and related disease (RR 1.1, range 0.56-2.23), but
higher rates for NQ (relative risk range 1.3—2.23). Despite the demonstrated need for CR and
lack of centre-based CR, Queensland’s overall COACH referral rates were low (3.9%), with
NQ rates ranging between 2.3% and 13% for non-Indigenous people in NQ, and between 4%
and 20%, for Aboriginal and Torres Strait Islander people. Hospitalisation and COACH referral
rates are unlikely to reflect the secondary prevention needs of Aboriginal and Torres Strait
Islander people, especially in R&R areas, given their higher mortality and morbidity rates,

likely under enumeration, and fewer services. (Chapter 4: 4.1, Paper 2)

Stage 3 (Objective iii): A qualitative case study series, augmented by a medical record audit,
that focused on implementation of Phase-1-CR in two public and two private tertiary hospitals

in NQ.

Results: Phase-1-CR was predominantly provided by cardiac educators (CE) who were
employed by public hospitals. Implementation rates, staff and in-patient understanding, as well
as multidisciplinary team involvement were low. The highest rates of Phase-1-CR were 74%
(range 67-80%), for in-patients with a length of stay (LOS) >3 days in cardiac units with CE.
Rates fell to 14% (range 6—26%) in cardiac units with no CE, and 9% (range 0-19%) for in-
patients in all areas of all hospitals with LOS <2 days. Low Phase-1-CR implementation rates
resulted in poor in-patient understanding about their disease, treatment, and post-discharge care.
Further, medical discharge summaries rarely mentioned CR or risk factor management, 5%
(range 3—6%), resulting in a lack of information on secondary prevention for post-discharge
healthcare providers. This resulted in people from R&R areas being discharged with
insufficient information to be proactive in achieving their holistic healthcare needs, and a lack

of guidance for their healthcare providers. (Paper 4 - Chapter 4: 4.2)

vii



Stage 4a (Objective iv): A case study series to investigate barriers, enablers and pathways for

access to community-based Phase-2-CR in R&R areas of NQ.

Because of the complexity of undertaking research in R&R environments and with Aboriginal
and Torres Strait Islander people, a project protocol was developed and published to guide

stages 4a and 4b. (Chapter 3: 3.6, Paper 3)

Results: QH Multi-Purpose Health Services and Primary Health Care Centres, staffed by
resident and visiting staff including nurses, ATSIHW, medical officers, and allied health
professionals (AHPs), were identified in the four focus R&R communities of the study.
Additional services were available through Aboriginal and Torres Strait Islander Community
Controlled Health Organisations (ACCHO), the Royal Flying Doctor Service (RFDS), other
contracting organisations and private practitioners. The contracting organisations generally
provided visiting AHP services, and occasionally locum GP. As well as routine service
provision, a range of mostly disease-specific initiatives that provided holistic, client centred
multidisciplinary, disease management and secondary prevention programs, such as the
Diabetes Education and Self-management, and Cape York Kidney Care, were identified.
However, there is limited evidence of effective communication, coordination or collaboration
between these alternative specialised programs and/or the standard established healthcare

organisations such as QH, ACCHO and RFDS.

Barriers to CR included low referrals to community-based health professions by the discharging
hospital and poorly defined referral pathways, compounded by lack of guidelines, staff support
and in-service education. There were limited centre-based CR (secondary prevention) services
and inadequate understanding of holistic, multidisciplinary CR by health staff, community
participants, and leaders, as well as a lack of awareness or acceptance of telephone support
services, that were at times also unreliable. These factors were compounded by the
predominance of the Western medicalised approach and underutilisation of ATSIHW, which

contributed to inadequate culturally responsive services.

The study concluded that to address the barriers to CR in R&R areas, healthcare systems
revision, including development of referral pathways to local health professionals, secondary
prevention guidelines and in-service education, are required to develop a model of secondary
prevention: Heart: Road to health. The Heart: Road to health terminology was developed
because of the need to address the common misunderstanding of the term ‘rehabilitation’,
which was often related to treatment for people post orthopaedic surgery, stroke or for drug and
alcohol rehabilitation. Given the common risk factors for many chronic diseases further

consideration needs to be given to improved communication, coordination and collaboration

Vil



with current chronic disease initiatives that aims for one system for access to secondary
prevention for people with HD, diabetes and renal disease, or a generic Road to health

approach. (Paper 5: Chapter 4.3, Chapter 5: 5.3.2, Paper 7; 5.3)

Stage 4b (Objective v): Informed by Stages 1 to 4a, a collaborative and iterative process to
propose the development of a model of healthcare delivery that aims to improve access to CR

in R&R areas of NQ and ultimately health outcomes.

Results: It is proposed that an accessible and culturally responsive Road for health is achievable
through reorientation and improved coordination of current healthcare resources. To achieve
this, revised health systems, including pathways, guidelines and in-service education, which are
developed, implemented, monitored and evaluated through continuous quality improvement
(CQI), and utilisation of strategies for effective behaviour change, are recommended. Special
consideration of healthcare provision for Aboriginal and Torres Strait Islander people including
strengthening the role of ATSIHW, and systems of healthcare is also advocated. (Chapter 5:
5.3.1, Paper 6)

The total process encompasses communication, coordination and collaboration between
healthcare providers, their managers and community participants to facilitate a continuous
client-centred pathway, to ensure continuity of care from hospital to home, which has the
potential to result in improved health status, health literacy, disease self-management, and

quality of life.
Conclusion

A broad approach has been taken in this research to investigate the barriers, enablers and
pathways to develop a model for improved access to secondary prevention for people with HD,
diabetes and renal disease in R&R areas of NQ (Road to health). It is proposed that through the
development of effective systems and management, improved, community-based, flexible,
client-centred, holistic, and culturally responsive care the Road to health in R&R areas could be
realised. To achieve this, it is necessary to consider the client pathway that commences with
Phase-1-CR and continues through to community-based secondary prevention (Phase-2-CR and
Phase-3-CR). Continuous quality improvement and co-design have been identified to facilitate

this process

There are examples of successful chronic disease initiatives that provide client-centred, holistic
primary and secondary prevention for chronic diseases in Queensland, and other states of
Australia. It is proposed that these could be adapted and coordinated to provide secondary

prevention for heart and other chronic diseases. However, these programs are often research or



pilot projects that may not have recurrent funding and often focus on specific geographic areas.
There needs to be further consideration of these initiatives with a view to developing a
standardised healthcare model that is flexible, holistic, client-centred, and culturally responsive
to fulfil the secondary prevention needs of people with chronic disease, including HD.
Therefore, it is proposed that translational research, is undertaken to develop, coordinate and
standardise a Road to health by building on successful current chronic disease initiatives. Such
a system would facilitate efficient and effective healthcare that is available to improve access
and health outcomes through secondary prevention for all people with chronic disease in R&R

areas of Australia.

Keywords: cardiac rehabilitation; rural and remote areas; Aboriginal and Torres Strait Islander

people; heart disease; chronic disease; barriers, enablers, and pathways
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Key definitions and terminology

Aboriginal and Torres
Strait Islander
Community Controlled
Health Organisations
(ACCHOs)

Aboriginal and Torres
Strait Islander
people(s)?

Allied health
professionals

Burden of disease

Cardiac rehabilitation

Cardiovascular disease

Chronic disease

Client

Coaching on Achieving
Cardiovascular Health
(COACH)

Organisations ‘which allow the local Aboriginal community to be involved
in its affairs in accordance with whatever protocols or procedures are
determined by the Community’. https://www.naccho.org.au/acchos

Terminology as used in this research is according to the Federal
Government Style manual 2022.
https://www.stylemanual.gov.au/accessible-and-inclusive-
content/inclusive-language/aboriginal-and-torres-strait-islander-peoples

The term ‘Indigenous’ is used when referring to data sets and
government documents in which this term is used, or in direct quotations.

Terminology as used in this research: Health professionals who are most
commonly involved in cardiac rehabilitation programs, such as
physiotherapists, exercise physiologist, social workers, or psychologist
and dietitians.

‘Burden of disease is a measure of population health that aims to quantify
the gap between the ideal of living to old age in good health, and the
current situation where healthy life is shortened by illness, injury,
disability and premature death’.
https://www.health.qgld.gov.au/research-reports/population-
health/burden-disease

An effective method of secondary prevention for people with heart
disease that includes coordinated activities to influence behaviour that
contributes to risk factors for heart disease. This is achieved by providing
the best possible physical, mental, and social conditions, so that through
self-managed care, people with stable heart disease (clients) achieve
optimal health and functioning in their community and slow or reverse
progression of heart disease.[1]

Range of conditions that affect the heart and blood vessels, e.g. coronary
heart disease, stroke and heart failure.[2]

‘Chronic diseases, non-communicable diseases or long-term health
conditions, chronic conditions are generally characterised by their long-
lasting and persistent effects’.[3] Commonly in this research the term
chronic disease refers to heart, diabetes and renal disease. However,
there are many instances in which the term could be interpreted more
broadly, and to which the research is equally applicable.

Terminology as used in this research: A person with stable heart disease
living independently.

Home-based telephone support secondary prevention program for
people with heart and other chronic diseases.[4] Rebranded in 2021 as
Self-Management of Chronic Conditions (SMOCC).
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Coronary heart disease

Culturally responsive
care

Direct care staff

Eligible clients

Guidelines

Heart disease

Heart: Road to health

Road to health

Holistic care

In-patient

Living independently

Metropolitan areas

Modified Monash
Model

Coronary heart disease (CHD) or coronary artery disease occurs when a
coronary artery clogs and narrows because of a build-up of plaque.
https://www.heartfoundation.org.au/conditions/coronary-heart-disease.
At times used as a proxy for all heart disease due to lack of specific data
(Chapter 1: 1.1.1)

Healthcare that is adaptable, acceptable, and effective for all people
regardless of race, heritage, and socioeconomic status.

A term developed in this research to describe hospital staff who provide
day-to-day personal care, including clinical, medical, and nursing, as well
as allied health specialties such as physical, dietary, psychosocial, cultural,
and pharmacy.

People with heart disease who are eligible to attend CR as per the
National Heart Foundation of Australia and the Australian Cardiovascular
Health Association recommendations.[1]

Documentation of specific activities required to ensure that clients have
access to evidence-based healthcare that includes discharge planning,
referral, clinical care, assessment, risk factor management and
psychosocial support.[5]

All disease that relates to the heart, and dysfunction, including
myocardial infarction (heart attack) angina, heart failure, valvular disease,
arrhythmias, and infections.

Terminology developed in this research as an alternative to the term
‘cardiac rehabilitation’ because of confusion over rehabilitation only
being necessary for people who have had a stroke, orthopaedic
procedures, or treatment for drug or alcohol misuse.

Terminology developed in this research and used as an alternative to
Heart: Road to health, to indicate access to secondary prevention for
people with heart disease, diabetes and renal disease.

Terminology as used in this research: Treating the client as a whole
person, considering mental and social factors and not just their illness.

A person in hospital for treatment for heart disease.

A person who does not permanently live in institutionalised care such as a
nursing home.

Major cities as classified by Australian Statistical Geography Standard—
Remoteness Area (2016) (ASGS-RA1).[6]

Classification of regional, rural, remote, and very remote areas, which as
per the Australian Statistical Geography Standard—Remoteness Area
framework, and further differentiates areas in Inner and Outer Regional
Australia based on local town size. Modified Monash Model locator[7]
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Multimorbidity

Non-Indigenous
Australians?

Pathways

Phase-1-Cardiac
Rehabilitation

Phase-2-Cardiac
Rehabilitation

Phase-3-CR

Primary prevention

Public health

Secondary prevention

Self-Management of

Chronic Conditions
(SMO0cCQ)

Terminology as used in this research: Based on common usage, the term
rural and remote (R&R) is used to encompass all areas classified as outer
regional, rural, remote, and very remote.

Refers to a health state in which a person has more than one chronic
disease. Commonly heart disease, diabetes and renal disease may occur
concurrently.

All people who do not identify as an Aboriginal and Torres Strait Islander
person. At times also referred to as general populations.

A process, commencing with effective hospital discharge planning
including referral to coordinated community-based support (CR program
or locally based secondary prevention) for clients on discharge from
hospital.[5]

Phase-1-CR that provides hospital in-patient education on heart disease
and risk factors; discharge planning that includes referral to out-patient
centre, or home-based Phase-2-CR.[1]

Post-hospitalisation care that includes ongoing multidisciplinary, holistic
(health and lifestyle) care that includes medical, continuing education,
risk factor management and psychosocial support.[1]

Ongoing holistic healthcare and risk factor maintenance, preferably
utilising community-based programs.[1]

‘Primary prevention aims to prevent disease or injury before it ever
occurs. This is done by preventing exposures to hazards that cause
disease or injury, altering unhealthy or unsafe behaviours that can lead to
disease or injury, and increasing resistance to disease or injury should
exposure occur’, e.g. education on healthy diets and exercise, use of
seatbelts and bike helmets. https://www.iwh.on.ca/what-researchers-
mean-by/primary-secondary-and-tertiary-prevention#:~.

The art and science of preventing disease, prolonging life and promoting
health through the organised efforts of society.
https://www.nhmrc.gov.au/health-advice/public-health

Provision of healthcare that aims to prevent reoccurrence of disease and
enable optimal recovery through holistic medical care, including
prescription of medications, risk factor management, such as smoking,
obesity, hypertension, and lipid control.[8] These essential components of
CR/secondary prevention are complemented by psychosocial care,
education, and support for self-management, delivered in a variety of
settings, through a holistic, multidisciplinary team approach.[9]

Home-based telephone support secondary prevention program for
people with heart and other chronic diseases. Previously COACH.[4]
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Social determinants of
health

Socio-economic Indices
for Areas (SEIFA):

Tertiary healthcare

Yarning

Access to healthcare and education, conditions of work and leisure,
housing, location (rural, remote or metropolitan areas), linked to
socioeconomic status, access to computers, and good nutrition.[10]

Based on the 2016 Census, SEIFA ranks areas in Australia according to
relative socioeconomic advantage and disadvantage and includes Index of
Relative Socio-economic Advantage and Disadvantage (IRSAD).[7]

‘Highly specialised medical care usually over an extended period of time
that involves advanced and complex procedures and treatments
performed by medical specialists in state-of-the-art facilities’.
https://www.merriam-webster.com/dictionary/tertiary%20care

Informal discussion via a dialogue circle[11] as a culturally sensitive
approach for Aboriginal and/or Torres Strait Islander peoples.[12]

1 During the development of this research, every effort has been made to use terminology that is respectful to
Aboriginal and Torres Strait Islander peoples. Over time, the terminology has changed. Any variations in terminology
are explained in the relevant section of the research.
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Thesis structure

This thesis is by publication and is organised around four sequential stages. Each stage has at
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publications, and chapter position within the thesis, with the current chapter outlined in red.
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Stage 3 Results: Hospital-based Phase-1-Cardiac Rehabilitation
4.2 Hospital case study |:> The importance of cardiac rehabilitation in rural and
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Stage 4a Results: Community-based Phase-2-Cardiac Rehabilitation
) Improving access to cardiac rehabilitation in rural and
4.3 ComrTlunlty case |:> remote areas of North Queensland: How well are we
study series doing? Published 2022 (Paper 5)
Stage 4b Pathways to Heart: Road to health

5. Discussion and |:> Discussion and conclusion
conclusion
5.3.1 Heart: Road to Improving access to cardiac rehabilitation (Heart: Road
health for Aboriginal and |:> to health) for Aboriginal and Torres Strait Islander
Torres Strait Islander peoples in rural and remote areas of North Queensland.
people Published 2022 (Paper 6)

Model for Heart: Road to health or Chronic disease:
5.3.2 Model for Heart: |:> ) )

Road to health in rural and remote areas. Submitted for
Road to health

publication Oct 2022 (Paper 7)

Figure 1: Thesis structure



Chapter 1: Introduction

Chapter 1 provides the background and context of the research, clarifies terminology, and
describes why the research was necessary. Combined with Chapter 2: Integrative literature
review, information presented in this chapter informed the development of aims and objectives

(1.5) and following stages of the research.

1.1 Background

This research focuses on improving access to cardiac rehabilitation (CR) for people in rural and

remote (R&R) areas of North Queensland (NQ). WHO 1993, defined CR as:

... the coordinated sum of activities required to influence favourably the underlying cause
of cardiovascular disease, as well as to provide the best possible physical, mental and
social conditions, so that the patients may, by their own efforts, preserve or resume
optimal functioning in their community and through improved health behaviour, slow or

reverse progression of disease.[13]

This definition is equally applicable today regardless of how or where CR is provided. Given
that rates of heart disease (HD), and burden of disease continues to be high (Table 1), CR is an
important component of optimal recovery and quality of life for people with HD (client[s]).
Rates of coronary heart disease (CHD) are the most common rates of HD reported by the
Australian Institute of Health and Welfare.[4] Due to paucity of accessible information about

rates of the full range of HD, rates of CHD are used as a proxy for HD, in this research.

1.1.1 Coronary Heart disease

CHD includes heart attack and angina and is reported as the largest single disease cause of
death in Australia (11%), contributing to significant illness, disability, poor quality of life, and
high healthcare costs.[14, 15] Further, CHD resulted in 6.9% of the total burden of disease in
Australia in 2018/19.[14] The rates of CHD by selected population groups, according to rurality
and socioeconomic status, and compared with overall Australian rates are summarised in Table

l.



Table 1: Impact of coronary heart disease by selected population groups and multiples of the

Australian population rate

Disease characteristics Population groups
Indigenous/non- Rural and Lowest/highest
Indigenous remote/major cities socioeconomic areas
Coronary heart disease 2.0x 0.9x 1.6x

(prevalence)

Hospitalisations 2.1x 1.5x 1.3x
Mortality 2.0x 1.5x 1.6x
Burden of disease 2.3x[16] 1.4x 1.6x

Adapted from AIHW report on coronary heart disease —2020[14, 17]

In R&R areas, there are higher rates of hospitalisations, mortality, and burden of disease from
CHD, than in metropolitan areas.[14, 17] If data for the full range of HD, including CHD,
rheumatic heart disease, heart failure, valvular disease, cardiac arrhythmias, cardiomyopathy,
other infections, and risk factors, were available for R&R areas and for Aboriginal and Torres
Strait Islander people, it is likely that these rates would be considerably higher especially for
Aboriginal and Torres Strait Islander people. These rates have a considerable impact on the
number of hospitalisations and range of services and support required when a client is

discharged from hospital to their home community.

1.1.2 Cardiac rehabilitation: Terminology, eligibility, models and best practice

In this research, the term ‘heart disease’(HD), which includes CHD, rheumatic heart disease,
heart failure, valvular disease, cardiac arrhythmias, cardiomyopathy and infections, is used
because it is inclusive and easily understood. CR is a model for delivery of evidence-based best
practice secondary prevention, which includes provision of healthcare that aims to prevent
reoccurrence of HD and enable optimal recovery through holistic medical care, including
prescription of medications, and risk factor management, predominantly for smoking, obesity,
hypertension, and lipid control.[8, 18] These essential components of CR/secondary prevention
are complemented by psychosocial care, education, and support for self-management delivered
in a variety of settings, through a holistic, multidisciplinary team approach,[9] and

recommended for all clients.[19]

The terms CR and secondary prevention are used interchangeably, according to the context
throughout the research. Initially CR is predominant, but as the research progresses terminology
transitions to secondary prevention for people with HD. The terms, Phase-1-CR, Phase-2-CR

and Phase-3-CR are predominantly used throughout, particularly when referring to structured
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programs commonly provided by hospitals and urban community health centres or at times via
telephone, telehealth and telephone apps. Best-practice CR begins in hospital with Phase-1-CR,
continues to post-discharge with Phase-2-CR, through to Phase-3-CR for supported self-
management.[20] Each phase of CR is essential in the continuum of care, to achieve optimal
client recovery and quality of life. Phase-1-CR provides in-patient education on HD,
medications, risk factors, together with discharge planning, which optimally includes referral to
centre- or home-based Phase-2-CR, for ongoing support, education, risk factor and medical
management. Finally, Phase-3-CR, through the health literacy gained from Phases-1 and 2,
enables clients to transition to a supported self-management approach, preferably utilising local
community-based programs such as walking and social groups.[8, 21, 22] Given the known
dose-response effect,[8] it is important to provide optimal access to all Phases of CR to ensure

maximum client participation.

Several factors influenced the transition from the term CR to secondary prevention. These
included a general perception that CR could only be provided through a centred-based
specialised facility, with little understanding of the concept that effective post-hospitalisation
CR (secondary prevention) could be provided, in a community-based setting. Further, there was
general confusion over the use of the term ‘rehab’, which was often perceived as referring to
centre-based CR, or post-operative care for people following orthopaedic surgery or, on
occasions, drug and alcohol, or stroke rehabilitation. Therefore, the term secondary prevention,
with an explanation provided, for staff and clients to minimise further misunderstanding,
evolved into Heart: Road to health and further to a generic Road to health as the preferred
terminology for HD, diabetes and renal disease as common multimorbidity (Chapters 4: 4.3; 5:

5.1,5.3.1,5.3.2, 5.4).

Eligibility for CR is defined according to the Heart Foundation of Australia (NHF) and
Australian Cardiovascular Health and Rehabilitation Association (ACRA) criteria, and includes
people with stable acute coronary syndrome, cardiac arrhythmias, and implantable devices,
valvular incompetence, heart failure, cardiomyopathy, and risk factors such as hypertension,
obesity, elevated cholesterol, smoking and excessive alcohol.[1] CR is commonly provided via
structured centre-based or home-based services, telephone support, telehealth or combined
hybrid programs with the support of local healthcare providers,[23] and is known to reduce
hospital readmissions, costs, mortality, morbidity, and improve health and quality of life.[1, 24,
25] CR needs to be a long-term, coordinated continuum of care from hospitals through to the

client’s home community to enable clients to self-manage their disease and realise an active,



satisfying life. [23, 26] To achieve this, a lifelong individual commitment to healthy lifestyle

choices and adherence to medical advice with healthcare support is required.[27]

Despite the known effectiveness of CR, attendance rates in Australia are low, (range 10—
30%),[28] especially in R&R areas, with Aboriginal and Torres Strait Islander people least
likely to attend.[29] Much of NQ has vast R&R areas with no centre-based CR, (Figure 2).
Queensland Health (QH) provides a home-based telephone support secondary prevention
program, Self-Management of Chronic Conditions (SMOCC), previously called Coaching on
Achieving Cardiovascular Health (COACH). SMOCC is available for people who are unable to
attend centre-based services or prefer a home-based program.[30] A wide range of commercial

smartphone apps are also available.[31]

NQ health status and demography is provided in 1.2.1 and Table 3.
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Figure 2: Map—North Queensland Hospital and Health Services and centre-based cardiac

rehabilitation services

Adapted from map prepared by QH Statistical Reporting and Coordination, Statistical Services Branch 2018.
Copyright permission QH March 2019. Scale 800km/5cm.

Torres and Cape indicates, Torres and Cape Hospital and Health Services (TCHHS); Cairns and Hinterland
indicates, Cairns and Hinterland Hospital and Health Services (CHHHS); Townsville indicates, Townsville
Hospital and Health Services (THHS); North West indicates, North West Hospitals and Health Services
(NWHHS)
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Location of centre-based cardiac rehabilitation in NQ.

1.1.3 Telehealth, telephone support and smartphone apps

Telehealth use in Australia is increasingly accepted by clients and health professionals,
especially since the advent of the COVID-19 pandemic.[32] During this time, government
funding and changes in managerial and medical culture combined to enhance service provision
via telehealth services.[32] A recent study found that completion rates for CR presented by
telehealth, in both metropolitan and rural areas, were higher than face-to-face programs,
indicating client satisfaction with the medium.[33] Despite positive reports about the value of
telehealth, some reservations were expressed by clients when bulk billing ceased.[32] Further,
difficulties were encountered in R&R areas, due to unreliable telephone and internet

connections.[34]



The development and utilisation of telephone apps is a fast evolving area with at times
conflicting evidence. An assessment of apps in The United States of America, identified
through Google or Apple Store searches, found that generally apps were of good quality.[31]
However, a further study on patient preferences for CR programs found that 57% of
participants preferred to attend a centre-based facility, and 43% preferred home-based programs
with support of a health professional, rather than a telephone app.[35] A further study found
that telephone apps are increasingly popular for people of all ages, including those 65 years and

over, but that the quality was variable.[36]

Telephone apps are fast evolving and have the potential to augment secondary prevention
services. However, caution is required prior to adopting apps as an alternative to face-to-face
services, and further investigation is required especially in R&R areas and to gauge suitability

particularly for Aboriginal and Torres Strait Islander people.

1.2 Context and factors for consideration in healthcare provision

The NQ focus areas of this research cover a wide range of R&R areas in the QH regions of
THHS, NWHHS, CHHHS and TCHHS, (Figure 2). People who live in R&R areas of Australia
are known to have higher levels of disease, shorter life expectancy, more injuries, poorer access
to services, and lower use of primary healthcare centres, compared with metropolitan areas.[37]
An underpinning principle of this research is that all adults who live independently, and have
been treated in hospital for HD, should have access to post-discharge CR. This post-discharge
care is required in a variety of settings, through a holistic, multidisciplinary approach that is
culturally, geographically and technically accessible for all.[9] To achieve this in the

environment of R&R NQ it is necessary to consider a range of factors that impact on health.

1.2.1 Demography and geography and impact on health in NQ

NQ is a large geographic region with extensive R&R areas, sparse services, and disparate
populations.[37] The regions covered by Townsville Hospital and Health Services (THHS), and
Cairns and Hinterland Hospital and Health Services (CHHHS), have the highest populations
(Table 2), with the majority of people living in major metropolitan areas of Townsville and
Cairns, where medical specialist services are commonly provided. This often results in hours,

or days, of travel from a client’s home in R&R areas, to essential services.[37, 38]

THHS and CHHHS have a higher proportion of people 65 years and over (Table 2).[37] This is
likely to be due to higher social determinants of health (SDoH) in metropolitan areas, and
subsequent migration of people from R&R to metropolitan areas, for improved access to
services, particularly as they get older.[39] All NQ Hospital and Health Services (HHS) have
higher rates of Aboriginal and Torres Strait Islander people (range 12-69%)compared with



Queensland overall (5%). The highest proportion being in the North West Hospital and Health
Service (NWHHS) (31%) and Torres and Cape Hospital and Health Service (TCHHS) (69%),
These HHS are the most remote, and also have the highest rates of potentially preventable

hospitalisations (Table 2).



Table 2: North Queensland demographic population profile, and potentially preventable
hospitalisations by hospital and health service [40]

Queensland Health Total population Aboriginal and Percentage aged Potentially

Hospitals and Health Torres Strait 65+ preventable

Services 2019 Islander population hospitalisations (%)
(%)

All Queensland 5,094,510 5 16 7

Townsville 241,577 14 14 6

North West 27,512 31 8 8

Cairns and

Hinterland 259,055 12 16 7

Torres and Cape 28,052 69 8 10

1.2.2 Social determinants of health

SDoH are factors that impact on health status and access to healthcare services, described by
WHO as the ‘social conditions in which people are born, live and work, and contribute to rates
of disease and recovery’.[41] The importance of considering SDoH in healthcare provision is

evident given that they are known to increase rates of HD by 30%.[15]
Examples of SDoH that influence health behaviour, and impact on health, include:

e income and social security

e education

e employment and job security

e working life conditions

e food security

e housing, basic amenities and the environment
e carly childhood development

e social inclusion and non-discrimination

e culture

e conflict

e access to affordable, culturally responsive, good quality health services.
e distance to major centres

e telephone and internet services [10, 14, 37, 42, 43]

Aboriginal and Torres Strait Islander people have lower SDoH and higher rates of the
populations in all the focus areas of this research, than Queensland overall, (Table 3). These
factors have been given special consideration in the development of a model for improved

access to CR for people in R&R areas of NQ. (5.3.1:Paper 6)



Table 3: Demography and sample social determinants of focus communities[44]

Communit Hughenden, Cooktown, Cook  Wujal Wujal, Hope Vale, Queensland
¥ Flinders Shire  Shire Cook Shire!  Cook Shire!
Population 1,136 2,631 282 891 5.17 x10°
o .
i Aborlglnél e ol 8.2 14.5 91.5 98.7 4.0
Torres Strait Islanders
Heart related hospital
admissions per 7.5 12.3 12.8 12.7 11.7
1000/year
Age (medium, years) 44 44 30 25 37
Year 12 education (%) 14.9 10.5 12.3 8.9 16.5
Low income
households 25.6 29 41.7 376 19.5
< $650/week (%)
Internet access to
. 68.7 70.8 66.2 70.3 83.7
dwelling (%)
Dlsta.nce frorp tertiary 383 398 346 372 N/A
hospital services (km)

! Designated Indigenous location.

A compounding factor for health status of Aboriginal and Torres Strait Islander people in R&R
areas is that their housing overcrowding rates in very remote communities in Australia are 51%

for, compared with 8% in inner regional areas.[45]

SDoH affect all aspects of people’s life and health. Even if health services are available in the
local community, a person’s ability to access and benefit, are likely to be impacted by SDoH,
such as literacy levels and/or cultural differences, which potentially create barriers to
interacting with health professionals, and contribute to poor understanding and ability to follow
healthcare advice. These barriers also impact on accessing health services via telephone,

smartphone apps, and telehealth services.[46]

1.2.3 Aboriginal and Torres Strait Islander people: Culture and heritage

A major impact on the health and wellbeing for Aboriginal and Torres Strait Islander people is
that all aspects of their life and culture have been disrupted by the consequences of
colonialism.[47] Consequently, cultural aspects of healthcare need to be considered in health
service planning and delivery.[48] Despite this, Western medicalised practices, which are

known to be ineffectual in communicating with Aboriginal and Torres Strait Islander people,
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predominate.[12] The provision of culturally responsive services is essential in all health
service planning and delivery. Aboriginal and Torres Strait Islander Community Controlled
Health Organisations (ACCHO) and Aboriginal and Torres Strait Islander Health Workers
(ATSIHW) are known to provide culturally responsive services based on a holistic wellness
model.[49] This model could be more broadly applied if ATSIHW, particularly those employed
by QH, are utilised in roles that enable them to develop and fully utilise their skills, and provide

support and further education for specialist areas such as CR.[50]

1.3 Health services, staffing and costs in rural and remote areas

In Queensland, QH is the major health service provider, responsible for leadership and
healthcare provision through the state’s public health system. Services are provided via regional
Hospital and Health Services, in conjunction with the Commonwealth-funded Primary Health
Networks and ACCHO. These services are supplemented by non-government organisations
such as the Royal Flying Doctor Service (RFDS), and contracting organisations who provide
allied health professional (AHP) services, and individual private health practitioners including

GP.

In R&R areas, the majority of health services are provided by community-based and visiting
health professional services via Primary Health Care Centres (PHCC) and Multi-Purpose
Health Services (MPHS). These services comprise nurses, ATSIHW, GP, medical specialists,
and AHP. QH priorities include ... Growing our regions: Help Queensland’s regions grow by
attracting clinical expertise and building capacity within our rural and remote health network ...
investing in skills [and] ... backing our frontline services ...’[51] QH has a focus on primary
and secondary prevention strategies. These strategies include initiatives to address the risk
factors of smoking, obesity, physical inactivity and poor diet, in order to combat high rates of
heart and other chronic diseases.[52] Despite QH’s predominantly Western medicalised
approach, there are several examples of alternative, predominantly stand-alone programs that
provide flexible, holistic, multidisciplinary, and culturally responsive client-centred models in

NQ. For example:

e The Diabetes Education and Self-Management Program [53]

e Cape York Kidney Care (CYKC)[54]

e Older Persons Enablement and Rehabilitation for Complex Health Conditions (OPEN
ARCH)[55]

e Healthcare In Your Home (HIYH) (TCCHHS, CN 6/2)

e Deadly Ears, Deadly Futures.[56]

11



Virtual Out-patient Integration for Chronic Disease (VOICeD) is a telehealth medical
consultation program for people with HD, diabetes and renal disease. (TCHHS, CN14/2)[57]

1.3.1 Staffing, recruitment and retention

A multidisciplinary team approach consisting of a GP, nurse, physiotherapist, exercise
physiologist, dietitian, and psychologist, and if possible a cardiologist, is recommended by the
NHF and ACRA for CR programs.[1] These services are most commonly provided through
metropolitan centre-based services.[1, 58] However, in R&R areas, this range of health
professionals, while at times available through outreach services or telehealth, are rarely in one

place at one time, resulting in the need for innovative approaches for CR in these areas.

The majority of community-based health professionals working in R&R areas are nurses and
ATSIHW.[59] Nurses, in R&R areas of NQ, identified excessive working hours and high levels
of responsibility which resulted in increased stress, particularly for inexperienced staff, who are
unable to work to full capacity because of learning and coping with an unfamiliar
environment.[59] These issues, together with inadequate information prior to recruitment, lack
of ongoing education opportunities and career prospects, too few rural placements during
undergraduate studies, poor work—life balance, and insufficient management support, all
contribute to difficulties with recruitment and retention of health professionals in R&R

areas.[59, 60]

While there are improvements in the number and range of multidisciplinary positions for health
professionals in R&R areas, staff turnover continues to be high, and professional support,
education and quality of life must be considered in health services planning and ongoing staff

management.[59, 60]

1.3.2 Costs

Healthcare expenditure in Australia was $2.2 billion (2017-18).[14] In 2000-2001, hospital
care accounted for 34% of this expenditure, which rose to 40% in 2017-18. Conversely,
primary healthcare accounted for 37% in 2000-2001, and fell to 34% in 2017-18.[14] The
lowest expenditure, 2% of the 15% allocation for primary healthcare, was spent on ‘allied
health and other services’ (‘other services’ not defined), (Table 4). This low expenditure for
AHP is potentially detrimental to effective CR services, for which AHP are an essential

part.[15]
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Table 4: Health expenditure for cardiovascular disease in Australia (2008-2009)*

Category Expenditure (%)
Hospitals 69
Pharmaceutical Benefit Scheme 15

Primary healthcare!: GPs, medical specialists, medical imaging and 15
pathology, allied health and other services?

Dental 1

source: AIHW, 2014. Health-care expenditure on cardiovascular disease in 2008-09
No comparable breakdown in expenditure was found in later reports.

2 Allied health and other services (undefined) account for 2% of the 15% primary healthcare expenditure.

In 2019/20 hospital expenditure was reported to have increase by 2.9%, primarily due to
COVID-19. Primary health care, mainly comprising GP and pharmaceuticals increased by
0.6%, other health professionals and public health by 0.4%,[14] thus exacerbating the disparity
between acute care and those services which have the potential to provide secondary

prevention.

A cost-benefit analysis (2013), which included costs for CR programs, direct in-patient costs,
burden of disease, informal care costs, and loss of productivity and earnings, estimated a net
financial savings of $86.7 million per annum if CR referral rates increased to 65%.[24] These
projected savings, based on Reserve Bank of Australia inflation rates are now estimated to be
$100 million.[61] Included in these costs are drugs prescribed for lowering elevated cholesterol,
which is a major risk factor for HD, accounted for the highest number of Pharmaceutical
Benefits Scheme prescriptions.[62] In R&R areas, distance to health services further contributes

to costs.[63]

1.4 Provision of cardiac rehabilitation in rural and remote areas

Overall, access to CR in R&R areas of NQ is negatively impacted by low referrals, large
geographic regions, and inadequate availability of services including centre-based CR.[64-
66]To address these deficits, there are a range of issues that need to be considered. These

include:

e hospital in-patient preparation for post-discharge care (Phase-1-CR), including referral
to Phase-2-CR (secondary prevention)[67]
e availability of culturally responsive, flexible, and accessible Phase-2-CR (secondary

prevention) for all eligible clients[63]
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e communication and pathways between hospital, client and local community healthcare
providers, to ensure that post-discharge holistic support is provided[68]
e availability of education and support for hospital and community-based health staff[69]

e higher healthcare, socioeconomic and cultural needs of Aboriginal and Torres Strait

Islander people[12]

e possible alternative methods of service delivery, including telehealth and telephone
apps[70]

e coordination of services especially chronic diseases such as diabetes and renal
disease[12]

In addition, health professionals’ and clients’ poor understanding of CR, and its potential
benefits, also affect post-discharge CR attendance.[21, 71, 72] These factors are exacerbated by
distance and costs,[63, 65, 73, 74] which could potentially be reduced through increased use of
technology. The need for telephone or telehealth services to link with local healthcare providers
warrants further consideration.[70] However, more research is required to investigate client’s
acceptance of telephone apps, and telehealth particularly in R&R areas where internet and

phone coverage remain unreliable.[75]

To facilitate addressing these shortfalls, a combined primary healthcare/health promotion
approach, consistent with Ottawa and Geneva Charters,[76, 77] and Declaration of Alma
Ata,[78] were used to guide this research, (Chapter 3: 3.5.4). To achieve such an approach
would require major revisions of current healthcare systems and services, led by management
utilising continuous quality improvement (CQI) and co-design (Chapter 3: 3.5.6), to ensure

inclusion of consumers, health service managers, and clinical health professionals.[79, 80]

1.5 Aim and objectives

A fresh approach to investigating barriers, enablers and pathways for access to CR in R&R
areas of NQ was taken in this research. Much of the previous CR research considers one or two
aspects of CR, rather than the whole picture, particularly in regard to access. The findings of
this research resulted in an innovative model for CR in R&R areas of NQ: Heart: Road to
health. This was achieved through a sequential approach in which each stage of the research
provided information for the next, and cumulatively leading to the research findings. As part of
the iterative process the research finding were summarised (Appendix 7.2), and discussed with
community members, leaders and healthcare staff, clinicians and managers. Through ongoing
discussion and follow-up, further information on chronic disease programs was gathered, and

the transition to a generic: Road to health for HD, diabetes and renal disease began to emerge.
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Aim: To investigate access to CR for all adults living independently in R&R areas of NQ, and
develop a healthcare model for improved services, and answer the overarching research

question: How can access to CR in R&R areas of NQ be improved?

The aim of the research was clear from the beginning, in line with the sequential approach
(Chapter 3), the objectives were developed, based on the experience of the research team, and
evidence-based information HD and CR, as well as the findings of the integrative literature
review (IR) (Chapter 2). These synthesised findings informed the development of a framework

for achieving the aim.
Objectives:

1. To identify barriers, enablers and pathways for CR in R&R areas of Australia and other
developed countries and synthesise findings and lead to a new framework and

perspectives. (integrative literature review). (Paper 1)

ii.  Describe rates of hospitalisation and COACH referral for Queensland adults with heart
and related disease and make comparisons between Aboriginal and Torres Strait

Islander people and non-Indigenous people in NQ (epidemiological study). (Paper 2)

iii.  Investigate the implementation of Phase-1-CR by staff and in-patients in cardiac
services in two public and two private tertiary hospitals in Townsville and Cairns and
consider the impact on post-discharge care in R&R areas of NQ (hospital case study

series).

iv.  Investigate barriers, enablers, and pathways for improved access to Phase-2-CR in
selected R&R areas of NQ (community based case study series). (Papers 3 [project
protocol] and 5)

v.  Informed by Objectives i—iv, develop a model of healthcare delivery that aims to

improve access to CR in R&R areas of NQ. (Papers 6 and 7)

Each objective was investigated through a specific study, with methods and methodology
provided in Chapter 3, in each study, and provided in Chapter 4: 4.1, 4.2, 4.3; Chapter 5: 5.3.1,
53.2.

1.6 Implication of the research

Benefits of CR include reduced rates of hospital readmission, lower costs for clients and health
services, lower burden of disease, and improved health and quality of life.[24, 58] Therefore, it
is imperative that access and attendance to CR is improved in all areas, particularly in R&R

areas where the situation is complex and services limited.[37, 38] Consequently, this research
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focused on identifying barriers, enablers and pathways for CR in R&R areas of NQ, and was
designed to contribute to the development and implementation of flexible, holistic, culturally
responsive, effective services provided in a range of environments, through revised health

systems and requiring minimal extra resources.

For healthcare planning of holistic, responsive services, it is necessary to consider a range of
factors that affect health and welfare. These include geography, demography, socioeconomic
and cultural aspects of services, and encompass SDoH, which are particularly important when
seeking effective solutions, particularly in localities as complex and culturally diverse as R&R
areas of NQ. If successful, the Heart: Road to health or generic Road to health based on
revised healthcare systems has the potential to provide a model for holistic post-discharge care

for HD, diabetes and renal disease.

1.7 Summary

All clients need support to achieve optimal recovery following hospitalisation for HD,
regardless of their geographic location or culture. But access to face-to-face CR services
continues to be limited in R&R areas.[81] A lack of adequate, flexible, culturally responsive
CR services, and geographic isolation are known to affect access to CR in R&R areas. Further
staff turnover is high which makes it difficult for staff to work to optimal capacity.[12, 28, 59,
60] Overall, the benefits of CR are poorly understood by staff and clients. Referrals are rarely
made by hospital staff to staff in R&R areas for risk factor management and secondary
prevention.[12, 58] To counteract these issues, strengthening of healthcare systems, and
improved staff understanding of CR is required. This includes reinforcement that CR is simply
a method for providing secondary prevention, which doesn’t require expensive equipment and
facilities, and is important to ensure effective post-discharge care in the client’s local
community. To achieve this a flexible, holistic (health and lifestyle) approach is necessary to
ensure that each phase of CR is available for all eligible clients in all areas. Optimally, CR
needs to be designed and delivered in a variety of settings, through a holistic, multidisciplinary
team model of care.[9] However, given the low referral and attendance rates, it is clear that the
current centre, and home-based Phase-2-CR programs are not meeting the needs of the majority

of clients, in R&R areas of Australia.[24, 82]

1.8 Conclusion

The benefits of CR are already well described, but referral, access and attendance remain low.
Before there can be any improvements, it is important that all steps in the client’s pathway from
hospital to home are investigated. This pathway was followed in this research, and identified

barriers, enablers and pathways to CR in R&R areas of NQ. The research commenced with an
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integrative literature review (Chapter 2), followed by an epidemiological study (Chapter 4: 4.1);
a hospital case study series (Chapter 4: 4.2) and a R&R community case study series (Chapter
4: 4.3) that culminated in the development of a revised model of care, Heart: Road to health or

generic Road to health (Chapter 4: 4.3; 5: 5.3.1,5.3.2,5.4).
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Chapter 2: Integrative literature review

2.1 Cardiac rehabilitation services for people in rural and remote areas: Integrative
literature review

An integrative literature review (IR) was undertaken to better understand issues around access
to cardiac rehabilitation (CR) in rural and remote (R&R) areas in Australia and developed
countries, as a foundation on which to develop objectives for the sequential stages of the

research.

Objective: To identify barriers, enablers and pathways for CR in R&R areas of Australia and
other developed countries and synthesise findings and lead to a new framework and

perspectives.[83]

This chapter is presented in two parts. Part A describes an IR of publications (2007-2016) that
focused on access to CR for people in R&R areas.[83] Part B describes an updated IR for
papers published 2017-2021 to ensure that relevant papers were identified and informed this

research.

2.2 Part A: Cardiac rehabilitation services for people in rural and remote areas: Integrative
literature review

In the initial IR, a systematic approach was used to identify and synthesise relevant publications
and grey literature, to describe barriers, enablers and pathways to CR for adults living

independently in R&R areas of developed countries, including Australia.

Table 5: Summary of database searches and findings (2017-21)

Data bases Search 1: Search Search 2: Search terms & Search 3: Search Final
terms & results results terms & results result
‘cardiac (AND) rural OR remote OR (AND) All
rehabilitation’ Aborigin* OR 'Torres Strait barriers OR terms
OR "secondary Islanders’” OR ‘Indigenous’ enablers.
prevention." OR ‘Oceanic ancestry (Scopas,
groups’ (Medline MeSH Psychlinfo,
term) Medline)
CINAHL 3,845 47,661 0 12
SCOPUS 11,152 12,019 254,905 36
Informit 45 21,806 0 7
PscyINFO 16,104 40.127 50,656 18
Medline (OVID) 16,776 63,492 83,216 24
Total 97
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Each search was done separately and combined with AND for final result. CINAHL and
Informit showed zero results when barriers and enablers were added, so in these databases only
search one and two were included. For completeness Table 5 with results of data base searches
is included because this information is not provided in the following published paper that

provides full details:

Field P, Franklin R, Barker R, Ring I, Leggat P. Cardiac rehabilitation services for people in
rural and remote areas: An integrative literature review. Rural and Remote Health. 2018.

http://doi.org/10.22605/RRH4738

(Sections of this paper have been replaced with final Word version of the paper because of poor
legibility of reproduced tables in the published paper. Appendix 7.5 provides a copy of paper as
published)
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Abstract

Introduction: Morbidity and mortality from heart disease continues to be high in Australia with cardiac
rehabilitation (CR) recognised as best practice for people with heart disease. CR is known to reduce
mortality, reoccurrence of heart disease, hospital readmissions and costs, and to improve quality of life.
Australian Aboriginal and Torres Strait Islanders (Australian First Peoples or Indigenous) have a greater
need for CR due to their higher burden of disease. However, CR referral, access and attendance remain
low for all people who live in rural and remote areas. The aim of this integrative review was to identify
barriers, enablers and pathways to CR for adults living independently in rural and remote areas of high-

income countries, including Australia.

Methods: Studies were identified through five online data bases, plus reference lists of the selected
studies. The studies focused on barriers and enablers of CR for adults in rural and remote areas of
Australia and other high-income countries, in English peer-reviewed journals (2007-2016). A mix of
qualitative, quantitative and mixed method studies were reviewed through a modified Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA), followed by a critical review and

thematic analysis.

Results: Sixteen studies were selected: seven qualitative, four quantitative and five mixed method. Five
themes that influence CR attendance were identified: referral, health services pathways and planning;
cultural and geographic factors necessitating alternative and flexible programs; professional roles and
influence; knowing, valuing, and psychosocial factors; and financial costs — personal and health services.
Factors identified that impact on referral and access to CR were hospital in-patient education programs
on heart disease and risk factors; discharge processes including CR eligibility criteria and referral to
ensure continuum and transition of care; need for improved accessibility of services, both geographically
and through alternative programs, including home based with IT and/or telephone support. Also the
need to ensure that health professionals understand, value and support CR; the impact of mental health,
coping with change and competing priorities; costs including travel, medications and health professional
consultations; as well as low levels of involvement of Australian First Peoples in their own care and poor
cultural understanding by non-Australian First Peoples staff all negatively impact on CR access and

attendance.

Conclusion: This study found weak systems with low referral rates and poor access to CR in rural and
remote areas. Underlying factors include lack of health professional and public support, often based on
poor perception of benefits of CR, compounded by scarce and inflexible services. Low levels of
involvement of Australian First Peoples, as well as a lack of cultural understanding by non-Australian First
Peoples staff, is evident. Overall, the findings demonstrate the need for improved models of referral and
access, greater flexibility of programs and professional roles, with management support. Further,
increased education and involvement of Australian First Peoples, including Indigenous Health Workers
taking a lead in their own people’s care, supported by improved education and greater cultural

awareness of non-Australian First Peoples staff, is required.



Keywords: Aboriginal and Torres Strait Islanders, Australia, barriers, cardiac rehabilitation, enablers,

First Peoples, indigenous, pathways.
Introduction

Heart disease is the largest single cause of death in Australia and contributes to significant illness,
disability, poor quality of life and high healthcare costs*2. Rates of heart disease in rural and remote
areas are higher than in urban areas'®. Whilst Australian Aboriginal and Torres Strait Islander First
Peoples’ (Australian First Peoples)* disease rates, including heart disease and complex
multimorbidity, are higher, this only partially accounts for the disparity in health status between people
in rural and remote and urban populations®°. Disparity may be worse than reported due to people with

poor health moving to urban areas for better services®.

There is significant evidence that cardiac rehabilitation (CR) is best practice for people with heart
disease®®. However, despite this and known higher levels of heart disease of people living in rural and
remote areas, referral and access to CR remain low, and access issues are exacerbated by geographic
distance, fewer health services and staff*°, compounded by poor telephone and IT services to support

alternative programs in rural and remote areas®.
Cardiac rehabilitation

CR is known to reduce reoccurrence of hospital readmissions, mortality and morbidity from heart
disease, and improve general health and quality of life”#°, WHO describes CR as including physical,
mental and social conditions for people with heart disease, so that by their own efforts, together with
support through medical or clinical management, they may preserve or resume optimal function”%1,
The term ‘cardiac rehabilitation continuum’ is preferred by the Heart Foundation of Australia’, due to
the general perception that CR refers to short term, centre-based exercise and education programs,
usually run by hospitals. The CR continuum is a ‘coordinated system of long-term care’ necessary to help
people with heart disease return to an active and satisfying life, and to prevent the reoccurrence of heart
disease or new cardiovascular conditions’. This indicates the need for a lifelong individual commitment

to healthy lifestyle choices, and adherence to medical advice with health service support”*Z.
Costs and priority

Expenditure for hospital-admitted patient services for coronary heart disease, stroke and other
cardiovascular diseases in 2008—09 was AS$4460 million, and accounted for the highest level of
healthcare sector spending, with coronary heart disease expenditure of A$1517 million?. Other costs
associated with coronary heart disease were out-of-hospital medical expenses (A$223 million) and
prescription pharmaceuticals (A$311 million). Costs of pharmaceuticals for males were nearly twice that
of females, but comparatively similar for other out-of-hospital expenses?. Drugs prescribed for lowering
cholesterol (statins) account for the highest number of Pharmaceutical Benefits Scheme
prescriptions!? and are major contributors to the cost of all pharmaceuticals. Despite evidence that CR
reduces recurrence of heart disease and hospital readmissions and improves general health, it is
estimated that only 30% of people hospitalised with heart disease are referred to CR in Australia®®. A

recent cost—benefit analysis that considered the impact of increased CR uptake to the internationally
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acknowledged standard of 65%*3, and included costs for CR programs, direct in-patient costs, burden of
disease, informal care costs, and loss of productivity and earnings, estimated a net financial saving of

AS$86.7 million per annum®.
Multidisciplinary teams and staffing

A CR program based on a multidisciplinary team that includes a general practitioner, and if possible a
cardiologist, nurse, physiotherapist, dietitian, psychologist and exercise physiologist, is recommended
by the Heart Foundation of Australia and Australian Cardiac Rehabilitation Association”°. Realistically,

due to lack of resources, such a multidisciplinary team is only available in major centres*.

A range of issues negatively impact on recruitment and retention of allied health professionals in rural
and remote areas. These include a lack of or inadequate (i) information prior to recruitment, (ii) ongoing
education opportunities, (iii) career prospects, (iv) rural placements during undergraduate studies, (v)
work—life balance, (vi) management and support — which all contribute to high staff turnover®. Staffing
difficulties have also been identified by nurses in Australia’s rural and remote areas in northern
Queensland such as excessive working hours, high levels of responsibility and resultant high staff
turnover!**>, This leads to an increase in staff stress for inexperienced staff who are still learning, and
unable to work to full capacity due to the unfamiliar environment®. Whilst the majority of health
professionals working in these areas are nurses and Aboriginal health workers?*, it is likely that these

issues impact on all health professionals and subsequently quality of services in rural and remote areas.
Major issues for cardiac rehabilitation services

Whilst it is estimated that throughout Australia only 30% of eligible people are referred to CR, and less
attend!®?®, rates cannot be substantiated due to a lack of data!®'’. Negative impact on service delivery
and access to CR due to large geographic regions is significant®>'®1°, This is compounded by health
professionals and potential participants’ poor understanding of the benefits of CR?%22, Distance and costs
are identified as barriers to attendance in rural and remote areas'®*%; however, with changing
technology options these barriers may be more readily addressed. The major issues identified were
limited and suboptimal CR services in rural and remote areas, with more information required to inform

policy, management and organisation of CR for adults with heart disease living in rural and remote areas.
Methods

An integrative review is an established evidence based practice method for reviewing qualitative,
quantitative and mixed method research?®?’. The present integrative review was undertaken through
systematic identification, analysis, critique and synthesis of selected peer-reviewed literature to

2628 of barriers, enablers and pathways

facilitate the identification of a new framework and perspective
of CR in all adults with heart disease in rural and remote areas of high-income countries, with a focus on

Australia.
Searches and selection criteria

Electronic database searches used to identify relevant studies included CINAHL, SCOPUS,
Informit, PsycINFO and Medline (OVID).



Electronic searches were augmented by reviewing reference lists and citations of selected studies and
professional networks (snowballing). Google Scholar was used in this process for forward searching of
reference lists and citations to check for additional studies. The 107 articles identified through this
process were due to a large meta-analysis?, identified by the database search. However, the abstract
review of these references revealed only 13 studies eligible for critical review and thematic
analysis. Following the critical review and thematic analysis only two extra studies were included for

further analysis.

Search terms used were ‘cardiac rehabilitation’ OR ‘secondary prevention” AND ‘rural’ OR ‘remote’; OR
‘Aboriginal and Torres Strait Islanders’ OR ‘Indigenous’ AND ‘enablers’ OR ‘barriers’. These key words
were varied for specific databases, for example Medline (OVID), which uses medical subject headings
(MeSH), which required that the terms ‘cardiac disease’ OR ‘coronary disease’ OR ‘heart disease’ be
expanded and combined with ‘rehabilitation’ to identify articles about CR. Also, the Medline MeSH term
‘oceanic ancestry groups’ is used for First Peoples. The term ‘indigenous’ was used as a generic term
because it is in common use internationally. The database searches identified a comprehensive range of
studies: Medline (OVID) for wide ranging studies, Informit for studies that focused on First Peoples,
SCOPUS for international studies, PsycINFO for psychosocial and mental health and CINAHL for allied
health. Limitations applied were studies in English, with human subjects and dated 1 January 2007 to 31

December 2016. Supplementary table 1 contains further information about the searches.
Inclusion criteria were:

e published in English in peer-reviewed journals from 1 January 2007 to 31 December 2016
e focusing on cardiac rehabilitation in rural and remote areas of Australia and high-income
countries internationally; barriers, enablers and pathways to CR; or First Peoples, indigenous

(Australian and global) and general populations.
Exclusion criteria were:

o effectiveness of centre-based and home based (technology-supported) CR due to available
evidence of effectiveness’#10.17.30.31

e clinical cardiac procedures, acute treatment and interventions

e non-high-income countries are equated to developing countries, according to the ‘List of
developing countries as declared by the Minister of Foreign Affairs(2015)’%2. This is because
studies that focus on developing countries are considered to have little relevance in Australia,
which is amongst the 10 largest advanced economies in the world, based on International
Monetary Fund criteria®.)

e programs that include only one component of CR (eg exercise), rather than having a holistic view

e outside the date limit, to ensure a contemporary basis due to rapid changes in technology that
have had a large impact on possibilities for CR in rural and remote areas and due to the recent

decentralisation of health services in Queensland, the establishment of primary health networks

and their impact on health service delivery.



Whilst this study includes all adults living independently in rural and remote areas of Australia as well as
high-income countries, because of the known poor health status of Australian First Peoples? studies
were sought specifically for CR with Aboriginal and Torres Strait Islanders people and/or Indigenous
people. Using this strategy, six studies with a primary focus on Australian First Peoples were identified.

No international studies were identified specifically for Indigenous people.
Preliminary review and critical appraisal

Principles and processes of the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) (Figl) was used to describe the collection, review and identification of final studies for

analysis®*.

Following screening of abstracts, a full text critical review to assess research quality, outcomes and
eligibility was undertaken on the remaining 56 quantitative, qualitative and mixed method studies. A
modified process, suitable for critical review of all research methods, was developed based on the
premise that all research includes clearly focused research questions, constructs arguments, collects
data from appropriate participants, speculates about outcomes of data analysis®*>3” and considers
important outcomes and results®#4°, To achieve this, McMaster’s qualitative research guidelines®, and
the Critical Appraisal Skills Program quantitative review guidelines, were combined. Studies were
assessed according to McMaster’s guidelines for study design, type, methods, sampling and data
collection®® and Critical Appraisal Skills Program quantitative research guidelines to assess the research
question, including appropriate sampling, equal treatment of all participants, chance minimisation and
research rigor, with all results presented to ensure epidemiological and statistical strength®, The critical
review was further strengthened by a thematic analysis in which key findings were coded and grouped

to identify ‘patterned responses’ or ‘themes’, to enable extraction of further meaning®®.

Supplementary table 2 provides details of the critical review and thematic analysis carried out by the
first author and peer reviewed by the other authors. This process of review and validation continued

throughout.

Following the critical review and thematic analysis, a further analysis, evaluation and integration of
findings from the 16 final studies that identified barriers, enablers and pathways was undertaken. These

are synthesised in the results according to identified themes.
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Figure 1: Modified PRISMA chart**: Integrative review of studies on cardiac rehabilitation for

people in rural and remote areas

Results

The review and analytic process identified 16 studies, from which five themes emerged. Table 1
summarises the pertinent theses including factors that influence failure or success of CR. These factors
provided the underpinning criteria for the emergent themes. The themes identified were referral, health
service pathways and planning; cultural and geographic factors necessitating alternative and flexible
programs; professional roles and influence; knowing, valuing, and psychosocial factors; and financial

costs — personal and health services. Embedded in these themes are barriers, enablers and pathways for

CRin rural and remote areas by general population and Australian First Peoples.



Table 1: Themes identified through critical analysis and underpinning thematic criteria

Themes

Criteria

Referral to cardiac rehabilitation and
continuing along the health pathway

Pathways for continuum of care; transition of care, referrals, eligibility
Framework or plan of care

Automatic referral, combined with patient education and information
systems

Communication between health services and health professionals

Cultural and geographic factors
necessitating alternate and flexible
programs

Distance from services

Poor culturally appropriate services with few First Peoples involved
Importance of ‘yarning’ and flexibility especially with First Peoples.

Need for alternate programs that include telephone, telehealth, written
materials, structured support with flexible format

Poor IT access and skills

Need to include community activities e.g. walking groups, healthy
cooking classes, using media to promote healthy behaviour, involve local
gyms

Professional roles and influence

Opportunistic casual minimal interventions in any environment e.g.
supermarket, home visits

Involving ambulance officers in cardiac rehabilitation programs.
Involving all health professionals for ensuring referral and attendance
flexibility in professional roles

Staff judgemental attitude is a deterrent

Low value of cardiac rehabilitation and/or multidisciplinary team

Low health service standards

Knowing, valuing, psycho-social factors

Depression, anxiety, denial, sadness, guilt, grief personal loss often
resulting in poor motivation and non-completion of programs
Varying education levels and social vulnerability

Competing priorities including work and family responsibilities
Abandoning medical advice and using alternate therapies.
Difficulties in changing risky behaviour in home environments

E.g. families who continue to smoke, poor diet etc.

Financial Costs — personal and health
services

Travel, medication, health professional consultations, funding

Referral, health services pathways and planning

General populations: Low levels of referral are commonly identified as barriers to CR&21.23:2441

Education and information about heart disease risk factors and the benefits of CR are an important part

of hospital discharge and referral processes?*?%. A transition of care framework and care planning,

together with systematic assessment to ensure that participants have appropriate, and if necessary,

individualised programs, is recommended?¥2 (Table 2)




Table 2: Final analysis, evaluation and integration: General populations

(New Zealand)

in a rural health care setting in a
Northland Region of New Zealand

people weakens applicability for Maori people

supporting cardiac rehabilitation (CR); lack of a co-
ordinated multidisciplinary team (MDT) approach

Author/(Country) Purpose Study Design Barriers Enablers/Pathways
Beasley C, The perceptions and experiences of Qualitative descriptive, exploratory study Distance and travel; cost; work and family; client Support groups; local knowledge: rapport with clients;
Dixon R.[20]. nurses involved with the delivery of CR Limitations: not generalisable; only one meeting with Maori motivation; lack of role models and local attitudes not need an effective HB alternative and better-informed

health professionals on CR programs and benefits.
Pathways: Need a clear transition of care, referral and
framework or plan of care

Fernandez S,
Davidson P,
Griffiths R.[24].
(Australia)

To assess the perspective of CR
coordinators regarding patient-related
barriers to implementing the evidence-
based guidelines after an acute cardiac
event

Qualitative- interviews, focus groups and thematic analysis
(TA)

Limitations: not generalisable specific to the geographic
regions; medical officers not included

Not accepting a diagnosis of heart disease or
seriousness; cost, including medications, travel and
visits to health professionals; using alternate
therapies and not adhering to prescribed treatment;
families continuing to smoke; taking time off work

Efforts directed to increase participation in CR and
supporting behaviour change. Changes to health service
policies that address identified barriers.

Pathways: nil identified

Fernandez S.
Davidson P.
Griffiths R.[21].
(Australia)

To explore the strategies used by CR
coordinators to overcome the
obstacles to implementation of the
evidence-based Reducing Risk in Heart
Disease guidelines

Qualitative- interviews, focus groups and TA
Limitations: not generalisable specific to the geographic
regions; medical officers not included

Greater focus on acute care rather than health
promotion; Lack of participation in CR is compounded
by geographic location; and low-level referrals

Media; opportunistic casual minimal interventions; home
visits; community activities e.g. walking, healthy cooking,
lobby restaurants to provide healthy food choices;
ambulance officers teach cardio-pulmonary resuscitation
(CPR); involve local gyms; flexibility in roles and
programs; communication with GPs

Pathways: Develop automatic referral/information
/education system

Fernandez S,
Davidson P,
Griffiths R.[41].
(Australia)

To explore the perceptions of CR
coordinators relating to challenges,
including guideline implementation for
improving the delivery of CR services

Qualitative- interviews, focus groups and TA
Limitations: not generalisable specific to the geographic
regions; medical officers not included

Funding; distance; difficulty in accessing health
professionals and their lack of knowledge of
prioritisation of CR; poor communication within
health services/ health professionals; slow and/or low
rate of referrals. GPs consider themselves as a "one
stop shop"; lack of planning

No enablers or pathways presented

Jackson M, McKinstry
B,Gregory S.[19].
(Scotland)

To explore why people do not
participate in CR and coronary heart
disease self-help groups, and their
rehabilitation experience without these
resources

Qualitative- interviews, focus groups and TA. Scotland.
Explored experiences of people recently hospitalised with
coronary heart disease, and their "significant others", and
non-use of CR and experiences of recovery with-out these
resources. A demographic profile of the group was included

CR not offered; perception of no benefit; transport
issues; dislike of groups; unnecessary; no benefit
because of age and co-morbidities; not appropriate;
work patterns; physical discomfort; judgmental staff;
lack of motivational support for instigating or
maintaining lifestyle changes; inadequate information
and support for emotions e.g. uncertainty, anxiety,
non-acceptance of Ml and consequences, sadness,
guilt; social vulnerability, depression, mood swings,
irritability

‘Heart Manual’” home-based rehabilitation resource -
increased confidence in recovery; encouraged
independence; Initially people may feel they don’t need
support, however with education and opportunity this
perception may change

Pathways: nil identified

Brual J, Gravely S,
Suskin N, et al.[18].
(Canada)

To assess whether clinical and
geographic factors were related to use
of either a CB or HB program, Ontario,
Canada

Quantitative: Cross-sectional secondary analysis of

clinical data extracted through a patient questionnaire
which was repeated 9 months later

Limitations: a high number of potential participants deemed
ineligible, raising questions about referral practices

Geographic distance, lack of CR services and referral
of higher risk patients to HB programs

High functioning clients more likely to complete
either program
Pathways: Nil identified




Table 2: Final analysis, evaluation and integration: General populations (continued)

Author/(Country)

Purpose

Study Design

Barriers

Enablers/Pathways

De Angelis C, Bunker S, Schoo A.[23].
(Australia)

(i) establish baseline data on CR programs in
SW Victoria; (ii) identify local barriers and
enablers for CR for both decliners and
attendees (iii) explore preferred options

Mixed method: Quantitative descriptive
statistics: Assessment of CR risk factors pre- and
post-program (paired t-tests, P < 0.05)
Qualitative: Focus groups and "yarning
Limitation: Only one carer interviewed; CR
decliners are likely to be under represented as
lower than average; decliners completed the
questionnaire and not interviewed.
Geographically limited

Distance, transport, costs; lack of available
alternative programs e.g. HB with telephone
support; stoic self-reliant rural attitude; dislike
of groups; anxiety and depression; difficulty in
acknowledging the need for lifestyle changes;
lack of information about CR; negative view
from experience or misinformation; women's
carer role and possible inability to drive

Health professionals and family

supporting CR; alternative programs e.g.

HB, telephone support; positive

attitude, motivation, enjoy groups;

welcoming staff; home visits; CR

manual, and phone contacts.

Pathways: Early referral and personal contact
from the local GP and CR co-ordinator

Sangster J, FurberS,
Phongsavan P'et al.[42].
(Australia)

Examines the risk profile and participation in
CR of rural and urban residents with cardiac
disease who enrolled in a telephone coaching
program

Quantitative prospective descriptive

data collection by telephone

questionnaire

Limitations: only 30% eligible were referred to
CR and a "large proportion" (no number)
declined to participate. Not generalisable as
participants from 2 urban and 2 rural areas

Difficulties such as lack of affordable transport
or not feeling well enough to attend a group
program

Alternate methods of CR program
delivery make CR more accessible to
people who find it difficult to access
outpatient CR and/or dislike group
Pathways: Nil identified

Scane K, Alter D,
Oh P.[43]
(Australia)

1. To compare adherence of patients in a CR
home based with a CB program 2. To compare
clinical and demographic profiles and changes
in CV fitness

Quantitative: retrospective audit of

patient files and data base for CB

program and HB programs

Limitations: non-experimental design; no
random assignment, women under-
represented; self-efficacy and motivation not
considered

Geographic distance (30+ km) to CB programs;
younger fitter, employed males less likely to
attend CB programs

Home programs more acceptable for
younger, fitter, employed; more time
efficient; better for women with family
responsibilities

Pathways: Nil identified

Shanmugasegaram S,
Oh P,

Reid R.[22]

(Canada)

To examine barriers to participation in CR by
program type (CB/HB), and their links program
participation and exercise behaviour. Ontario,
Canada

Quantitative: Cross-sectional, in-

hospital sociodemographic survey,

based on clinical data from case notes.

A follow-up survey one year later.
Limitations: Low number of HB participants

CB programs: Distance, cost, weather. CB and
HB: poor participant energy; other health
problems; family responsibilities; Perception
no need; no doctor doesn't support; too old;
not aware of CR, referral too late and/or no
follow-up

Minimal travel and costs. HB programs
for people who prefer self-care and
exercise programs that can be
integrated into home routines
Pathways: Early referral and follow up
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It is known that there is a lack of data on CR referrals, attendance and completion of centre-based or
home based programs?®. At times the studies recommended that people ‘eligible’ for CR are referred by
their treating doctor!®#2. No eligibility criteria were identified in the selected studies. Many potential CR
participants were deemed ineligible without explicit decision-making criteria'®*2. Other barriers to CR
include non-completion or delay in post-hospitalisation referrals, lack of information and prioritisation

of CR?4232441 (Table 2). Table 2: Final analysis, evaluation and integration — general populations&2441-43

Australian First Peoples: Lack of data on referral rates and poor discharge planning were identified as
barriers to CR for Australian First Peoples***4. Lack of services, low levels of involvement of Australian
First Peoples staff and culturally inappropriate services are identified as contributory factors to low rates
of CR referral and access****’. In one community in Western Australia, the number of people who
attended CR was reported as being augmented by self-referral of people interested in learning more

about health and risk factors rather than formal referrals or involvement in CR*#7 (Table 3).
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Table 3: Final analysis, evaluation and integration — Australian First Peoples*-

Author

Purpose

Study Design

Barriers

Enablers/pathways

Taylor K, Smith
J, Dimer L, Ali et
al.[45].

To examine barriers to Australian First Peoples
participation in CR. Western Australia

Qualitative- interviews, focus groups and TA
Limitation: Small study of urban First Peoples limits
generalisability. No impartial verification.

Family responsibilities; standard CR
programs not culturally appropriate;
programs connected with colonialism;
younger First Peoples and health status
have negative media statistics

Need for a shift in media and public health campaigns from "shock"
headlines and statistics to a focus on strengths and successes, inspiring
the groups involved and supporting them to make changes

Pathways: Nil identified

Di Giacomo L.

To describe health professionals' perceptions of

Qualitative- interviews, focus groups and TA

A lack of awareness of First Peoples’

First Peoples’ health staff to facilitate access for

Thompson C. Australian First Peoples’ access to CR services Limitations: Health professionals' perspective only, no needs as patient; low level of cultural Australian First Peoples’ patients; all staff to have an increased knowledge
Smith S.[48]. and the role of institutional barriers in impartial verification awareness training for health of the NHMRC Guidelines for Strengthening CR and Secondary Prevention
implementing the NHMRC guidelines for professionals for Aboriginal people
Strengthening CR and Secondary Prevention for Pathways: Nil identified
Aboriginal people
Davey M. To evaluate the uptake and effectiveness of a Mixed method: Quantitative descriptive and Qualitative Established disease sufferers were less Positives for Aboriginal Health Workers (AHWs): making a difference;
Moore W. Tasmanian Aboriginal Centre CR and pulmonary study: interviews, focus groups and TA likely to attend than people with risk concentrating on one program; part of MDT. Positives for participants:

Walters J.[47].

rehabilitation program for Australian First
Peoples with chronic heart or respiratory disease
or at high risk

Limitations: No impartial verification

factors only. Transport was anticipated
as being a barrier; 48% of participants
used transport provided all the time and
15% sometimes

learning new skills; community interaction and comradeship. Positive for
non-Australian First Peoples’ staff gaining cultural insight, feeling valued
and assisting people to improve skills and functioning

Pathways: Word of mouth recommendations

Dimer L, The initial purpose was to conduct a secondary Mixed method: Quantitative cross-sectional assessment of Western medical practices are ineffective | Cultural security of Aboriginal Medical Services (AMS); cross cultural
Dowling T, prevention program. The high level of cardiovascular risk factors pre-and post-program (paired t- in taking accurate medical histories of benefits; strong relationships and trust between staff and participants;
Jones J.[46]. community interest in primary and secondary CV | tests, P <0.05). Qualitative interviews, focus groups and TA | First Peoples; poor understanding of engaging the family and broader community; including both primary and
health information resulted in broadening the and "yarning" medication regimes and use of secondary prevention, flexibility and "yarning".
program to engage the family and broader Limitations: Qualitative methodology not fully described; prescribed medications; reluctance to Pathways: self-referral from word of mouth, with community elders being
community to address the burden of chronic sufficient verbatim quotations provided to substantiate the | call an ambulance due to the possible a strong referral source;
disease in Australian First Peoples’ populations conclusions costs; lack of CR services
through primary and secondary prevention.
(WA)
Thompson S, To describe health professionals' awareness, Mixed method: predominantly qualitative study Tensions between standard medical care Implementation of NHMRC guidelines and recommendations i.e.
Di Giacomo M, implementation, and perspectives of barriers to which included quantitative descriptive methods and secondary prevention and the needs integrated models of care including: Awareness, communication,
Smith J.[43]. implementation of the NHMRC guidelines: with quantifiable close-ended questions combined of First Peoples. discharge processes are co-ordination, involvement of AMS; post discharge estimated time
Strengthening CR and Secondary Prevention for with semi-structured interviews, allowing for lacking with Australian First Peoples of arrival; transportation; family commitments; the interplay
Aboriginal and Torres Strait Islander Peoples exploration of issues and thematic analysis often not identified, poor inter-health between physical and mental concerns; social vulnerability; family
(2005) Limitations: Small number of interviews. (average 1.4 per service communication links; community education; follow-up and support; strengthen
organisation), may not be representative of the whole cultural skills of non-Australian First Peoples’ staff; management
organisation support for policy changes and practice; strategies to reduce staff
turnover and subsequent staff shortages
Pathways: nil identified
Hamilton S, To investigate the provision of CR and secondary Mixed method: Qualitative interviews, focus groups Lack of a minimum dataset to record and Revision of the current WA data set and a review of referral
Mills B, McRae prevention by AMSs in WA with a focus on rural, and TA monitor CR and secondary prevention in pathways could provide information that would identify possible
S.[44] remote and Indigenous populations. Quantitative descriptive methods reporting WA to evaluate the quality and outcome barriers and enable these to be considered and if necessary

continuous and categorical data

Limitations: Lack of verification of qualitative data,
and lack of standard method of collection of
quantitative data limits the ability to make direct
comparisons between services and report inferential
statistics. No data on non-referral of eligible patients

of an individual’s participation in the core
components of CR

modified.

NB completion rates are high therefore need to ensure referrals are
made and people attend the first session

Pathways: a revised referral and data collection system
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Cultural and geographic factors necessitating alternative and flexible programs

General populations: A range of studies identified that alternative approaches to CR are required due to

18,13,2341,4249 |t js known that distance from

low levels of geographic access in rural and remote communities
services impacts on access to CR¥212, Technological or personal support home based programs are
identified as alternatives to centre-based programs?>?223, There is a demonstrated need for flexible and
individualised programs to accommodate factors related to employment, age and gender, supported by
community involvement®2%%2, The use of a ‘heart health” manual combined with home visits has been
shown to be of benefitl9. Innovative management policies are recommended to enable alternative and

flexible models necessary to meet individual and local needs®*% (Table 2).

Australian First Peoples: Studies repeatedly found that First Peoples programs must be of high standard,
culturally appropriate, holistic, flexible and include family and community***>*, Aboriginal health workers
are identified as an essential part of the health service team, which needs strong relationships and trust
within the team and program participants*®*. Strong links with mainstream health services are necessary
whilst retaining flexibility and individuality, such as ‘yarning’ or storytelling to encourage

attendance®>*® (Table 3).

The barrier of distance from services is not identified by First Peoples to the same extent as for the general
population®2123-254(Tgple 2). In one Tasmanian study, transport was provided for participants. This was

regularly used by 48% of the participants and by 15% ‘some of the time’#” (Table 3).
Professional roles and influence

General population and First Peoples: Medical officers and/or CR coordinators’ personal involvement,
accessibility and follow-up, together with supportive and non-judgemental attitudes, were found to be
enablers for CR attendance®®?%?3, Further enablers identified included health professionals’ knowledge and
prioritisation, their willingness to share information and work as part of a coordinated multidisciplinary

team, as well as ensuring effective inter-health services communication?**! (Table 2).

There is evidence that professional relationships between Australian First Peoples and general population
staff are strengthened when they are based on trust and respect, with Australian First Peoples in primary
professional roles**#¢4¢, Improved cultural skills of general population staff are of primary importance in
this process. These are identified as core components for effective CR and secondary prevention for
Australian First Peoples***¢. Two studies involving Australian First Peoples also identified multidisciplinary

teams as being important, together with flexibility of professional roles**® (Table 3).
Knowing, valuing, and psychosocial factors

General population: Public perception generally demonstrated that CR is unnecessary for younger, fitter
people*, or not suitable for people with multimorbidity or advanced disease?**2. Lack of information,
positive role models, negative local attitudes, experience or misinformation, and health professional
support, have all been identified as limiting the perceived value'>%. It is also noted that people experience
difficulty in acknowledging the need for lifestyle changes, especially if families continue with risky behaviour

such as smoking?*. People may opt to deny the need for risk modification, cease taking their prescribed
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medications and seek alternative therapies?! (Table 2). Depression, anxiety, denial, sadness, guilt, grief and

personal loss have been found to result in poor motivation and non-completion of programs? (Table 2).

Australian First Peoples: Inequities in First Peoples health services are compounded by ‘Western’ medical
practices reported to be ineffective in taking accurate medical histories***¢ and to mirror a ‘power inequity
that resembles colonialism’#>#748, The need for flexible and innovative programs that consider all aspects
of chronic disease risk factor minimisation, with a possible focus on primary and secondary prevention and

consideration of mental as well as physical health, has been identified to address these barriers*® (Table 3).
Financial costs — personal and health services

General populations: On a personal level, travel costs, medications, visits to health professionals and

potential loss of income due to work commitments are identified as significant barriers to CR>?"23 (Table 2).

Australian First Peoples: Current studies do not identify the same financial issues for First Peoples, who
largely attend local Aboriginal medical services or government health services, which, whilst accessible,

provide few CR or secondary prevention services*** (Table 3).
Limitations

The methodological quality of articles was assessed and demonstrated validity in research methods, with
some limitations (Tables 2,3). The majority of qualitative and mixed method studies used purposive

sampling and semi-structured interviews!-21,2441,:43,44,46-48

, with data analysed and themes identified using
NVivo software. However, many studies were limited in their generalisability due to specific geographic
location of data collection'®2%2341, QOther limitations were non-inclusion of essential representatives (eg
medical officers, carers and local indigenous people (Maori of New Zealand)?>?324414% and lack of data
verification®*’, Three quantitative studies were limited by lack of exclusion criteria (CR eligibility)'®43°°,
with one sample not randomised®. One mixed method study relied on a small and possibly non-

representative sample®.

Results are assimilated according to themes, barriers, enablers and pathways to provide information as a
basis for developing a revised framework and perspective for CR referral and access models that will
ultimately improve health and quality of life for all people with heart disease in rural and remote areas
(Tables 4, 5).
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Referral: health
service
pathways and

Table 4: Themes, barriers, enablers and pathways — general populations*®2>4%4249

- low level referrals[18,20,23,24,41]
- not aware of CR[24]
- CR not offered[19]

- develop automatic referral/information /education
system[24]
- early referral and personal contact from the local

Need a clear
transition of care,
referral and

necessitating
alternate and
flexible programs

responsibilities[22]

- taking time off work[19,21]

- stoic self-reliant rural attitude; dislike
of groups; anxiety and depression[23]

- women's carer role and possible
inability to drive[23]

home visits community activities e.g. walking,
healthy cooking, lobby restaurants to provide
healthy food choices[24]

- family support[23]

- range of alternative programs e.g. HB, telephone
support; positive attitude, motivation, groups for
people who enjoy; welcoming staff; home visits; CR
manual, and phone contact/support[23]

- HB programs are time efficient and more
acceptable for younger, fitter and employed
people and those who have family
responsibilities[49]

planning GP and CR coordinator[19,24] framework or plan
of care[21]

Cultural and - Distance, and lack of, CR services - support groups; local knowledge: need an effective | Nil identified

geographic [18,19,23,24 41,42,49] HB alternative[23,24].

factors - poor participant energy; family - media; opportunistic casual minimal interventions;

Professional
roles and
influence

- lack of a co-ordinated MDT
approach[20]

- poor support from health
professionals[21,24,41]

- GP’s consider themselves ‘one stop
shop’[41]

- better-informed health professionals on CR
programs and benefits[20]

- rapport with clients; a supporting behaviour
change[20,24]

- ambulance officers teach cardio-pulmonary
resuscitation (CPR); involve local gyms: flexibility in
Programs and roles; communication with GPs and
health professionals[21]

Directing efforts at
increasing
participation in CR.
Changes to health
service policies that
address identified
barriers e.g.
extended and
flexible roles[21]

Knowing, valuing,
psycho-social
factors

- lack of role models and local
attitudes not supporting CR[20]

- no benefit, too old; other health
problems[19,22]

- using alternate therapies and not
adhering to prescribed treatment;
families continuing to smoke[24]

- younger fitter, employed males less
likely to attend CB programs[49]

- lack of information about CR;
negative view from experience or
misinformation[23]

- difficulty in acknowledging the need
for lifestyle changes[23]

- depression, anxiety, denial, sadness,
guilt, grief personal loss often
resulting in poor motivation and non-
completion of programs[23,22]

- Heart Manual HB rehabilitation resource -
increased confidence in recovery and provided
encouragement to manage independently[19].

- home programs more acceptable for younger,
fitter, employed and requiring HB more time
efficient also better for women who have family
responsibilities[49]

- alternate methods of CR program delivery make CR
more accessible to people who find it difficult to
access outpatient CR and/or dislike groups[23,42]

Nil identified

Financial costs —
personal and
health services

- costs - transport, time off work, cost
of health professional visit and
medications.[19,20,41,42]

- varying education
levels and social
vulnerability[19]

- competing priorities including work
and family responsibilities[20-23,
25,49]

- home based and alternate,
flexible, individualised
programs[23,49]

15




Table 5: Themes, barriers, enablers and pathways — Australian First Peoples438

Themes

Barriers

Enablers

Pathways

Referral: health service
pathways and planning

discharge processes are lacking
with Australian First Peoples often
not identified as such[43]

lack of a minimum dataset to
record and monitor CR referrals and
outcomes in WA[44]

. revision of the current WA data

set and a review of referral
pathways[44]

high completion rates indicate the
need to ensure people are referred
and attend the first session[44]

- word of mouth
recommendations, and
self-referral[46,47]

Cultural and
geographic factors
necessitating alternate
and flexible programs

not culturally appropriate,
programs connected with
colonialism[48]

family responsibilities and
commitments[43,45]

Western medical practices are
ineffective in taking accurate
medical histories of Australian First
Peoples[46]]

negative perceptions and media of
Australian First Peoples[45]

the interplay between physical and
mental concerns[43]

lack of services[46]

cultural security of AMS[43,46],
cross cultural benefits[47]
engaging the family and broader
community; including both primary
and secondary prevention, flexibility
and "yarning"[46]

community education, follow-up
and support[43]

strengthen cultural skills of Non-
Australian First Peoples[43]
management support for policy
changes and practice[43]

- revised referral and
data collection
system.[49]

- develop more
services[47]

Professional roles and
influence

low level of cultural awareness
training for health
professionals[47,48]

Western medical practices are
ineffective in taking accurate
medical histories of Australian First
Peoples[46]

tensions between standard medical
care and secondary prevention and
the needs of Indigenous people[43]

AHWSs part of MDT and involvement
of AMS[43,46,47]

increased knowledge of the NHMRC
Guidelines for Strengthening CR and
Secondary Prevention for Aboriginal
people[43]

non-Australian First Peoples’ staff
gaining cultural insight, feeling
valued and assisting people to
improve skills and functioning[47]
strong relationships and trust
between staff and participants[46]

- management support
for policy changes and
practice[43]

- strategies to reduce
staff turnover and
subsequent staff
shortages[43]

Knowing, valuing,
psycho-social factors

established disease suffers were
less likely to attend than people
with risk factors only[47]

poor understanding of medication
regimes and correct use of
prescribed medications; reluctance
to call an ambulance due to the
possible costs[46]

varying education levels and social
vulnerability[43]

family commitments[43,46]

participants learning new skills;
community interaction and
comradeship[47]

strengthen the cultural skills of non-
Australian First Peoples’ staff[43,47]
family involvement[43,46]

Financial costs —
personal and health
services

nil identified in the studies
reviewed for Australian First
Peoples

Discussion

CR is known to be effective in improving quality of life, reducing mortality, morbidity and hospital

readmissions’%0

, and consequently reducing costs for hospital treatment for heart disease’”1%°52, The true

value of CR is not realised in rural and remote areas due to poor access and/or attendance to CR services®

21,23.2441 \Whilst this integrative review provides information on barriers, enablers and pathways to models

of referral and access to CR, there remain many unanswered questions, including why referral and

attendance rates continue to be low despite the significant evidence of CR effectiveness.
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One study in Victoria, Australia found that only 11.9% of people eligible for CR attend®. Whilst the reason
for this is not completely understood, contributing factors identified in the selected studies include poor
understanding of the benefits of CR by health professionals and potential attendees, compounded by low
levels of referral®21.232442 \Whilst some pathways of referral and transition of care planning are reported,

referral rates are not known in many areas of Australia.

Early results of a recently instituted Queensland Health CR database are insufficient to draw conclusions
about referral rates in Queensland. It is anticipated that as data collection increases, this information will

become available®°3.

Australian First Peoples experience many of the same barriers as the general population, compounded by
cultural issues, lower socioeconomic and educational levels, and greater geographic isolation'3. However,
they have a greater need for CR, primary and secondary prevention due to higher levels of heart disease
and multimorbidity®>*>°. To provide Australian First Peoples adequate and effective CR, their increased
involvement, together with non-Australian First Peoples’ improved cultural awareness, mutual trust,
respect and two-way learning is required, as well as improved support and access to specialist services*>4¢-

8 Many of these issues are not well investigated and described.

Costs associated with recurring heart disease are high and it is known that these costs can be reduced with
improved systems that facilitate referral, accessibility and CR attendance®. To improve services, more
information is required about hospital discharge and CR referral processes, including eligibility, in-patient

education, perceived benefit and meeting participant needs.

The current situation demonstrates weak or poorly implemented systems. These include models of health
services delivery, referral processes as well as inconsistent knowledge and value by health professionals

and potential participants#1>19.23:40,48

, plus a range barriers to access and appropriateness of services. Many
of the issues identified are common to health service provision and access to services in rural and remote
areas of Australia®®. As such, findings of this integrative review potentially have broad applications. To

address the deficits, the following priorities need to be considered.
Referral, health services, pathways and planning

A systematic referral process based on well-defined criteria, individualisation of CR, personal contact, trust,
information and support from health professionals!*?2244649 needs further investigation. The systematic
referral process, based on eligibility criteria, education on heart disease and risk factors, needs to

commence prior to hospital discharge?2%~7.

Cultural and geographic factors necessitating alternative and flexible programs

Flexibility in CR is essential because of the diversity of demographic profiles, geographic location and health
status in rural and remote areas?>*448_Alternative models of CR, including home based programs with
telephone support, such as Queensland Health’s Coaching Patients on Achieving Cardiovascular Health
(COACH)Y, telehealth, purpose designed apps and community involvement, are all known enablers for
CR3%% However, attendance rates remain low'®!®7_|n Australia there is little evidence of CR being provided

by Aboriginal medical services, compounding poor access to CR by Australian First Peoples who live in
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remote area communities. This highlights the need for further advocacy and a review of systems of health
care for Australian First Peoples in remote area communities. In line with a holistic and culturally
appropriate approach and scarcity of resources, consideration of an integrated, flexible primary and
secondary prevention model that is appropriate for Australian First Peoples as well as the general

population needs further investigation.
Professional roles and influence

Key issues identified include ongoing staff shortages'*'°, indicating the need for increased professional role
flexibility and modified multidisciplinary team models, supported by appropriate management policy>*. A
further priority is including a primary role in CR, supported by further education, for Aboriginal health
workers working with Australian First Peoples**#>%’, These are all key issues that need further consideration

to work towards optimal effectiveness of CR in rural and remote areas.
Knowing, valuing, and psychosocial factors

Poor understanding of the concepts and benefits of CR contributes to low attendance rates!®2%23254158 Thjg
is exacerbated by the general perception that acute care health services are of greater importance than
primary and secondary prevention services?*. Lack of knowledge and negative perceptions of CR need to be
addressed. Mental as well as physical health issues are of primary importance and currently not prioritised
in many CR programs'®243,_ A holistic approach to CR, primary and secondary risk factor prevention and use

of resources need further consideration®.
Financial costs — personal and health services

Through effective CR it is known that healthcare costs can be significantly reduced through a reduction in
reoccurrence of heart disease and hospital readmissions®. To achieve increased CR participation, improved
professional understanding and support is essential*. The cost factors for general populations
include travel, loss of work, cost of health services, professional consultations and medications®?32442 |t is
also reported by James Cook University, Cairns and Apunipima Indigenous health Services (unpublished
internal report, 2016) that Australian First Peoples are faced with financial costs, practical and cultural
barriers when attending centralised specialist services that require them to travel and stay away from their
families and community. The overall low level of health services in rural and remote areas results in poor
access and overloaded services, and resultant staff turnover and cost implications!#154259,60.60

Reconsideration of the system, current health services and resource allocation is required.
Limitations

Due to the predominantly qualitative or mixed method research the results are not outcome focused and
have limited generalisability due to the specific geographic areas and small purposive contextual samples
of the studies. Therefore, conclusions drawn by this integrative review on health service systems and
services are based in part on selected studies’ discussions, findings and conclusions, and subject to the
limitations of the study. No northern Queensland or Northern Territory studies on CR were identified in this
integrative review. These are extensive regions of Australia with large rural and remote areas. This and the

overall low number of studies indicate the need for further research to improve information that will
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facilitate decision making and identify further CR enablers and pathways and minimise barriers specific to

rural and remote areas of Australia, so that service improvements can be achieved.
Conclusion

The purpose of this integrative review was to explore barriers, enablers and pathways for access to CR, with
the aim of optimising services, improving health and quality of life for all people living independently in rural
and remote areas. The review indicates that CR services are fragmented and lack a systematic policy driven
approach, with resultant low levels of referral and access. Even when alternative services are offered in

Australia (eg COACH), attendance rates remain low.

To address this, the following elements for improved referral and access to CR need further investigation

and development:

o referral systems and eligibility criteria

e availability and access to flexible centre-based and home-based CR programs including
telephone/personal support and technology based programs via telephone apps, with distance
support

e education/awareness/training on CR for providers and potential participants, family/significant
others

e information systems for CR referral and access

e improved education and training for general populations staff on Australian First Peoples’ cultural
issues

e improved workplace support and education for Aboriginal health workers

o greater flexibility and extended professional roles supported by management policy and protocols

e consideration of combined CR primary, secondary prevention and risk factor management

improved funding.

CR works to improve health status and reduce costs, and there are a range of ways to provide effective
services for more people. These include a systematic, policy driven approach that includes referral, eligibility
and access. This is necessary if CR is to fulfil its role as a valuable tool in substantially lowering coronary
heart disease morbidity and mortality. Understanding and addressing these factors has the potential to
reduce costs, through reduced cardiac events and hospital readmissions as well as improved quality of life
and contribute to improved CR and/or secondary prevention services and ultimately health outcomes for

all people living independently in rural and remote areas of Australia.
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2.3 Part B: Supplementary integrative literature review: Cardiac rehabilitation in rural and

remote areas

A supplementary IR was undertaken on 28 December 2021 (Table 5), to ensure that relevant peer-

reviewed publications from 2017 to 2022 were considered in the context of this research.

2.3.1 Methods

Initially, IR keywords and search terms of the original study were used for database searches, but
no additional papers were identified. Following this, a broader approach was taken to ensure that
relevant studies were identified, and the search terms ‘cardiac rehabilitation’, ‘secondary
prevention’, ‘rural’, ‘remote’ (including health services and communities) used for the search.
While the original IR included both peer-reviewed and grey literature, the supplementary review
included only peer-reviewed literature, due to high levels of ongoing consultation with healthcare
providers, conference attendance, together with follow-up discussion and clarification with QH
Community Advisory Networks[52] who served as reference groups for the study (Chapter 4: 4.3)
(member checking).[84] Through this process, government documents and organisational
webpages, continuously informed the research. No relevant papers were identified through a

review of selected papers’ reference lists.

A summary of database searches is provided (Table 6), followed by a modified ‘Preferred
Reporting Items for Systematic Reviews and Meta-Analyses’ (PRISMA),[85] in Figure 3, which

reports on the process of the collection, identification, review, inclusion/exclusion of papers.

Table 6: Summary of database searches and findings (2017-21)

Databases Search 1: Results Search 2: Results Final results

Search terms ‘Cardiac rehabilitation” or [and] rural [or] remote All terms
‘secondary prevention’

CINAHL 8,522 24,574 71

SCOPUS 8,503 987,455 2

Informit 35 36,695 4

PsycINFO 2,064 54,767 7

Medline (OVID) 7,891 183,744 27

Total 27,015 1,287,235 111

Limits were English language, peer-reviewed, humans and years: 2017-2021.
Each search was done separately and combined with ‘AND’ for the final result. Duplicates were removed,
titles and abstracts reviewed, for final inclusion/exclusion (PRISMA Figure 3).
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'-E Studies identified through Studies after duplicates
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excluded if not relevant far the
research: M 10 remaining

Inclusion

Critical review, thematic analysis together with gualitative, quantitative
and mixed method synthesis underiaken (N10)

Figure 3: Modified PRISMA Chart[85]: Integrative review of studies on cardiac rehabilitation for

people in rural and remote areas

The 10 selected papers were critically reviewed, and a thematic analysis undertaken using the

same deductive process as the initial IR.
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Table 7: Critical review and thematic analysis of improving access to cardiac rehabilitation in rural and remote areas of North Queensland (N=10)

Author Title Year Study design Pop.u LIl Findings Inclusion/exclusion Themes
environment
O'Bertos SE, Partners' 2020 | Self-report questionnaires - n 69 patient Regional hospital Attachment insecurity as a potential risk factor Relevant for CR - Knowing, valuing,
Holmberg D, attachment styles partner dyads. - no geographic for offering overprotective support in a cardiac programs in R&R and psychosocial
Shields CA, and overprotective Strengths & limitations: location provided rehabilitation context; demonstrates that areas that involve factors
Matheson LP support as . . . partners’ attachment styles are associated with family support
predictors of patient Self—reportlng without mem?e:r checking their use of support strategies, which in turn
outcomes in cardiac or trlangula.’t|.on wegkgns validity and are associated with important patient
rehabilitation. generalisability of findings. outcomes.
Wilson TM, Peng Z,| Cardiac 2018 | Patient survey. Metropolitan and Overall satisfaction was high, with Relevant for CR - Cultural and
Clark RA, Tirimacco| rehabilitation and Strengths & limitations: rural areas of UK completion rates noted to be greater in programs in R&R geographic factors
R secondary ) and Australia the telehealth group compared with face- areas because of necessitating
prevention: Impor‘tant observations about‘ . to-face models. But access continues to be satisfaction with alternate and flexible
Assessing patient effect|vene§s of telehgalth, being effective low and requires further investigation. telehealth programs
satisfaction for compI‘etlon of CR in R&R and
metropolitan areas.
Choshi, Mosima Self-care behaviours | 2017 Qualitative description design. Purposeful Rural women in Women resumed normal activities such as Relevant because of - Cultural and
G of rural women sampling. Data collection face-to-face Arizona, USA. walking and cleaning as soon as they felt environment and geographic factors
(Thesis) post-invasive semi-structured interviews. Sample size Many parallels physically able. Some reported lack of fruit and need for self-care necessitating
coronary n=10. with women in vegetables due to isolation. None reported any alternate and flexible
interventions Strength and limitation: R&R areas of NQ suppor;apart from famiIg/ and medlicalle.gk., programs
. . scripts for medication. They were also lacking B ! !
Z?siljlszae?ple size. Data saturation not knowledge as to what constituted “ heart a:gc;\g/:/:i,o\gzlcui;r;g,
' health” behaviour. factors
Freier C, Heintze Prescribing and 2020 Qualitative interview study. Episodic Rural and urban GP would often administer medication Relevant as an - Referral, health

C, Herrmann W

medical non-
adherence after
myocardial
infarction:
Qualitative
interviews with
general
practitioners in
Germany

interviews (n=16) with 16 general
practitioners from rural and urban
surgeries in Germany. Framework analysis
with focus on general practitioners'
prescribing and patients' non-adherence
was performed.

Strengths & limitations:
Triangulation was achieved through
exploring 'narrative episodic and semantic

knowledge' and reframing the questions.
No data saturation described.

medical surgeries
in Germany

according to the hospital’s discharge summary
rather than according to best-practice
guidelines. GPs described patients as having an
'indifference to health” but patients’
indifference has not been reflected in other
studies. GPs stated that they would use
messages about the negative consequences of
not taking medication with low to moderate
use of motivational interviewing techniques
during individual risk counselling. No evidence
of utilising allied health professionals for risk
factor management.

example of non-
holistic and
instructing
approach of GP
rather than holistic
care, supported by
motivational
interviewing

services’ pathways
and planning

- Professional roles
and influence
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Population &

Author Title Year Study design . Findings Inclusion/exclusion Themes
environment
Valaker I, Continuity of care 2017 | Qualitative content analysis with inductive People who Post-procedure care was described as rushed Relevant because - Referral, health
Raholm M-B, after percutaneous exploratory design. Purposeful sampling, in-depth lived with little time allocated to preparation for of similar services’ pathways
Norekval T™M, coronary interviews of 22 patients at 6-8 weeks after PCI. Nine remotely discharge. Information provided for GPs was problems with and planning
Rotevatn S, intervention (PCl): were women and 13 were men; 13 were older than from the often incomplete and GPs were not up to date discharge and
Fridlund B, The patient’s 67 years of age. Eight lived remotely from the percutaneous with hospital treatment and patients had follow-up and
Nordrehaug JE perspective across percutaneous intervention centre. coronary insufficient information. Difficulty in accessing CR. access to CR
secondary and Strengths and limitations: interventions Would have preferred home support. Nurses experienced in
primary care ) ) i . ) centrein checked blood pressure, electrocardiogram and R&R areas of NQ
settings !nterwews cgnpnue;l until sufflueht sample size that Norway. pulse many times during the patients’ stays in
included sufficient richness, exper_|ences and hospital, but these patients could not remember
rgla_tedness to the research quest_lons_ yvas reached. the nurses talking about discharge preparation.
Limited to PCI; thereforle,‘geAneraI|sab|I|ty to other (Falun, N. F., Fridlund) Nurse-led initiatives to
forms of heart disease is limited. improve continuity of care involve a range of
interventions at different levels of the healthcare
system.
Walters R, Health literacy for 2020 | Self-administered postal questionnaire. 282 patients Remote People with lower health literacy were less Relevant because - Knowing, valuing,
Leslie SJ, cardiac completed the questionnaire out of 617 who were and rural physically active and had poorer health, and more of health literacy and psychosocial
Sixsmith J, rehabilitation: An eligible (45.7% response rate). Highlands distressing illness perceptions. Results did not being an factors
Gorely T examination of Strengths and limitations: region of show an association between health literacy and important factor in
associated illness ) Scotland cardiac rehabilitation attendance, but those with overall health and
perceptions, self- Responders werg predominantly male and from more the lowest literacy were significantly less likely to understanding of
efficacy, motivation affluent areas (bias) be aware they had been referred to cardiac factors that affect
and physical activity rehabilitation. health.
Kohler AK, The effect of 2020 | Mixed method including randomised control trial. SE Sweden Patient involved in the problem-solving group, Relevant because - Cultural and
Jaarsma T, problem-based Patients (N=157) randomly assigned problem-based supported by a nurse who was trained to support of importance of geographic factors
Tingstrom learning after learning or home-sent patient information. the participants, versus those sent information in appropriate necessitating
P, Nilsson S coronary heart Questionaries and follow-up interviews used to the post, had a positive outcome on weight loss, support and alternate and
disease—A collection information about satisfaction and benefit BMI, and HDL cholesterol. education. flexible programs
randomised study in with the intervention. - Knowing, valuing,
primary health care Strength and limitations: and psychosocial
(COR-PRIM) ) o ) factors
Highly empowered participants recruited for the
study. High dropout rate mainly due to the
perception that CR is unnecessary.
Barnason S, Weight 2019 | Arandomised clinical trial used a repeated measures Rural areas This study demonstrated the feasibility of Relevant because - Cultural and
Zimmerman management experimental design to examine the impact of a 12- of USA implementing a specific weight management of focus on geographic factors
L, Schulz P, telehealth week telehealth weight management intervention. intervention program component for CR benefits of support | necessitating
intervention for participants that could be implemented in for weight

overweight and

conjunction with standard CR in response to the

management in
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Pullen C,
Schuelke S

obese rural cardiac
rehabilitation
participants: A
randomised trial

Purposeful sampling, adults after coronary artery
bypass surgery or percutaneous intervention

Strength and limitations:

Demonstrated benefits of weight management
intervention that could be delivered by telehealth,
making it accessible for people in R&R areas. Weight
management intervention was not linked with local
health service providers or CR program.

national guidelines to use behavioural
interventions to promote adherence and self-
management skills in weight management.
Telehealth delivery provided access to the
intervention by CR participants regardless of
location in urban or rural communities.

conjunction with
CR and linking with
telehealth.

alternate and
flexible programs

Quirk J, Parfitt G, | Predictors of 2018 | The aim of this study was to investigate the personal, R&R areas of Regular physical activity among rural adults post Relevant in the - Knowing, valuing,
Ferrar K, Davison | physical activity social, and environmental level predictors of post- South CR was low. Overall, these results confirm holistic approach and psychosocial
K, Dollman J among rural adults cardiac rehabilitation physical activity in rural adults. Australia previous reports that, although access to CR is to CRin R&R factors
following cardiac As the focus of the study was the post-CR period, the critically important, access or even participation areas. More _Cultural and
rehabilitation study prioritised psychological attributes known to does not guarantee favourable longer-term research is geographic factors
predict physical activity maintenance beyond changes in behaviour or subsequent health required to necessitating
intervention. Random questionnaire of eligible status. Robust predictors of long-term physical establish suitability | ,iernate and
population (people previously referred to CR). activity participation predominantly emanated for lower flexible programs
128/340 questionaries returned (40%), 73% males. from the psychological domain. For CR programs socioeconomic
Strengths and limitations: to be effective, emphasis must be placed on groups, including
) providing patients with ‘tailored, contextually Aboriginal and
Good ret.ur_n rate. Predo.mmar.mce of males responded. appropriate strategies to improve self-efficacy Torres Strait
$§If—adm|n|stered quest|or.1r?a|re. largely p_reclu_des and self-regulation’. Islander people.
illiterate people from participation, creating bias.
Dechaine C, Healing the heart: A 2017 | Qualitative study explored the treatment experiences Minnesota Women demonstrate sense of partnership Relevant because - Knowing, valuing,
Merighi J, qualitative study of of 20 women and 20 men at urban and rural USA manifested as an obligation to staff and a concern of appreciating the | and psychosocial
O'Keefe T challenges and rehabilitation clinics in Minnesota. Participants were that they do not want to let down the staff by not different factors

motivations to
cardiac
rehabilitation
attendance and
completion among
women and men

equally divided based on the number of CR sessions
completed (>18 years). The study’s primary aim was
to articulate similarities and differences in the CR
treatment experiences by gender.

Strengths & limitations:

The study findings can help inform the design of
rehabilitation programs and strengthen patient-
centred interventions to enhance participation in
treatment.

Purposeful sampling equal numbers of males &
females with similar demographic profile. interviews
were limited by number of participants rather than
continuing until data saturation

participating in CR to the best of their ability. In
contrast, men focused less on relationship
building and more on framing their CR treatment
as a task that can be mastered.

approaches of
male and female
participants to CR.
Limited by not
proceeding to data
saturation.

- Cultural and
geographic factors
necessitating
alternate and
flexible programs
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2.3.2 Results
Through critical review and thematic analysis, themes were identified, and findings
synthesised. The themes and findings are the same as those of the original IR, except for

‘financial costs—personal and health services’. However, elements within each theme vary.
Themes:
Referral, health services pathways and planning

Little time was allocated in hospitals for discharge planning, and post-discharge plans were
not routinely discussed with in-patients by direct care staff. Further, inadequate information
was provided for follow-up care, in particular for GPs or community nurses.[86, 87] One
study recommended nurse-led initiatives to improve continuity of care that involves a range of

interventions at various levels of the healthcare system.[87]
Knowing, valuing, and psychosocial factors

Studies focused on various aspects of the provision of effective CR. Overall, people with
higher levels of health literacy, and utilised in a problem-solving approach, had better health
outcomes.[88, 89] Further, the patient’s partner/carer influenced the patient’s recovery
(positively and negatively), indicating the need for an inclusive family-focused approach.[90]
Another study found that healthcare services need to be contextually appropriate for improved

outcomes.[91]
Professional roles and influence

GPs are known to be key post-discharge service providers, and are influential in CR
attendance.[21, 63, 86] However, one study found that GPs regularly neglected to follow best-
practice guidelines, inaccurately described people with HD (clients) as being indifferent to
their health, used negative messages about consequences of failure to adhere to medical
advice, and failed to use motivational interviewing techniques, or utilise AHPs for holistic

care.[92]
Cultural and geographic factors necessitating alternate and flexible programs

Studies reported positive feedback on telehealth programs but lacked information on the
acceptance and participation rates in R&R areas.[33, 93] Women in R&R areas demonstrated
resilience and returned to their routine activities as soon as they felt well enough. However,
the women also described barriers to regaining their health, as a lack of information and
holistic support, together with inability to access fresh fruit and vegetables in R&R areas.[33]

Further, the need for clients to receive support from a local nurse who is trained in the role
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was identified.[89] Overall, an individualised, holistic, culturally responsive, and
environmentally appropriate approach that included psychosocial factors was identified as

being required for effective CR programs.[91, 94]

2.3.3 Conclusion

The findings of this supplementary IR demonstrated inadequate implementation of Phase-1-
CR, including in-patient education, discharge planning, and referral to Phase-2-CR. Further,
GPs need to be more engaged with CR, together with better utilisation of nurses and AHPs.
Overall, the need for modified health systems; alternate models of CR, including telehealth;
and holistic multidisciplinary care to improve the effectiveness of CR for R&R areas was
identified. This provided new information that contributed to the discussion and development

of models of care to improve access to CR in R&R areas.

End of supplementary IR

2.4 Conclusion

The supplementary IR reinforced many of the findings of the original IR, with an increased
focus on telehealth, and were congruent with many of the findings of the studies undertaken
during the development of the research. This reaffirmed the need for a comprehensive revised

model for secondary prevention in R&R areas.

The objectives were developed from the findings of the initial IR and provided the foundation
and direction for the total research. Chapter 3 describes the methodology and methods used to
address each objective and proposes important factors to be considered in the development of

efficient and effective delivery of CR services in R&R areas of Australia.
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Road to health

Improving access to cardiac rehabilitation in rural and
remote areas of North Queensland: How well are we
doing? Published 2022 (Paper 5)
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Stage 4b Pathways to Heart: Road to health
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Improving access to cardiac rehabilitation (Heart: Road
to health) for Aboriginal and Torres Strait Islander
peoples in rural and remote areas of North
Queensland. Published 2022 (Paper 6)

=

Model for Heart: Road to health or Chronic disease:

=

Road to health in rural and remote areas. Submitted
for publication Oct 2022 (Paper 7)
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Chapter 3: Methodology and methods

3.1 Introduction
This research used a sequential approach in which each stage of the research informed the

next, using various sources of data, with each study’s findings providing the basis for
collection of the next data set.[95] The sequential, multiple method, qualitatively dominant
methodology, provided flexibility for this research which required a range of studies to
answer the overarching research question: How can access to cardiac rehabilitation (CR) in
R&R areas of NQ be improved? The studies undertaken included: a integrative literature
review on barriers, enablers and pathway to CR in rural and remote areas (R&R) areas; an
epidemiological study on rates of cardiac hospitalisation in Queensland, and referrals to
Coaching on Achieving Cardiovascular Health (COACH); a hospital-based case study series
on implementation of Phase-1-CR; followed by a community-based case study series on
implementation of Phase-2-CR; and finally an iterative process that included information
sharing and ongoing community consultation, in the development of a model for improved

access to CR in R&R areas of NQ.

The sequential process ensured that the findings from one study informed the next, until
completion. The overall research was guided by combined conceptual and theoretical
frameworks,[96, 97] and theories of public health, health promotion, and primary healthcare
as discussed in section, 5.4 Design and methods.[76, 77] These concepts and theories,
complemented by appropriate methods, provided the basis to investigate access to cardiac
rehabilitation (CR) in rural and remote areas (R&R) areas of NQ, and was designed to address
each study’s objectives through four sequential stages, (Figure 4), all of which were

undertaken with an overarching consultative approach.
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Stage 1: Integrative literature review

Foundation 5| Critical analysis and evaluation of qualitative, quanttative, and mixed method research to achieve in-depth understanding,
Insight, new ideas and directions

Stage 2: Descriptive epidemiological study
Quantitative statistical analysis for a 5-year retrospective case series

Stage 3: Case study series - Hospitals Phase-1-CR

Quantitative study: semi-structured interviews & Quantitative audit of medical discharge summaries
thematic analysis

Results

A X :
\ \
'
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Stage 4a: Case study series - Community Phase-2-CR

Qualitative study: semi-structured interviews & Descriptive audit of local health services
thematic analysis

Discussion &
conclusion

Stage 4b: Iterative community based process for development of revised
models of cardiac rehabilitation

J\

Figure 4: Sequential approach for stages of the research
The research was carried out in line with the stages in Figure 4. The following sections of this
chapter provides information on my background as the coordinating primary investigator, an
overview of the research focus areas, and key factors that need to be considered when
undertaking research in R&R areas, followed by the theoretical underpinnings. This provides
the context for the sequential stages, that are described in more detail in Section 3.5 Design

and Methods.

3.2 My Background

This research is underpinned by my nursing career that spanned many years, and included
working in clinical, management, and capacity building roles in R&R areas of Australia, the
Pacific region, and Asia. Throughout my career, I backed up my practical experience with
ongoing education. Following my registered nurse training, I completed a Grad. Dip. in
Extension (Social Communication), B. Administration (Nursing) and Master of Public Health.
I have predominantly lived and worked in R&R areas, including Alice Springs, where I
worked as a health services manager and clinician for The Centre for Remote Health. From
here I joined the National Heart Foundation of Australia (NHF) in a role that focussed on
primary and secondary prevention of heart disease (HD) for rural, remote and Aboriginal and
Torres Strait Islander populations. During this time, the disparity in healthcare services
between R&R and metropolitan areas was highlighted.[37] My practical experience,

supported by academic qualifications, strengthened my ability to work collaboratively with
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health staff and people in R&R communities, as well as undertake research to inform

interventions that could potentially reduce these disparities.

As coordinating primary investigator in this research, I drew on my previous experience as a
registered nurse in the provision of healthcare services in R&R areas of Australia, and the
NHF. Both roles involved healthcare provision for Aboriginal and Torres Strait Islander and
non-Indigenous populations. During this time, it became evident that there was poor access to
CR for people with stable HD (clients) in R&R areas. As a result, the aim of this research was
designed to develop a model of healthcare to improve access to CR for people living
independently in R&R areas in NQ. The first stage of this research was an IR, which focused
on barriers, enablers and pathways to CR in R&R areas (Chapter 2). The objectives were

based on the findings of the IR, and the research team’s experience.

Because of my role as coordinating primary investigator, it was important that my situation in
the research was considered, possible bias minimised, and steps taken to ensure research
rigour. Full details of how this was addressed are provided in Chapter 3: 3.6 Validity and

rigour.

3.3 Research focus areas

For successful research in complex environments such as R&R areas of NQ, it is important
that the focus areas for data collection represent a cross section of communities, social

determinants of health (SDoH), geographic and demographic factors.

This research is set in NQ, which has geographically diverse areas, with sparce and disparate
populations as well as major metropolitan centres. Generally R&R areas have poorer SDoH,
with a high proportion of Aboriginal and Torres Strait Islander people, who have poorer
health than non-Indigenous people. [38, 98] To address this complexity and facilitate validity
and rigour of data collection, six focus areas were selected that provide a diversity of R&R
and metropolitan locations. These areas are metropolitan centres of Townsville and Cairns,
and R&R communities of Hughenden, Cooktown, Wujal Wujal and Hope Vale (Figure 5).
Healthcare in the focus areas is provided by a diversity of organisations including tertiary
hospitals, Multi-Purpose Health Centres (MPHS), Primary Health Care Centres (PHCC), and
Aboriginal and Torres Strait Islander Community Controlled Health Services (ACCHO). The
services are augmented by Royal Flying Doctor Service (RFDS), contracting organisations

and individual private health practitioners.
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Figure 5: Research focus areas—Townsville, Cairns, Hughenden, Cooktown, Wujal Wujal and
Hope Vale [99]

Townsville and Cairns are major regional metropolitan areas and are hubs for service

provision in NQ, with industries and services including tourism, defence, local government,

education and training, health, small business, retail, professional services, public

administration, construction, manufacturing, shipping, fishing, and wharf facilities.[100, 101]

Tertiary health services in both Townsville and Cairns are provided through two major public

and two private hospitals, with primary/secondary healthcare provided through PHCC,

Community Health Centres, MPHS, Aboriginal and Torres Strait Islander Health Community
Controlled Health Organisations (ACCHO), Royal Flying Doctor Service (RFDS), other

healthcare contractor and private practitioners, including GP.[102]

Hughenden and Cooktown are remote areas hubs, with a range of industries including

farming, tourism, retail, professional and service industries, local government, and

infrastructure development. Hughenden also has solar and wind farms, and Cooktown, reef

fishing, and prawn and lobster industries.[ 103, 104] Both towns are healthcare hubs that

provide outreach services for surrounding areas. Primary and secondary healthcare is

provided predominantly through Queensland Health (QH) MPHS, staffed mainly by nursing
and Aboriginal and Torres Strait Islander Health Workers (ATSIHW) supported by
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administrative and support service staff, plus onsite or visiting medical officers and allied
health professionals (AHP). These services are augmented by telehealth or telephone support
services such as Coaching on Achieving Cardiovascular Health (COACH), now rebranded as
Self-Management of Chronic Conditions (SMOCC).[4] QH services are supported by
ACCHO, Royal Flying Doctor Service (RFDS), contracting organisations, and individual
private health practitioners, who deliver onsite and visiting services. Contracting
organisations often provide visiting AHP services, which are usually contracted by state or
federal organisations such as QH and North Queensland Primary Health Care Network
(NQPHN).[102]

Wujal Wujal and Hope Vale are designated Aboriginal and Torres Strait Islander peoples’
communities, also known as ‘Aboriginal or Indigenous Shires’[99] (Figure 5). Each
community has basic infrastructure such as a local council, justice centre, general store, police
station, primary school, sports ground and recreation centre, QH PHCC, and community
housing services. PHCC are staffed by nurses and ATSIHW, supported by administrative
staff, visiting medical officers and AHP.[102]

The diversity of geographic, climate, populations, culture, and SDoH result in a challenging

environment for health service provision and are considered throughout this research.

3.3.1 Validity and rigour

As coordinating primary investigator, | led each stage of the research. Thereby, my personal
background, and the theoretical perspective of the research, affects all interactions,
approaches to data collection, and analysis.[105, 106] The research team and I have broad
experience in a range of healthcare environments especially in R&R areas, working with
Aboriginal and Torres Strait Islander peoples, and other Indigenous populations in the Pacific,
(Chapter 3: 3.2). This experience influenced our approach to this research based on our
understanding of the need for effective communication and collaboration with local
communities and healthcare providers.[86] My previous experience also enhanced
understanding and communication with hospital and community health/primary healthcare
service providers. This greatly facilitated communication on healthcare and professional
issues. My approach to research, healthcare planning, and delivery of health services is
underpinned by public health, health promotion and primary healthcare theoretical and
personal perspectives. Thereby, my focus is on improved access and equity for healthcare
provision that is equitable, holistic, client focussed, culturally responsive and delivered by a

multidisciplinary health team.
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Through my experience in remote area health services, I understand that the development of
networks is necessary to build trust with local communities, and that this is best achieved
through personal communication, listening to ideas, flexibility and collaboration. Finally, my
previous experience with the NHF provided the direction for this research in line with the

conceptual/theoretical framework of this study, (Chapter 3: 3.5.3).

Possible bias and preconceived ideas due to past experience, and public health training, were
minimised using a framework for data collection and analysis,[107] characterised against
NHF and Australian Cardiovascular Health Association (ACRA) guidelines,[1, 58] together
with principles of public health, health promotion, and findings of previous and contemporary

research.[76-78]

To ensure validity and rigour in the data analysis of all studies, I undertook the initial
analysis, which was checked by the primary investigator and subsequently the full research
team, to ensure that the themes were reasonable, logical and obvious.[107] For the qualitative

studies, this included reviewing, audio recordings, interview texts and field notes.

Building and consolidating trust, community consultation, information sharing and
collaboration with the focus communities of Hughenden, Cooktown, Wujal Wujal and Hope
Vale continued throughout the research. This was achieved through community leaders and
members, healthcare staff and managers, in conjunction with Community Advisory Networks,
which provided reference groups for the development of ideas, member checking and
clarification.[84] This qualitative consultative process, augmented by medical record, and
health service audits, plus an epidemiological study, (Figure 4) ensured data was collected

from a variety of sources thereby enabling triangulation.[84]

3.4 Design and methods

A separate study was undertaken for each stage of the research. (Figure 6). Full details of
methods are provided in each study, and in line with the sequential approach, each stage

builds on, and informs, the next.

3.4.1 Methods

Qualitatively dominant multiple method research[108] was used in the four sequential stages
of the research. These methods provided information collected from a range of sources that
included interviews and audits, together with an epidemiological study, (Chapter 4.1). This
led to the development of a comprehensive picture of pathways and support available, or

required, on the pathway from hospital to home for people with HD (clients), regardless of
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where they live and finally the development of a model for improved access to CR for people

in R&R areas of NQ.

3.4.2 Conceptual and theoretical frameworks

In line with the sequential approach, conceptual and theoretical frameworks were used to link
reasons for the importance of the research, provide guidance, and enable building towards the
achievement of the aim and objectives.[96] These frameworks provided a structure to answer

the overarching research question: How can access to CR in R&R areas of NQ be improved?

The conceptual framework guided the collection, analysis, and investigation of data, as well
as ensuring that methods were appropriate and rigorous.[96] The theoretical framework
describes concepts and relationships of a particular phenomenon, and provides a map for
qualitative investigation, that is built inductively from previous experience, research, existing
theories, or literature.[97] In line with the theoretical framework, this research was initiated
by real life experience of myself, and the research team, combined with barriers, enablers and
pathways to access to CR in R&R areas, identified in the integrative literature review,
(Chapter 2: Integrative literature review). Further, due to the variety of environments and
potentially large quantity of data, the theoretical framework assisted in guiding data collection
towards the primary area of interest, and combined with a conceptual framework provided a

sound structure for the research.[96, 97]

The frameworks used in this research, while predominantly used for qualitative research, are
flexible enough to include quantitative methods that provide additional information from
different perspectives. The process of using multiple methods and frameworks facilitates
triangulation, accuracy and rigour.[84, 109] A diagrammatic representation of the process by
which each stage was guided, and builds on the findings of the previous stage, culminating in
the development of a proposed model for CR that is suitable for all clients in R&R areas of

NQ is provided in Figure 6.
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Stage 1: Integrative literature review (2007-2018 & 2017-

2021): {Chapter 2)

Research paper. Cardiac rehabilitation services for people in
rural and remote areas: An integrative literature review. (Field st
al 2018) (paper 1)

Froject Protocol (Field et al 2021) (papar 2)

'

Methodology (Chapter 3)
Srage 2: Demographic study of heant disease rates of

Rasearch paper: Heart diseass hospialsation and COACH refarral

Indigenous’non-Indigenous people (Chapter 4.1)

' I

Stage 3: Hospital case studies on understanding &
implementation of Phase-1-CR and impact on post=
dizcharge care in R&R areas. (Chapter 4.2)

hospitaisations. rals to COACH, by region and _+ in Queensland, (Field et 3l 2020) (paper 3)

Research papar: The importance of cardiac rehabitation in rural and
remote arsas of Australia (Field et a1 2021) (paper 4)

h

Resaarch paper Cardiac rehabilitation in rural and remote areas of
North Qi land: How well are we doing? (Field et al 2022) (paper

5
Cammentary - Improving access to cardiac rehabilitation (Heart:

Road o Health) for Abariginal and Torres Strait Islander people in
|—p RE&R areas of NQ (Field et al - under review April 2022) (paper 6)

Stage 4a: Community case studies on understanding and
implementation of Phase-2-CR. (Chapter 4.3)

Stoge 4b: Iterative consultative and member checking

process with health staff and communities resultingin a
revised model of CR in RER areaz of NQ (Chapter 5) Commentary - Management and health care system: a way forward
o improve access o cardiac rehabilitation in rural and remate areas

of Morth Queensland (Field et al — under review May 2022) (paper 7)

q ,

Revised model for provigion of CR in R&R areas of NQ
Sequential research planned to initiate development and implementation

Figure 6: Conceptual and theoretical frameworks

3.4.3 Public health, primary healthcare and health promotion theories

Health promotion is a primary component of public health and together with primary
healthcare, are inextricably linked.[76-78] Together they provide a theory-based approach and
direction for this research, within the conceptual and theoretical framework. This approach
integrates health education, and supports client-centred, community-based, culturally
responsive and collaborative processes. Such processes include continuous quality
improvement (CQI) and co-design, that encompass health education and behaviour change,
necessary for effective problem solving and identification of suitable solutions, through the
involvement of community participants, healthcare staff and managers.[79, 80]. These
methods facilitate equity and access to efficient and effective health services that meet the

needs of local people and health staff.[10, 43]

The seminal theories of public health, health promotion and primary healthcare are described
by the Ottawa Charter 1986,[76] and subsequent Geneva Charter 2021,[77] for health
promotion and public health; with primary healthcare described by the Declaration of Alma
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Ata (1978), affirmed by WHO (2022).[78] The diagram of the principles of health promotion
encompasses the holistic approach that provides the necessary components for an effective
model for improving access to all healthcare services (Figure 7). These principles are also
reflected in theories of public health and primary healthcare,[76-78] and are essential

principles of this research.

STRENGTHEN COMMUNITY ACTION

DEVELOP
PERSONAL SOLLS

ADVOCATE CREATE
SUPPORTIVE

ENVIRONMEINTS

REORENT
MEALTH SERVICES

Figure 7: Principles of health promotion Ottawa Charter (adapted from Ottawa charter WHO

1986)[76] (Published under creative commons licence)
Public health was originally defined as the consideration of ‘individual, population and/or
physical and environmental risks for disease prevention’.[110] New public health has
emerged that focuses on the impact of lifestyles, and living conditions, in determining health
status.[110] These factors lead to the need to mobilise resources, invest in policies, programs
and services, that ‘create, maintain and protect health by supporting healthy lifestyles and
creating supportive environments for health’.[110] Given the public health focus on
environment and lifestyle, it is implicit that effective change can best be made by integrating

public health and health promotion into primary and secondary healthcare services.

Health promotion is a social and political process that aims to strengthen individuals’ skills
and abilities, as well as effecting social, environmental and economic change to lessen the
impact on public health, and enable people to increase control over, and improve, their own

health.[78, 110] Community and individual participation, together with support for people to
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increase their control over SDoH, are primary components of health promotion. (Figure

7).[78, 110]

Furthermore, a critical component is cultural responsiveness of healthcare provision, which is
essential, particularly for Aboriginal and Torres Strait Islander people.[111] Canuto, citing
Arabena, 2014, pointed out that ‘health promotion [or secondary prevention] programs that
are developed specifically or primarily for Aboriginal and Torres Strait Islander peoples and
consider historical, cultural, socioeconomic and political dimensions could contribute to a

much greater reduction in the burden of disease and thus life expectancy gap’.[111]

Primary healthcare is defined as ‘essential health care made accessible at a cost a country and
community can afford, with methods that are practical, scientifically sound and socially
acceptable’.[78, 110] Key principles of primary healthcare are that it should be universally
available, affordable, accessible, and ensure equity, community participation, intersectoral
collaboration, and appropriate use of technology.[78, 110] Health education is a key
component of primary healthcare, and important for improved health literacy and behaviour

change, necessary for any improvements in health.[112, 113]

Public health, health promotion and primary healthcare are inextricably linked and inclusive
of SDOH, which need to be considered for effective and appropriate healthcare provision and
ultimately improved health outcomes.[10] Key principles of these theories are embedded in
the development of the revised model for improving access to CR in R&R areas in this

research.

3.5 Iterative process, continuous quality improvement and co-design

The final stage of the research (4b) was an iterative consultative process, which comprised a
dynamic spiral design,[114] and included ongoing sharing of information, discussion and
consultation, with the local community members, leaders and healthcare staff. This process
commenced with the development of a plain English summary of findings and
recommendations of the previous stages (Appendix 7.2). This summary was discussed with
various community groups, ideas further developed and documented, leading to the

development of the model for improving access to CR in R&R areas or NQ.

Local communities and health staff’s involvement in planning, implementation, monitoring
and evaluation of all aspects of healthcare, is based on the combined public health, health
promotion and primary healthcare theoretical approach.[115] In this research such a process
ensured the consideration of context, culture, societal norms and involvement of stakeholders,

including a range of government, non-government organisations, and community groups,
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which is congruent with continuous quality improvement (CQI)[79] and co-design[80] and

key for effective design of tailored healthcare models most likely to succeed.[113]

3.8.1 Continuous quality improvement and co-design

CQI and co-design, are advocated to facilitate health systems’ reform throughout this
research. Together or individually these concepts are recommended as the preferred method
for working collaboratively with those most closely involved in circumstances that require
improvement. CQI is a cyclical process that is suitable for involving healthcare providers and
recipients in a process that identifies problems and possible solutions, leading to the
development, implementation, monitoring and evaluation of revised health systems and
models of care.[79] Co-design is described as a participatory approach in which healthcare
staff, community members and leaders work together to develop solutions to local
problems.[80] Whilst the processes have similar concepts this research proposes that CQI is
suitable for healthcare systems review especially due to the ongoing cyclical nature, and co-
design more appropriate for community-based consultations, which can also be revisited and

reviewed in the future.

3.6 Project protocol

Given the complexity of the environment for this research, and as part of the pre-research
planning for the community-based studies (Chapter 4: 4.3), a project protocol that provided
details of methodology and methods for these studies was developed and published.[86] In
this paper and throughout the research, the importance of being aware of SDoH and cultural
sensitivities, particularly for Aboriginal and Torres Strait Islander people, is discussed.[86]
Overall, the paper emphasises the importance of developing networks and trust with the local
community prior to data collection, and the importance of a flexible approach to conducting
interviews.[86] According to the participant’s preference important factors that need to be
considered include family support, agreeing on a suitable venue for interviews, and allowing
for variation in data collection methods, such as yarning rather than audio recording of
interviews.[11]. In this way, some of the barriers that occur because of inequities in SDoH are
respected, and likely to be reduced, thereby potentially improving accuracy in data collection.

The full project protocol is inserted as published:

Field P, Franklin R, Barker R, Ring. I, Leggat P, Canuto K. Improving access to cardiac
rehabilitation in rural and remote areas: A protocol for a community-based qualitative case
study. International Journal of Therapy and Rehabilitation. 2021.
https://doi.org/10.12968/ijtr.2020.0167
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Background/Aims Heart disease is the largest single causs of death and contributes
1o poor quality of Iife and high healthcars coste in Australia. There are higher rates of
heart dissass in rural and remote amess, with the highest ratee in Aborigiral and Tomes
Strait Islander paople. Cardiac rehabilitation is known to impowe health outcomes for
people with heart disease but refemal rates remain low (30.2% overall and 46% folowing
acuts connary syndrome) in Australia. Further, access to cardiac rehabilitation in nural
and remote areas is affected by there baing few cantre-based senices, and poor use
of home-based services. The aim of this protocol ks 1o investigate: () understanding of
cardiac rehabiltation by health steff, commurity leaders and community participants
discharged from hospital following treatment for heart dissass; (i) access and support
for cardiac rehabiitation in rural end remote arsas via health service availability in sach
COmmunity

Methods A qualitative case study methodology, using an interpretive descriptive
framework, will be usad together with content analysis that will encompass identification
of themes through a deductivefinductive process,

Conclusions To improve access to services and health outcomes in rural and remote
areas, 8 strong evidence bass is essentid. To achieve this, &8 well a8 having appropriate
methodology, it is necessary to build relatiorships and trust with local communities and
healtthcare providers. This reseamrch protocol describes a qualitative community-based
case study, together with processes to build sound relatiorships required for effective
data collsction through semi-structured interiews or focus groups. Bach step of the
pre-ressanch planning data collection and analysis is described in detail for the guidance
of future ressarchers,

Ky worde: Cardiac rehabilitation; Community consultation;
Qualitative ressanch protocol; Aural and remote

Submittad: 12 Dacambear 2020 acceptad folowing double-biind peer review: 18 October 2021

Introduction

Cardiac rehabilitation is recognised as post hospitalisation best practice for people with heart
dizsease (Woodruffe et al, 201 5), but referal rates in Avustralia remain low (30.2% owerall
and 46% following acute coronary syndrome; Gallagher et al, 20200, This is well below
the recommended international refermal rate of 65 % (De Gruyter et al, 2014). Heart discase
continues to be the largest single cause of death and contributes to significant illness,
dizahility, poor quality of life and high healthcare costs in Australia (Australian Institwbe of
Health and Welfare, 2014a, b). Rates of heart discase are higher in rural and remote arcas,
with the highest rates in Aboriginal and Torres Strait Islander people (Australian Institute
of Health and Welfiare, 2014c). Poor social determinants of health, such as lower incomes
and levels of education, high cost of food, and long distances to services, contribate to
these higher rates (Heart Foundation of Australia, 2017a).

Barriers to access to cardiac rehabilitation in rural and remote areas include fewer health
services including centre-based phase 2 cardiac rehabilitation {(supervised ambulatory
outpatient programme), per capita (Australian Cardicvascular Health and Rehabilitation
Agsociation, 2018; Avstralian Institute of Health and Welfare, 2019) and increased costs,
largely as a result of distance and staff turnover (De Angelis et al, 2008; Birk et al, 2010;

[T 2005 BT Pairicia baing adiedindd 1
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PROTOCOL

Brual et al, 2012; Beatty et al, 20013} A study of inpatient cardiac rehabilitation in fiour
major regional hospitals in Morth (ueersland found that discharge planning was fregmented,
with cardisc rehabilitation referral rates of 31 % (range: 653 %) for patients admitted
for 2% days, and 9% (range: 0~19) for patients admitted for 22 days (Field et al, 2021).
Enablers for cardiac rehabilitation participation inchide mambers of referrals and service
availability (Field et al, 201 &), medical practitioner support and involvement of family and’
or significant others (Sherwood and Povey, 2011; Jackson et al, 2012, as well as ensuring
that programmes are appropriate for diverse populations including Aboriginal and Tormes
Strait Islander people (Hamilton et al, 200 6; Field et al, 201 8).

In the absence of centre-based phase 2 cardiac rehahbilitation, or if people prefer
home-based programmes, there are several phone support programmes available.
These include two no cost programmes: Cuesnsland Health’s Coaching on Achisving
Cardiovascular Health (Ski et al, 2015; Health Support CQueensland. 2018) and Heart
Foundation of Australia’s My Heart My Life (Heart Foundation of Australia, 2017h) and
sevieral commercial programmes, including Cardihab (Cardihab.com) (Varnfield et al,
2014). Despite limited centre-based outpatient cardiac rehabilitation, refermls to Coaching
on Achieving Cardiovascular Health are low (range 4.1-20.3%) for residents of North
Queeznsland (Field et al, 20200,

Given the known barriers to cardiac rehabilitation, healthcars system changes are
required to improve access to cardiac rehabilitation, especially in niral and remote areas of
Aupstralia. Flexibility and inclusiveness (Femandez et al, 2008 are known to be necessary
components to achieve sound results based on strong relationships and trust with local
communities. These relationships and trust need to be established in pre-reseamch planning.
For this study, the pre-research planning will include engaging with four communities
in izolated locations of rural and remote Australia with a population range of S00-3500.
These communities comprise aranges of individuals and families, with various occupations,
generally disadvantaged by socioeconomic status and social determinants of bealth,
including limited general services and healthcare provizion (Heart Foundation of Australia,
2017a), as well as a higher proportion of Aboriginal and Torres Strait Islander people than
Cueensland owerall.

Further, to address population diversity and provide a culturally sensitive approach for
data collection especially for Aboriginal and/or Tomes Strait Islander peoples (Dimer et al,
2013}, it will be necessary to adapt data collection processes. Simple English is necessary
for written and werbal communication and collaborative yarning (dialogue circle) will be
offered as an alternative to audio recording for data collection. Yarning is a process by which
data is collected using a “storyboards” technique, where text is written by the researchers
during and after the yarning discossion. and regularly checked with the participants to
ensare accuracy (Shay, 2021).

This research protocol builds on previous research and investigates factors that need
to be addressed to improve acosss to cardiac rehabilitation in rural and remote arcas of
Aupstralia, including previously completed studies that aim to improve access to cardiac
rehabilitation in rural and remote areas of Australia (Field et al, 2018, 2020). These sidies
informed the direction, development and framework (Table 1) of this research protocaol.

Aims

The aim of this study will be to investigate:

B Understanding of cardiac rehabilitation by health staff, community leaders and community
participants discharged from hospital following teatment for heart disease

B Access and support for cardiae rehabilitation in rural and remote areas via health service
availability in each comrmunity.

£
Methods 5
QQualitative case study methodology with an interpretive descriptive framework will be used 2
to prowide direction and focus on the practical aspects of knowledge, in a logical systematic g:
manner, =0 that the researchers” engagement with the data makes it poggible to interpret the =
2 Intarmational Journal of Thempy and Rehabliitation | 2021 | hitpesfidol.ongfi0.] 268 BAfL2000.01 67
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Table 1. Framework for data collection to improve access to phase 2
cardiac rehabilitation in rural and remote areas

Post discharge and referral plan:

B Community paricipants’ understanding and suggestions
B Staff role and suggestions

Cardiac rababilitation: service availability and access

B Community participants’ understanding and suggestions
B Staff role and suggestions

Improwing cardiec rehabilitation:

B Community paricipants’ understanding and suggestions
B Staff role and suggestions

Thie way forward:

B Community participants and staff: sssimilating information into revised cardiac
rehabilitation modsls for improving accsss to cardiac rehabilitation in rurd and remote
areas of Australia

content beyond the obvious (Denzin and Lincoln, 2011 ; Teodoro et al, 2018). Based on an
integrative literature review on barricrs, enablers and pathways to cardiac rehabilitation in
rural and mmote areas (Field et al, 201 8), initial primary themes and areas of interest were
identified (deductive analysis) (Clarke et al, 2015) (Table 1). This preliminary analysis
also provided the framework for the study and guided the development of semi-stracturesd
conversational interviews that will be used for data collation via purposefully sampled
interviewess or focus groups members.

The anal ysis, including identification of secondary themes (induction), will be guided by
the six steps identified by Clarke and Braun (Clarke et al, 2015}, and conducted according
to consolidative criteria for reporting qualitative research (COREC ) (Tong ot al, 2007).

Inclusion criteria
Participants will be included if they meest the following criteria:
B Community participants:
B Adults 218 years
B Men and women including A boriginal and/or Torres Strait Islander peoples, discharged
from hospital following treatment for heart disease in the past 2 years, who live
independently and are eligible for cardiac rehabilitation according to National Heart
Foundation of Auvstralia and Australian Cardiac Rehahilitation Association {2004)
recommendations (Woodruffe et al, 2015)
B Local and wigiting health centre staff including nurses, doctors, allied health professionals,
health service managers
B Community leaders employed in leadership positions or recognised as leaders by the
laical comrmumity.

Exclusion criteria

People with a medical diagnosis of mental impairment, or who are unable to comprehend
the process despite assistance of o support person or interpreter and thereby do not fulfil
the requirements of informed consent as per NHMEC rescarch guidelines (Mational Health
and Medical Research Council et al, 20187 will be excluded from the study.

Ethical approval

Ethical approval has been gramted from the Townsville Hospital and Health Services
(HREC/ 201 @)THS/59212; ICU Ethics Committee acknowledgement: HE46T). All
participants will be required to sign an informed consent form.

21 The authors
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Settings

The focus of this research will be four communities in mral and remote Ausiralia. Each
community has contrasting demographic profiles that include farming, tourism, small
industry, mining, commercial and government services. A1l communities have a higher
proportion of Aboriginal andfor Tomres Strait [slander peoples than Queensland (4%)
{#uwstralian Burean of Statistics, 2006). Two communitics include a proportion of Aboriginal
andfor Tormes Strait Islander people (3% and 16%), who are part of the larger community,
and two communities are designated communities with majority of Aboriginal andfor
Torres Strait Islander people (91 % and 995 (Australian Burean of Statistics, 2018},

Pre-research planning

Community focused pre-rescarch planning is required in preparation for the research. It is
important that networks include local government. community organisations, education,
health, transport and social services (Wood s, 2006). The coordinating primary investigator
made three visits to each community to develop networks and build trust with community
members and health staff.

The proposed research was dizcuszsed at mestings with local organisations, Ideas were
sought and education on heart disease and risk factors was provided. Follow-up notes
were sent by email and between community visits further email and phone updates were
provided. This process resulted in sound nebworks in each community that will provide a
nexus for ongoing consultation, and recruitment of community participants and health staff.

Recruitment and consent

Becmitment and interviewing of community members and health staff will be undertaken
over a 2—6-week period as per best practice for community consultations (Department of
Prime Minister and Cabinet. 3016). Community participants will include both people who
participated in cardiac rehabilitation. or did not participate or complete the programme,
thus providing important insights into barriers to attending cardiac rehabilitation as well as
an opportunity to explore the reasons why they did or did not attend. Community leaders
and staff will be recruited according to the inclusion and exclusion criteria.

Information about the research, process of data collection, incluoding confidentiality
and withdrawal if required, will be explained as part of the recritment process (Mational
Health and Medical Fesearch Couneil et al, 201 8). Recmitment of community participants
will be through health staff, or community crganisation members, who will be briefed
about the project, and asked to contact potential participants.

A simple English brochure describing the project and contact details (Appendix 1)
will be provided so that potential participants may contact the coordinating primary
investigator, or leave their contact details. Health staff, including numes, medical officers,
Aboriginal and'or Torres Strait Islander Health workers and local and visiting allied health
profiessionals will be recruited through routine staff mestings. Community leaders will be
recruited through regular meetings and ongoing liaison with community organisations.

During the first mecting between the participant and coordinating primary investigator,
further werbal and written information about the project will be reiterated. Before obtaining
written consent, the choice of audio recording or yarning with note taking (Shay, 2021),
and use of information for the development of revised models of cardiac rehabilitation,
will be discussed. Every effort will be made to ensure proportionate representation of
men and women, with a specific effort made to over-recruit Aboriginal andfor Torres
Strait Islander people, given their rates of heart discase in rural and remote arcas are
twice that of the general population (Australian Institate of Health and Welfare, 20167,
To help ensure good communication with Aboriginal and Torres Strait Islander people,
an Aboriginal andfor Torres Sirait Islander health worker, Aboriginal andfor Tomes Strait
Islander lisison officer or a participant’s family member will assist with communication
and language interpretation as required (Mational Health and bedical Ressarch Council
ct al, 2015; Mational Health and Medical Rescarch Council, 200 8).

In recognition of their expertise and contribution, community participants will be given
2 AUDS30,00 voucher for the local store. Transport to attend interviews or focus groups
and refreshments will also be provided as required. The location of interviews or focus
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groups will be discussed with the potential participant to ensure that they are comfortables
with the environment. However, shouald it become difficult to camy out interviews or focus
groups in the communities, for example becavse of OOVID-19 restrictions, it will be
possible to conduct the discussion using an online application such as Zoom. [t is reported
that relationship-based face-to-face discussion is preferred by populations in rural and
remote areas, particularly Aboriginal and Torres Strait Islander people (Dimer et al, 2013).
Poor quality intemet can also result in difficulty with using online communication. This
reinforces the need to develop sound community relationships before recruitment and
data collection. If transport is required, distances are not great within rural and remote
communitics because of small populations. If networks and trost have been developed,
transport can be negotiated throngh the local council or health services with payment
of expenses, or hire, as necessary.

Sample size

People will be individually interviewsd andfor focus groups undertaken until data
saturation has been reached (Patton, 1990). This will be confirmed when repeated themes
emerge, thereby ensuring research questions can be answered and further data collection
is redondant (Patton, 1990%. Based on previous qualitative community studies, it is
anticipated that this will be achieved through 10-15 interviews or focus groups lasting
15-25 minutes for individual interviews, and 1-2 hours for focus groups (White et al,
2009; Van Gelderen et al, 2017; Myumba et al, 2018). Longer times have been allowed
for focus groups, as it is anticipated that several people will generate more discussion,
and refreshments will be provided. The number of participants for focus groups are
anticipated to be between three and six participants (Myumba et al, 20018}, bt will be
expandesd as required.

Data collection and validation

Data collection will be throngh semi-structured conversational interviews or focus
groups involving information-rich participants (health staff and community participants).
Participants will be purposefully selected, according to the inclusion criteria.

As the populations are small, there may be fewer potential participants for the study, If
there are insufficient community participants who have been discharged from hospital in
the previous 2 years, the recruitment timeframe will be extended. If this happens, recall
bias will need to be considersd as there is a reported 20% logs of recall over 12 months
and 50% for more extended pericds (Hazsan, 200675 However, recall will be assizsted
because heart disease represents a significant event in people’s lives, and this is known
to improve people’s recollection of major events (Smith et al, 2003; Heart Ressarch
Australia, 2016). Clear open-ended interview questions (Mason, 20107 (Table ) that
explore issues by asking the same question in different ways and checking for correlation
will assist with validation and triangulation { Denzin and Lincoln, 20011},

Triangulation will aleo be assisted by collscting data from different sources (staff
and community participants) as well as follow-up clarification meetings to address
questions that may arise from the initial interviews. This process will provide o depth of
information, as well as increasing credibility and validity of findings (Denzin and Lincoln,
2011, Prompis are included in the interview schedules becanse of the conversational
semi-structured interview format, thereby ensuring reguired data is collected.

Both community participants and staff questions will be tested through pilot interviews
and adjusted as required. Should adjustment be necessary, an amendment will be submitted
to the approving human research ethics committee. Al interviews and group discussions
will be conversational and exploratory to gain a rich description of community participants
and health staff's experience of cardiac rehabilitation and support services.

Dwring the interview process, requests for further information on atkending cardiac
rehahilitation or the need to emotional support may arise. To address this support can
be arranged a through the local health centre, GP, mental health services, and/or the
telephone support home-based programmes Coaching on Achieving Cardiovazcular
Health (Health Support Queensland, 2018) or MMy Heart My Life (Heart Foundation of
Australia, 2017b).
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Demographic data

Before the interviews and focus groups, participants will be asked to complete a woluntary
questionnaire (Appendix ). Data collection is not mandatory, and non-completion will
not preclude participation. Staff data collection will be as per Appendix 3; health staff

data collection will follow the same process,

Table 2. Open-ended questions for patients and staff

Patients Staff
When you wears discharged from hospital, what information Can you tall me your roke in providing support for peopls in
wara you provided with about your health cars when you the cormmunity ardéor healtth cans?

got home?

Prompts: Were you referred to a centre or home-based
cardiac rebabilitation® programme or a community nurss

or alied hedth professional? What follow-up medical
appointriants did you have? Did you recsive medication on
dischamgs form hospital ? Did you and your doctor receaive
information about your ongoing cars from the hos pital
[medical dischange summaries]? When did thess amive, and
do you know what they advised for your ongoing cans?

Can you tell me about any difficulties or what mads it sesy
for you to get health cars or cardiac rebabilitation when
you went home from hospital having been treated for heart
disaass?

Prompts: Did anybody phone or visit you to sse i you
neaded any support?

When you got home, who did you contact, or who
comtacted you about your follvw-up cans?

Cut of all the health care that you received after coming
hiome fram hospital what do you think helped you micst?

Cian you tell me f anybody discussed things that you could
do to irmprove you overall health?

Prompts: Were you given any brochures?
Wheat information was most belpful?

Whet things do you think coud have bsan done that you
think would have made a dffersncs to your =covery?

Sincs your first hospital adrmission for hean dissass have
you had to go back for further treatment ? f 5o can you tall
me about it?

What is wormying you most about your heert problam? Do
you nesd somsbody to talk with somebody about this?

Any othar comments that you would ke to maks?

Prompts: Do you understand whiat iz meant by cardiaz
rahabilitation? Are you awere of the GOACH home-based
cardac rehabilitation pregramme?

What do you think are the most important sspects of
-~disc & o for people with heart diseass and how
will this b= able to be achisved in your arsa®

What do you think are the main factors that prevent psople
from attending cardias ehabilitation or sesking post
dischange hasth cara?

[k you hawe any guiddines for providing cars for people
recanty discharge from hospita after treatment for heart
dissass (eq inssrtion of stents, coronary artery bypass graft
surgary of rryocardial infarction)? (heakth staff anby)

What do you think that peopla nead to understand absout
thar angoing cars and health plan oncs they have rsturned
horme after in-hospital treatment for heart dissase?

How do you make sure thess people get the information
that they need, and howwil this be dons? (health staff only)

Can you describs any cardiac rebabilitation sarvices that ans
available localy?

Prompts: What about visiting and local health professionals
and related services, such as gymnesiums and support
groupeT Any further comments or suggestions

Can you tall me about the COACGH or any other home-besed
cardac rehabilitation pregrammes available for people in this
ar=af

Prompts: Any commeants or suggestiona?

Who kB resporaible for organising essential post
hospitalisation follow-up and cans?

Prompts: How do you think that this can be improved?

‘What do your think could be done to Improve provigion of
cardac ehabilitation and follow-up?

Any other commeants that you would liks to maks?
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PROTOCOL

Analysis

Audio interviews will be professionally ranscribed verbatim and MYivoe-1 2 software will be
used to facilitate thematic analysiz of participants” responses, as distinet units of meaning
with headings (nodes), and subheadings developed through reflective induction (Grhich,
2013). This process will enable confirmation and clarification of the primary questions/
arcas of inkemest {Table 1), and the development of secondary themes that capture “levels
of patterned responscs of meaning” (Braun and Clarke, 2006). Further, consistency will
b comzidersd with quotations from transcripts wsed to illustrate primary themes or areas
of intereat and sscondary themes, The same process will be vsed for documented records
of yarming discussions. Owverall a Aexible approach that includes resesarcher interpretation
and judgement will be used (Braun and Clarke, 2006).

Community participant demographic data will be stratified by age, sex, Aboriginal
andfor Tomes Strait Islander peoples, general population and heart dizsease, Staff data will
b stratified by professional classification and role, whether community based or visiting
service providers and working with Aboriginal andfor Torres Strait Islander Peoples or
the geneml population.

Raflaxivity and rigour

The analysis will be undertaken by the coomdinating primary investigator, reviewed

by the primary investigator and discussed with the research team to ensume reflexivity,

rigour, clarification and verification (Dlaws et al, 2014 ). Reflexivity includes considering
the researcher's situation in the research, based on self-critique of personal experience

(Patnaik, 20013},

Poszgible biaz and preconceived ideas will be minimised by using:

B Australian Cardicwascular Health and Rehabilitation Association (ACRA) core
components of cardiovascular disesse secondary prevention and cardiac rehahilitation
(Wioodruffe et al, 2015)

B Findings of the previous integrative literatre review (Field et al, 2018}

B Demographic study of heart disease, hospitalisation and referml to Coaching on Achieving
Cardicwascular Health in Quesnzland (Field et al, 20207,

These guidelines and studies provided an objective basis for data collection and analysis.
Following data collection, emergent themes will be discuszed with a community reference
group (face to face or via teleconfernce), thereby providing opportunities for member
checking to ensume accuracy and clarification (Denzin and Lincoln, 2011}, as well as ensuring
an iterative process that will review and baild ideas towards the ultimate goal of improving
access to cardiac rehabilitation for rural and remote areas of Morth Cueensland. Individual
community participant interviews will not be confirmed or clarified, as a previous research
shidy demonstrated that interviewsss may have concerns or feel uncomfortable about how
they sounded or what they said in their interviews, rather than inaccuracy (bdero-Jaffe,
2011). Every effort will be made to minimize bias in data collection through adherence
to rigorous qualitative methods including ensuring data satation (no new information
forthooming) is achieved, and ensure findings are reviewed by a community reference group.

Strengths and limitations

Of primary importance in this project protocol is the pre-research planning, consultation,
and development of trusting relationships in mural and remote communities. Qualitative
research needs to be attuned for vardous environments and the anthors propose that this
project protocol for research in rural and remote communities including Aboriginal
and/or Tormes Strait Islander people will provide a template that can be adapted to arange
of environments.

Significance

Ultimately, this proposed reseach aims to identify factors (barriers and enablers), that need
to be addressed in order to develop modeli(s) that improve access to cardiac rehabilitation
and/or locally based suppaort for people discharged from hospital with heart disease in rural
and remote areas of Australia. It is proposed that information gathered in this research,
in combination with the final stages of the full research project, will lead to realising the

& 201 The authors
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B Referral and aceess to cardiac rehabilitation rermain sub-optimal overall, with lower
levels in rurdl and remote areas.

B Further ressarch s requirsd to develop new approaches (modaks) to improve accoees
to cardias rehabiltation in rural and remiots arass.

B Developing sound community relatiorahips requires extansive pre-research planning
to ensure trust, which s necesaary for effective reesarch.

W This protoco for a quaitative community-bassd cass study will inform and guids
future regsarch to improve haalth outcomes and could be applisd in & rangs
of locations,

B Improving access to cardias rehabilitation in rural and remote areas has implications
for othar arvinenments and chronic dissass risk factor maragemant.

benefits identified through access and subsequent cardiac rehahilitation atendance (D
Gruyter et al, 2016; Heart Foundation of Australia, 2017c). The initial awareness raizing,
and improved understanding of cardiac rehabilitation, including management of risk factors
for chronic disease, will be initiated through community consuliation. Should participants
wish to make lifestyle changes they will be linked into appropriste bealth care andfor
support crganisations.

Conclusions

To improve access to services and health outcomes in rural and remote arcas, a strong
evidence base iz essential. To achieve this, as well as having appropriate methodology,
it is necessary to build relationships and trust with local communities and health care
providers This research protocol describes a qualitative community-based case study,
together with processes to build sound relationships required for efective data collection
through semi-structured interyiews or focus groups. Each step of the pre-research planning
data collection and anal yzis is described in detail fior the guidance of future researchers.
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Appendix 1

How can you telk to the
research team?

I yrou would like more
infommation you can contact

Pat Field: 402 778 480

email: patricia. fiddt @y jou.
edu.au

or ask any staff membear who

will ke sure that Pat gets the

messags.

ook forwand to mesting you

and heving a chat!

What do we need to know?

Many people svenywhers, get
heart problems and somestimes
need hoespital cars, and health
senices support whan they go
harme.

We would ke to hear the
story of peopls when they
come home from hospital after
treatmeant for heart sickness.

- e

PROTOCOL

Who anrs wa?

W= are from James Cook University trying
to find out how much heslth cars and
support is available for pecple who have
retumed home after treatment in hoepital
for a heart problem.

Wiz are waorking closshy with the hespital
ard health centre staff who ars happy to
assist

Hiow will we find oui?

Pat Aeld is a JGU ressarcher, and would
like you b tell your stary about wheat
happenad to you after you got home from
hospital. Pat would like to know if you
krew what to do, when you got home.
Things like how much walking i best,
what scrt of food is good, when you nest
s your doctar. Who told you this? How
did you get on &3 tims went by Did you
feal sad and did anybody help you with
this?

Happy heart — happy e

Do you want to chat?

If you want to have a chat with Pat, plesse
k=t ane of the hospital staff membsre know
and they will introduce Pat, who will t=ll
you how you can help and will arangs a
time to mest with you in private. Befores
wou tell your story you will b= ashed

to sign a form to let us know that you
understand your part in the project and
you ars happy to tall your stan

Cnly the ressarchers will know wheat you
Feaver told ws, unless you taks part in

a group discussion, |f thiz rappens all
people are asked not to talk about what is
said at the meeting 1o othar pecple.

If you dedids that you no longer want to
taka part you can leaws at any tims.
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3.7 Ethics approval

Each study undertaken in the research required ethics approval, apart from the IR. (Table 8)

Table 8: Ethics approval by study

Study focus

Human research ethics
committee (HREC)

Approval number

Chapter

2-CR

Stage 2: Demographic study of | i) Townsville Hospital and HREC/18/QTHS/35 (4.1) Heart disease hospitalisation
heart disease rates of Health Services HREC and COACH referral in
hospitalisationg referrals to ii) James Cook University H7343 Queensland. (Field et al 2020).
COACH, by region and
Indigenous/non-Indigenous
people
Stage 3: Hospital case studies i)Townsville Hospital and HREC/2018/QTHS/436 | (4.2) The importance of cardiac
on understanding & Health Services HREC 0619/17 rehabilitation in rural and remote
implementation of Phase-1-CR ii) Greenslopes Research and 7/05/2019 areas of Australia (Field et al
and impact on post-discharge Sihics Commlties: 2021)
care in R&R areas

iii) James Cook University HREC H7737
Stage 4a & 4b: Community i)Townsville Hospital and HREC/2019/QTHS/592 | (4.3) Cardiac rehabilitation in
case studies on understanding | Health Services HREC 1 rural and remote areas of North
and implementation of Phase- ii) James Cook University HREC | H8467 Queensland: How well are we

doing? (Field et al 2022)

3.8 Results and publications

At least one paper has been published for each stage of the research (Figure 6), with a further

paper, submitted for publication in October 2022. These papers provide details of methods for

each study included in the research and are summarised as follows:

Stage I (Objective i): An integrative literature review provided the foundation and direction

for research objectives, and subsequent stages of the research (Chapter 2).

Field P, Franklin R, Barker R, Ring I, Leggat P. Cardiac rehabilitation services for people in

rural and remote areas: An integrative literature review. Rural and Remote health 2018.

https://doi.org/10.22605/RRH4738.

Stage 2 (Objective ii): An epidemiological study focused on rates of hospitalisation for

Aboriginal and Torres Strait Islander and non-Indigenous people, and referral to home-based

CR (Coaching on Achieving Cardiovascular Health, [COACH]) in the context of geographic,

socioeconomic and SDoH (Chapter 4: 4.1).

Field P, Franklin R, Barker R, Ring I, Leggat P, Canuto K. Heart disease hospitalisation and
COACH referral in Queensland. Australian Journal of Rural Health 2020
.https://doi.org/10.1111/ajr.12588

Stage 3 (Objective iii): A case study series investigated the implementation of Phase-1-CR by

hospital staff, and in-patients understanding of their disease, discharge plan and referrals for

55




Phase-2-CR, in cardiac services of two public and two private tertiary hospitals in Townsville

and Cairns, and the impact on post-discharge care in R&R areas (Chapter 4: 4.2).

Field P, Franklin RC, Barker R, Ring I, Leggat P, Canuto K. Importance of cardiac
rehabilitation in rural and remote areas of Australia. Australian Journal of Rural Health 2021.

https://doi.org/10.1111/ajr.12818

Prior to commencing the community based case study series, a project protocol was
developed to guide the pre-research planning and undertaking the research of stages 4a and 4b

(Chapter 3: 3.4).

Field P, Franklin R, Barker R, Ring. I, Leggat P, Canuto K. Improving access to cardiac
rehabilitation in rural and remote areas: A protocol for a community-based qualitative case
study. International Journal of Therapy and Rehabilitation 2021.
https://doi.org/10.12968/ijtr.2020.0167

Stage 4a (Objective iv): A case study series investigated barriers, enablers, and pathways for

access to community-based Phase-2-CR in R&R areas of NQ (Chapter 4: 4.3).

Field P, Franklin RC, Barker R, Ring I, Leggat PA. Cardiac rehabilitation in rural and remote

areas of North Queensland: How well are we doing? Australian Journal of Rural Health 2022.

https://doi.org/https://doi.org/10.1111/ajr12861

Stage 4b informed by Stages 1-4a, (Objective v): A collaborative and iterative process that
involved health education, information sharing and discussion of the findings of the previous
stages, resulting in the development of a model of healthcare delivery that aims to improve

access to CR in R&R areas of NQ (Chapter 5: 5.3.1).

Field P, Franklin R, Barker R, Ring I, Canuto K, Leggat P. Improving access to cardiac
rehabilitation (Heart: Road to health) for Aboriginal and Torres Strait Islander peoples in rural
and remote areas of North Queensland. Australian Journal of Rural Health.

https://doi.org/10.1111/ajr.12932

Field P, Franklin R, Barker R, Ring I, Canuto K. Article—Management and healthcare
systems: Aa way forward for to improve access for secondary prevention in R&R areas.

Submitted for publication, October 2022.

3.9 Conclusion

Overall, the methodology in the research was designed to ensure that data collection methods
and analysis are relevant and rigorous, to ensure that findings provided a basis for

improvements in access to CR in R&R areas of NQ. Full details of methodology, methods,
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findings, and recommendations are provided in subsequent chapters, all of which include

published studies.
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Stage 2 Results: Heart disease, hospitalisation, and referral

Chapters

1. Introduction

2. Integrative literature
review

3. Methodology and
methods

Content & publications

Background, introduction & implications of the
: research

Stage 1 Research foundations

Cardiac rehabilitation services for people in rural and
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Chapter 4: Results

4.1 Epidemiological study: Heart disease, hospitalisation, and referral

In line with sequential approach, and informed by Stage 1 a descriptive retrospective

epidemiological study[116] was undertaken to address research objective ii:

To describe rates of hospitalisation and Coaching on Achieving Cardiovascular Health
(COACH) referral for Queensland adults with heart and related disease, and
comparisons between Aboriginal and Torres Strait Islander people and non-Indigenous

people in NQ.

4.1.1 Summary

This epidemiological study provided a profile of adults in Queensland with heart disease
(HD) and those referred to home-based CR (COACH), according to geographic area. An age-
standardised risk ratio was used to investigate variations in hospitalisation and referral to
COACH for Aboriginal and Torres Strait Islander and non-Indigenous people. The study
found that overall referrals to COACH were inadequate, and rates of hospitalisation were
unlikely to meet the needs of Aboriginal and Torres strait Islander people in R&R areas of

NQ. Full details are provided in the paper inserted as published:

Field P, Franklin R, Barker R, Ring I, Leggat P, Canuto K. Heart disease hospitalisation and
COACH referral in Queensland. Australian Journal of Rural Health [Internet]. 2020.
https://doi.org/10.1111/ajr.12588
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4.1.3 Conclusion

As described in this study, there are very few centre-based CR services in NQ, and inadequate
referrals to the QH home-based telephone program, COACH. However, it is not clear whether

Aboriginal and Torres Strait Islander people access services at a rate that reflects their higher
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rates of HD, and if not, why not? In line with the sequential approach, the findings of this
study are further considered in the hospital-based case study series, which investigated the
implementation of Phase-1-CR in hospitals in NQ, and how well people with HD are prepared
for discharge, including referral to Phase-2-CR, (Chapter 4: 4.2).
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4.2 Hospital case study series: Hospital in-patient cardiac rehabilitation

This qualitative case study series, augmented by a medical record audit, that builds on the

findings of the previous stages of the research, to address objective iii:

To investigate the implementation of Phase-1-CR by staff and in-patients in cardiac
services in two public and two private tertiary hospitals in Townsville and Cairns and

the impact on post-discharge care in rural and remote areas of NQ.

4.2.1 Summary

Main findings were poor understanding of Phase-1-CR and Phase-2-CR by in-patients and
staff, low rates of referrals to Phase-2-CR, with medical discharge summaries rarely
mentioning CR, secondary prevention or risk factor management. This inadequate
implementation of Phase-1-CR, including discharge planning resulted in the majority of
people with heart disease (HD) being discharged from hospital without referral to any form of

secondary prevention.
Full details of this study, are provided in the paper, inserted as published:

Field P, Franklin RC, Barker R, Ring I, Leggat P, Canuto K. Importance of cardiac
rehabilitation in rural and remote areas of Australia. Aust J Rural Health. 2021. Available

from: https://doi.org/10.1111/ajr.12818
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Abstract

Objective: To assess implementation of in-patient cardiac rehabilitation (Phase-
1-cardiac rehabilitation ), impact on people in rural and remote areas of Australia
and potential methods for addressing identified weaknesses.

Design: Exploratory case study methodology using gualitative and gquantitative
methods. Qualitative data collection via semi-structured interviews, using the-
matic analysis, augmented by quantitative data collection via a medical record
audit.

Setting: Four regional hospitals (2 Queensland Health and 2 private) providing
tertiary health care.

Participants: (a) Hospital in-patients with heart disease =18 years. (b) Staff re-
sponsible for their care.

Qutcome Measures: Implementation of Phase-1-cardiac rehabilitation in ter-
tiary hosptials in North Queensland and the impact on in-patients discharge
planning and post discharge care. Recommentations and implications for prac-
tice are proposed to address deficits.

Results: Phase-1-cardiac rehabilitation implementation rates, in-patient under-
standing and multidisciplinary team involvement were low. The highest rates
of Phase-1-cardiac rehabilitation were for in-patients with a length of stay three
days or more in cardiac units with cardiac educators. Rates were lower in car-
diac units with no cardiac educators, and lowest for in-patients in all areas of all
hospitals with length of stay of two days or less days. Low Phase-1-cardiac reha-
bilitation implementation rates resulted in poor in-patient understanding about
their disease, treatment and post-discharge care. Further, medical discharge
summaries rarely mentioned cardiac rehabilitation/secondary prevention or risk
factor management resulting in a lack of information for health care providers
on cardiac rehabilitation and holistic health care.

Conclusion: Implementation of Phase-1-cardiac rehabilitation in regional hos-
pitals in this study fell short of recommended best practice, resulting in patients’
poor preparation for discharge, and insufficient information on holistic care for
health care providers in rural and remote areas. These factors potentially impact
on holistic care for people returning home following treatment for heart disease.
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4.2.3 Conclusion

The findings of this hospital-based case study series clearly indicated that Phase-1-CR was
often inadequate. This resulted in many people being discharged from hospital with little
understanding of their post-discharge care including CR available in their local community.
An underlying factor that influenced the poor implementation of Phase-1-CR was that it was
not possible for cardiac educators to see all people with HD in all areas of the hospital. Also,
the majority of nurses who provided direct in-patient care demonstrated poor knowledge of
Phase-1-CR or Phase-2-CR. This resulted in little, or no Phase-1-CR being provided in the
absence of cardiac educators. This was a significant deficit for the provision of Phase-1-CR in
public hospitals, particularly after-hours and on public holidays. This deficit was greater in

private hospitals that did not employ cardiac educators.

To facilitate addressing these deficits, an individual report with recommendations was sent to
each participating hospital, (Recommendations Chapter 5: 5.4.1). The coordinating primary
investigator also met with hospital staff who participated in the study, to provide feedback

and discuss the findings. To date, no further feedback has been received.

In line with the sequential approach this case study series, together with findings of Chapters

2,3 & 4 (4.1), informs Stages 4a and 4b.
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4.3 Community case study series

Community case studies continued to build on the information from previous stages of the

research and undertake further investigation to address objective iv:

To investigate barriers, enablers and pathways for improved access to Phase-2-CR in

selected R&R areas of NQ.

4.3.1 Summary

This study identified a wide range of community-based, visiting, telephone or telehealth
services available in R&R areas, but understanding of CR by staff and people with HD
(clients) was often poor. Staff were predominantly focused on clinical care, and clients were
seldom referred to alternative models of secondary prevention, such as Self-Management of
Chronic Conditions, or allied health professionals (AHP), for community-based secondary
prevention. Medical discharge summaries (MDS) were often late, rarely provided information
on secondary prevention, including risk factor management.[117] QH employees could access
MDS but AHP employed by contracting organisations did not have access. This was a major
barrier to co-ordinated collaborative healthcare provision. Commonly staff were not aware
that a client had returned to the community until the client presented to the health centre for

post-discharge care.
Full details of this study are provided in the paper inserted as published:

Field P, Franklin R, Barker R, Ring I, Leggat P. Improving access to cardiac rehabilitation in
rural and remote areas of North Queensland: How well are we doing? Australian Journal of

Rural Health. 2022. https://doi-10.1111/ajr.12861
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Abstract

Objective: To address access to cardiac rehabilitation (CR) for people in R&R
areas, this research aimed to investigate: (1) post discharge systems and support
for people returning home from hospital following treatment for hearl disease
(HD). (2) propose changes to improve access to CR in R&R areas of NQ.
Setting: Four focus communities in R&R areas of NQ.

Participants: Focus communities’ health staff (resident/visiting) (57), commu-
nity leaders (10) and community residents (44), discharged from hospital in past
5 years following treatment for heart disease (purposeful sampling).

Design: A qualitative descriptive case study, with data collection via semi-
structured interviews. Inductive/deductive thematic analysis was used to identify
primary and secondary themes. Health service audit of selected communities.
Results: Health services in the focus communities included multipurpose health
services, and primary health care centres staffed by resident and visiting staff that
included nurses, Aboriginal and Torres Strait Islander Health Workers, medi-
cal officers, and allied health professionals. Post-discharge health care for peo-
ple with HD was predominantly clinical. Barriers to CR included low referrals
to community-based health professions by discharging hospitals; poorly defined
referral pathways; lack of guidelines; inadequate understanding of holistic, mul-
tidisciplinary CR by health staff, communily participants and leaders; limited
centre-based CR services; lack of awareness, or acceptance of telephone support
services.

Conclusion: To address barriers identified for CR in R&R areas, health care sys-
tems’ revision, including development of referral pathways to local health profes-
sionals, CR guidelines and in-service education, is required to developing a model
of care that focuses on self-management and education: Heart: Road to Health.
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Aboriginal and Torres Strait Islanders people, cardiac rehabilitation, holistic, multidisciplinary,
remote, rural, secondary prevention
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INTRODUCTION

1|

Cardiac rehabilitation (CR) is evidence based best practice
for people with heart disease (HD),"* which continues to
be the largest single cause of death in Australia and con-
tributes to significant illness, disability, poor quality of life
and higher health care costs.* CR is important in improv-
ing health and quality of life for people with HD, espe-
cially for people in rural and remote (R&R) areas, where
rates of HD were higher than the national average, and
highest for Aboriginal and Torres Strait Islander peaples.”
Despite high rates of HD, and demonstrated benefits of
CR, referrals in Australia were only 45%.° with less attend-
ing (10%-30%), and R&R populations underrepresented.”
Aboriginal and Torres Strait Islander peoples were least
likely to attend, which may be due, in part, to cultural in-
appropriateness of many programs.”

Cardiac rehabilitation is defined by The World Health
Organisation as a range of co-ordinated activities to ad-
dress risk factors for cardiovascular disease, including
physical, mental and social conditions, that enable pa-
tients to achieve optimal functioning.® Three phases of
CR are recommended for people with a broad range of
stable HD including acute coronary syndrome, stents,
stable heart failure, cardiomyopathy, valvular surgery,
implantable devices, heart transplant, risk factors, ar-
rhythmias and stable heart failure."* CR is a component
of secondary prevention (SP) that includes medical care,
risk factors management, psychosocial care, education
and support for self-management, delivered in a variety
of settings, through a holistic (health and lifestyle), mul-
tidisciplinary team approach.'” Phase-1-CR provides in
hospital education on disease, risk factors, discharge plan-
ning and referral to out-patient, centre-based or home-
based CR (Phase-2-CR). Phase-2-CR provides continuing
education, risk factor management, psychosocial support
and medical care. Phase-3-CR involves community-based
ongoing health care and risk factor maintenance, which
includes linkages to community programs.'

Health services in Australia are provided through net-
work or government and private health care organisations
and health professionals, who deliver a wide range of ser-
vices throughout Australia." Tt is well documented that
services in R&R areas are sparse and difficult to access,
in part due to low populations living in vast geographic
areas.'? Further disadvantages in R&R areas is noted due
to poor social determinants of health,"” including limited
health, education, recreational and social services; fewer
healthy food choices, higher living costs, greater distances
to major centres and unreliable internet.® A major barrier
to CR is distance Lo centre-based CR in R&R areas of NQ,
with Mt Isa providing the only centre-based service west
of Townsville (904 km), Mossman, the furthest service

What is known about the subject:

There is a scarcity of health care services, in-
cluding cardiac rehabilitation (CR), in rural
and remote (R&R) areas of Australia

There is inadequate discharge planning and re-
ferrals to CR for people treated in tertiary hos-
pitals in North Queensland for heart disease
There are few centre-based oulpatients Phase-
2-CR services in R&R areas, and few referrals to
home-based telephone support service services
Barriers to CR in R&R areas include, geo-
graphic distance from centre-based services, a
perception that CR is nol necessary, programs
only available in working hours, lack of cultur-
ally appropriate services and flexibility to reach
oul to people at home

A perception that CR is provided through
centre-based services

What the paper adds:

» Overview of available health services in R&R
areas of NQ

» Improved understanding of barriers to CR in
R&R areas of NQ, including poor understand-
ing of CR, no referrals to locally based health
care providers in absence of centre based CR
and lack of a holistic multidisciplinary team
approach

Suggests a way forward to locally based ser-
vices through a model of education and self-
management: Heart: Road to Health

north of Cairns (76 km) (Figure 1), resulting in no centre-
based services in Cape York and Torres Strait."*
Queensland Health (QH) home-based telephone CR
program, Coaching patients on Achieving Cardiovascular
Health (COACH) is available throughout Queensland
to cover this shortfall, as well as offering an alternative
program for people who prefer a home-based service.””
However, COACH referral rates in NQ) are low (range 4%—
20%)," with fewer people participating (64%)."” The Heart
Foundation (HF) of Australia also offers a home-based
telephone support program, My Heart, My Life (MHML),
that focusses on SP for people with acute coronary syn-
drome."® As well as MHML, the HF offers a smartphone
App that includes generic information on HD, SP and risk
factor management.”® COACH, MHML and HF Apps are
available at no charge to the consumer. Both programs
have been evaluated and demonstrated to be benefi-
cial."* MHML continues to be ralled out, but due to low
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FIGURE 1 Map of rescarch focus
areas in North Queensiand

numbers, a full assessment is not available. Cardihab’ is
a commercial CR smartphone App that has been demon-
strated to be effective,” but no information is published
on access by people in R&R areas.

To address the issues around access to CR for people in
R&R areas, this research aimed to investigate:

1. post-discharge systems and support for people return-
ing home from hospital following treatment for HD,

2, propose changes to improve access to CR in R&R areas
of NQ.

2 | METHODS

Descriptive case study methodology™ was used, with a
qualitative intespretive framework.” This approach was
suitable for multiple sites™ and allowed for the descrip-
tion of ‘an intervention or phenomenon in a real-life
context’ (the case), in order to ‘develop theory, evaluate
programs and develop interventions.'™ The initial di-
rection and framework of the study were guided by the
findings of (1) an integrative literature review on barriers,

enablers and pathways to CR in R&R areas™; (i) a demo-
graphic study of hospitalisations for HD and referrals to
COACH in NQ™ and (iii) a case study on implementation
of Phase-1-CR in tertiary hospitals in NQ and impact in
R&R areas.” Drawing on this research, deductive analysis
was used to identify primary themes/arcas of interest, to-
gether with the development of semi-structured interview
guidelines (Appendix S2 and S3) for data collection via
purposeful information rich samples.®
Participants were defined by:

2.1 | Inclusion criteria

« Community participants: Adults =18 years: males and
females, discharged from hospital following treatment
for HD in the past five years, who lived independently,
and were eligible for CR, according to HF and Australian
Cardiovascular Health and Rehabilitation Association
(ACRA) recommendations. '

= Community leaders: Long-term residents of the commu-
nity who held leadership positions or were recognised
by the local community as leaders.
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= Health staff: Local and visiting health professionals po-
tentially involved in Phase-2-CR, and their managers.

2.2 | Exclusion criteria

People with a medical diagnosis of mental impairment,
or who despite assistance of a support person/interpreter,
were unable to comprehend the process and thereby did
not fulfil the requirements of informed consent as per
NHMRC guidelines.”

Major steps of thematic analysis as identified by Braun
and Clarke™ (Figure 2) were used to guide the inductive
data analysis and identification of secondary themes.
The initial analysis and review of the secondary themes
was undertaken by the coordinating primary investigator
(CPI}and checked by the primary investigator (PI) against
interview text and field notes to ensure that the themes
were reasonable, logical and obvious.™ Finally, the resulls
were reviewed by the research advisory team.

All processes were conducted according to consolida-
tive criteria for reporting qualitative research (Hyperlink;
COREQ)”  https://cloudstor.aarnet.edu.au/plus/s/vPzk3
Rulpwv3yQl

To investigate factors that impacted on access to CR
in R&R areas, the environment and context (settings),
in which people lived, and availability of health services
were explored. This was achieved thorough meetings with
a local, regional and state health professionals/managers,
bureaucrats, community leaders and members of com-
munity organisations. This process continued throughout
the study and included accessing reports and websites
from each organisation providing services in the focus
areas, thereby, ensuring accuracy of information gathered
(member checking).™

23 | Settings

The four focus communities were Hughenden, Cooktown,
Wujal Wujal and Hope Vale, located in R&R areas of NQ
Australia (Figure 1). These communities were selected as
they provided differing demographic profiles ( Table1) and
employment opportunities including farming, tourism,
small industry, mining, commercial and government ser-
vices, and they were geographically accessible but remote

{at least four hours from a major centre), with higher pro-
portion of Aboriginal and Torres Strait Islander peoples
compared to Queensland overall. To confirm participation
by the community and local health services, pre-research
planning visits were carried out, during which commit-
ment to be involve was established.

All focus communities had higher proportions of
Aboriginal and Torres Strait Islander peoples, lower rates
of year twelve education, more low income households
{<$650/week) and were less likely to have internel access
at home, compared with Queensland overall."® Rates of
hospitalisation for HD in Cooktown, Wujal Wujal and
Hope Vale were also higher, except Hughenden that had
lower rates (Table 1), with no explanation identified.

2.4 | Data collection and recruitment
Recruitment of community participants, health staff and
community leaders, and data collection, were undertaken
over 6 weeks in Hughenden and Cooktown, and 2 weeks
in smaller communities of Hope Vale and Wujal Wujal,
in line with advice of the Department of Prime Minister
and Cabinet, best practice for community consultations.*
Community participants were recruited through health
staff or community groups, with whom the CPI discussed
the project and provided simple English language bro-
chures that described the project, and provided research
team contact details { Appendix S1). Potential participants
either contacted the CPI or consented for the CPI to con-
tact them. The recruitment of health staff was via routine
staff meetings, with community leaders identified through
local councils and community groups. Prior to interviews,
the CPI provided each community or health staff par-
ticipant, comprehensive verbal and written information
about the project purpose, confidentiality and withdrawal
at any time. Participant information sheets: Staff; com-
munity participants and leaders) hitps://cloudstor.aarnet.
edu.au/plus/s/9kTwDYQuINIYCYr

One locum GP and one community participant, de-
clined to be interviewed because they perceived that the
research was not relevant for them. Two pilot interviews
were conducted for each catepory, with no changes made,
and these interviews were included as data in the study.

In line with NHMRC ethical research guidelines for
Aboriginal and Torres Strait Islander peoples, an Aboriginal

Familiarisation: Coding; Searching for
Reading, fe-reading, Systemaiic themes:
listening o process, laheling Cluster codes and
audio-recordings relinrgist Teiahaag. Create key
making notes patterms

Reviewing Defining and Writing repon: analytic
themes; Check for naming themes: narative. Themes
good™Mit’ with al Selecting theme —#| providing framework,
coded data name for clanty of with conclusions deamm
each theme across themes

FIGURE 2 Summary: six steps of thematic analysis™
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were not checked with participants, due to a previous re-
search study that demonstrated interviewees may have
concerns about how they sounded or what they said in
their interviews due to feeling uncomfortable, rather
than inaccuracy,r" Al times, member checking and clar-
ification was also required on maltters identified during
interviews (e.g., referral systems and electronic medical
records). Queries were discussed with staff, community
leaders and regional managers of Torres Cape Hospital
and Health Service (TCHHS), Townsville Hospital and
Health Service (THHS), QH Central Office, Brisbane,
Apunipima and Royal Flying Doctor Service (RFDS).
Responses were recorded in field noles and coded as
clarification notes (CN).

2.7 | Analysis

Data from each focus community was analysed separately
with findings interpreted against the research objectives
and integrated to form one case.™ Audio interviews were
professionally transcribed verbatim. All transcriptions
and field notes were analysed thematically, through a pro-
cess that identified headings (nodes), and subheadings,
through reflective induction.’ To ensure confidentiality,
coding was used for community participants (CP), com-
munity leaders (CL) and health staff (8), with numbers
used for focus communities (1-4). This inductive analy-
sis took a flexible approach in which researcher interpre-
tation and judgement was used to identify ‘underlying
ideas, assumptions, conceptualisations and ideologies.™"
This process was facilitated by NVivo-12, and enabled
confirmation and clarification of the primary themes/
areas of interest and development of secondary themes
that capture ‘levels of patterned responses of meaning.™

Triangulation™ occurred by collecting data from three
different participant groups (CF,CL and S) in four separate
communities. This data was augmented by web pages,
emails, and field notes taken at follow-up and clarification
meetings. This process was systematic, rigorous, and re-
sulted in data that was illustrative of the objectives of the
case under study.*

The following section presents findings from the inte-
grated case to identify factors that impacted on access to
CR in R&R areas of NQ.

3 | RESULTS

In line with case siudy methodology, the resulis of the
analysis are presented as a summary of synthesised data in
order to "build towards a more integrated understanding
of events, processes and interactions™ as follows:

1. Overview of health services in focus communities.

2. Factorswhich impacted on access to CR (post-discharge
care).

3. The way forward.

3.1 | Overview of health services in focus
communities

Hughenden, and Cooktown Multi-Purpose Health
Services (MPHS), together with Hope Vale and Wujal
Wujal Primary Health Care Centres (PHCC), provided
health services for people in their local community and
surrounding areas. Both of them provided accident and
emergency, in-patient acute, chronic disease, and long-
term aged, outpatient mental health, allied health and
community health services and health care support for
Aboriginal and Torres Strait Islander peoples.

Onsite health care at Hughenden MPHS is predomi-
nantly provided by nurses, supported by visiting AHF, GP
and an Aboriginal or Torres Strait Islander Liaison Officer.
AHP provides services predominantly through contracts
with NQ Primary Health Network (NQPHN) and QH. The
local GP is also the MPHS medical director and provides
on-call emergency care.[51/1] The majority of specialist
medical, and occasionally AHP consultations, are pro-
vided by telehealth.[THHSCN7/1] The Heart of Australia
truck visits Hughenden four-to-six weekly for one-to-
three days and provides cardiac diagnostic and monitor-
ing services on referral from a medical officer. Bulk billing
is available for people with a health care card.[S14/1]

Onsite health professionals in Cooktown include a
medical director, staff doctors (number depending on
availability due to recruitment difficulties), a number of
ATSIHW, AHP and nurses. Cooktown MPHS is a hub
that provides outreach services in the southern Torres and
Cape region, extending to the Lockhart River and Weipa
(Figure 1). Wujal Wujal and Hope Vale are provided vis-
iting services by Cooktown. Medical care for HD is pro-
vided by cardiologists who visit Cooktown approximately
five times a year, and a general physician who provides
specialist medical care for people with chronic diseases
in Cooktown, Wujal Wujal and Hopevale through four-
six weekly visits.[S6/3] People also travel to Cooktown or
Cairns for consultations or attended by telehealth in their
local PHCC.[TCCN 23/2]

Wujal Wujal and Hope Vale PHCC, provide primary
clinical, men's, women's, children’s health, chronic dis-
ease management and emergency services. Staff included
community-based nurses and ATSIHW, supported by ad-
ministrative and operational service officers. Medical of-
ficers and AHP from Cooklown provide visiting services
one-to-three days a week. Primary health care, alcohol,
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tobacco, other drugs interventions and social wellbeing
services were provided onsite by resident staff, or by one-
to-two weekly visits by Apunipima Cape York Community
Controlled Health Service (Apunipima). Royal Flying
Doctor Service provided similar visiting services, often
in areas not serviced by QH or Apunipima. [S9/4, S11/3,
TCCN3/2]

PHCC are open Monday to Friday (apart from pub-
lic holidays), business hours, with nurses and ATSIHW
providing on call after hours emergency care, that in-
cluded triage, stabilisation and if necessary transport to
Cooktown by ambulance.[CL1/2]

Overall health service provision in R&R areas is pre-
dominantly funded by a mix of Australian Government
{federal) and QH (stale) funding arrangements:

= Federal: GF, Medicare, NQPHN, Apunipima, RFDS,

« State: MPHS, PHCC, Apunipima, RFDS, Heart of
Australia (commercial organisation subsidised by QH
[s14/1]).1

All services provided by MPHS, PHCC, RFDS,
Apunipima, QH and NQPHN contractors had no direct
cost for consumers. Both Hughenden and Cooktown GP
services bulk billed people with a health care card, and
Aboriginal and Torres Strait Islander people through the
Federal Government ‘Closing the Gap’ scheme.[CN1/1,
514/4]

3.2 | Factors that impact on access to CR
(Primary and secondary themes)

Factors that impact on access lo CR are presented ac-
cording to primary and secondary themes, (Table 3) with

verbatim responses of community participants, com-
munity leaders and health staff, to illustrate CR access,
understanding, post-discharge referrals, and if holistic
health care for people with HD was provided and finally,
away forward.

3.21 | Theme 1: Post-discharge plan
understanding, referrals and support

Overall, this study found that community participants
and health care staff demonstrated poor understanding
of post-discharge care. Discharge plans from the treating
hospital were often delayed, and staff lacked the knowl-
edge to provide holistic care. Subsequently, post-discharge
care provided was predominantly clinical:

..our information and focus is clinical. We get
the people in clinically and it might not trig-
ger in the nurse when we’re taking the blood
pressure or talking about the medications in
heading further down the track and sending
a referral onto physios or dietitians and any
of those type of things...and I do think a lot of
that probably gets missed[S2/2]; and...clinic
provides Webster pack medication, does
medical check, people advised to go home
and rest{CP4/2]; ...my GP generally only pre-
scribed medication|[CP 6/4].

Community participants were not referred to AHP for
risk factor management for HD:

...[if] patients with heart disease are referred to
physiotherapist, mostly it's back pain foot pain

TABLE 3 Primary themes/areas of interest and secondary themes (community participants, community leaders and health staff)

Primary themes/area of interest (community participants,
community leaders and staff)

Post-discharge understanding, referrals, and support for cardiac
rehabilitation in rural and remote areas of North Queensland

CR understanding and access in rural and remote areas of North
Queensland

The way forward to improving access to CR in rural and remote
areas of North Queensland

Secondary themes

+ Access to services and systems of health care.
Allied/ancillary health role and holistic care.
Communication, co-ordination and referrals.
Home-based and alternative care.

The way forward.

» Access to health services, CR/secondary prevention (SP)
and systems of health care.

+ Allied/ancillary health role and holistic care.

Communication, co-ordination and referrals.

Home-based and alternative CR.

The way forward.

What can be done to improve access 1o CR in R&R areas
of NQ?

-

-
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and knee pain[51/2]; and ...so in the time that
I've been here in this position [AHP], which
is 10 months, I haven't had any referrals for
cardiac patients;[323/1]; ..you were speak-
ing about cardiac rehab and it's tricky.,... we're

COACH was rarely mentioned by health staff, commu-
nity participants or leaders, and when prompted, doubt was
expressed about its suitability for people in R&R areas espe-
cially for Aboriginal and Torres Strait Islander peoples:

|AHP] not getting the referrals. It doesn't mean
they're not out there. Obviously, the stats say
that they[people with HD] are but we're liter-
ally just not getting them.[S23/1]

Staff lacked information and guidance from the dis-
charging hospital about ongoing care:

... & lot of the time the patient comes home
from a cardiac intervention and the discharge
summary is not completed,[S2/2]

.50, [ think there's a lack of knowledge and
from our perspective of knowing what is ex-
pected when a patient has a stent or has open
by-pass surgery or things like that. So what is

..COACH 1 think out here, especially with
Indigenous people, face-to-face is better. And
the more that I see of one person, the ease of
access or lalking to them and building that
sort of rapport with them[improves].[S6/1]

... face-to-face is always better in Indigenous
health and people do pretty good with
Telehealth these days[51/2], and..it doesn’t
work for lots of people in remote areas, with
poor mobile phone coverage, no reception,
don’t want to talk to a stranger on a phone.
So, some of the Indigenous communities, this
wouldn't work at all. But they need a person
there to talk to. 59/4

expected in that rehabilitation phase? [S2/2] AHP and nurses who had previous experience in CR
demonstrated sound understanding, and potential for par-
ticipation in CR. One nurse with previous experience in CR
3.22 | Theme 2: CR understanding and explained:

AaCCEess

So physiotherapy would be the main one,

but you'd also look at the factors that put
them into that situation in the first place. So

if they were a big drinker, a big smoker, a big

drug user, you'd start to get some counselling

There were no centre-based Phase-2-CR programs in the
focus communities, and community participants were
generally referred to the GP who provided clinical care:

When I left hospital, all T basically knew was,
that I had another visit in, I think was three
months. And that was it. There was no follow
up out here whatsoever. No physio. Nothing.
So, I was groping in the dark. And, it was really
quite scary for me, mentally. [ ended up asking

around that. There's also a bit of a syndrome, T
believe, after people have had major heart sur-
gery where they have a depression afterwards.
WVery high risk for depression. So, I'd be look-
ing at a mental health report, if the patient
wanted it, of course, and also review. [S4/2]

the doctor for some tablets.. Antidepressants.
[partner added] ... and he's still doing it. He
goes every two weeks [to GP] for bloods, noth-
ing else suggested. No referrals. [CP13/1]

AHP also demonstrated a holistic approach:

Health promotion is a real passion of mine
as well, but we don't really do anything with
heart disease[S11/4]..but our plan, myself
and [another AHP], is to actually do a sep-
arate cardiac rehab exercise group at the
..Lhe only thing I had was a phone call from club[S4/4].

COACH, they call themselves, and the girl,
she was very nice. Yeah, we probably spoke
for an hour on the phone. Other than that, I
had to make an appointment to see the local
GP here, who did blood tests, and that was
about iL[CP10/1] [no further follow-up from
COACH after 3 months)]

CR was available via COACH or MHML, but only one
community participant was referred to COACH:

3.2.3 | Theme 3—The way forward

Suggestions by community participants, community
leaders and health staff on improving access to CR in
R&R areas, included improved co-ordination of services,
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utilisation of telehealth, appropriate referrals, guidelines
and information from the discharging hospital to local
staff, and linking people with local groups and programs:

Discharge plans and notification of discharge: There’s
no aufomatic system fo tell us [that someone has refurned
to the community posi-discharge] except for a letter showing
wp in the mail many, many weeks later.[32/2]

It's finding them pathways for that. [referral
from the discharging hospital, linking peo-
ple into services post-discharge] and then if
they've consented for [a communily nurse
or local health service provider] to contact
them, I ring them and say, I've just got your
discharge paper consent form. Would you like
an appointment? How are you going?[S3/1]

Or even if they just—a bit like when you
come home after a baby. ...They used to come
and visit you maybe once or twice. Then
from then on you just used to go to the clinic.
[CPs/1]

Reaching out and providing holistic care supported by
guidelines to ensure that staff have the knowledge to pro-
vide holistic post discharge care was proposed:

Yeah, just someone, or a program,...You need
someone there to still monitor them, and
know the steps, [guidelines for post discharge
care and CR], and something that people can
go to. Because it helps people get out of the
house.JCP3/1] and to support locally pro-
vided holistic care a..framework [or]guide-
lines for standard care—e.g., what everyone
with heart disease needs: Physical activity; di-
etary advice; psychosocial support—needs to
be provided in conjunction with Apunipima
who focus on a wellness model.[S2/2]

Staff and community leaders advocated for better coordi-
nation of services and use of telehealth:

If we can get all the service providers to link
into the community and provide some out-
comes as a joint community session, then
we'd probably come up with better things...
to link people into different, groups and
programs;[CL2/4] and..We thought that if
we could have the service providers work-
ing together and linking in to each other, it
would probably provide overall a much better

A D Al
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service, and there would be transitions from
one to the other.[CL2/4]

Telehealth could help with group discus-
sions to discuss risk factors, diet, walking
and smoking. This would be better than
COACH because people prefer visual, ‘seeing
is better.’[83/3]

...I think moving forward, when we were de-
signing our model of care, 1 really think that
COVID has changed how we do care with
technology, and I think that will be a big part
of care moving forward...Videoconferencing
technology isn't for everyone, but we've had
some really good responses. It just depends
on how good the technology is.[S9/4]

The insights of community participants, staff and com-
munity leaders on understanding and access to CR reha-
bilitation, provided direction for improving access to CR in
R&R areas of NQ.

4 | DISCUSSION
Effective healthcare systems are required to ensure that
people in R&R areas have access to CR. Health staff,
community leaders and community participants with
HD identified the need for more information about CR,
improvements in referral services and local holistic,
multidisciplinary care. AHP and health staff who had
previously been involved in CR programs demonstrated
a sound understanding of CR.[34/4, S3/4, 56/4, S16/1,
519/1, 823/1] Otherwise, community participants, lead-
ers and health staff had low understanding, and discharge
plans failed o provide adequate guidance.[S4/2, 3/1, 2/2]
Despite AHP understanding and willingness to provide
CR, their opportunity to deliver these services was lim-
ited, due to a lack of referrals for people with HD, together
with an absence of pathways or guidelines.[S4/4, §3/4,
§19/1] AHP reduced ability to be utilised to their full po-
tential, which is also reflected previous research that de-
scribed AHP's diminished role in holistic health care, and
SP.*'"* Further, post-discharge care for people with HD
was found to be predominantly clinical,[2/2] with medical
discharge summaries often delayed and rarely mentioning
CR or risk factor management,[52/2] confirming findings
af a previous Phase-1-CR implementation study.”

Access lo CR was impeded due to limited availability
of centre-based CR services in R&R areas of NQ." com-
bined with a perception that centre-based facilities were
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necessary for provision of CR[CL1/1]. This was com-
pounded by home-based telephone support programs,
such as COACH and MHML being seldom used. A range
of factors impacted on utilisation of these programs, in-
cluding low referrals,'® unreliable internet and mobile
phone services, and Aboriginal and Torres Strait Islander
peoples’ preference for face to face communication.
[CN1/2&2/2]

Health systems’ weaknesses further impacted on
Phase-2-CR attendance, including inadequate implemen-
tation of Phase-1-CR, in tertiary hospitals in NQ.”" This
shortfall resulted in patients’ poor understanding of their
disease, post-discharge care and low referrals to Phase-
2-CR.*" QH Chronic Disease Manual recommends referral
to CR or local health services to ensure continuity of care
for all people with stable HD,* but no evidence of imple-
mentation of this recommendation, including guidelines
or pathways, were found. [QHCN4/1]

To improve access to CR in R&R areas, a multifaceted
systems approach that includes pathways and guidelines
is required. Such an approach needs to commence prior to
discharge from hospital and link patients to local health
care providers to ensure CR is provided in their local
community. There are examples of effective community
based programs that provide holistic patient-centred
care. These include the diabetes model of education and
self-management,” and community-based post-natal
care,[CP5/1,53/1] in which referrals, patient consent for
follow-up, and guidance for post discharge holistic care
are sent by the discharging hospital to locally based com-
munity nurses, ATSTHW, AHF, diabetes educators and/or
GP. It is proposed that CR services could be implemented
through a similar community-based system. Such a sys-
termn would include initial assessment, coordination and
referral of community-based/visiting health care pro-
viders for ongoing health care, risk factor management
and psycho-social support, augmented by telehealth
and telephone CR. To ensure successful system changes,
pathways, guidelines and ongoing staff education, are es-
sential particularly in R&R areas due to high staff turn-
over.*” An example of a tool that addresses these issues
is the Western Australia Department of Health's puide-
lines and pathways for CR" that could be adapted for
Queensland.

As part of the development and implementation of
revised CR services in R&R areas that are accessible to
all, it is important that terminology reflects a common
understanding and clear purpose of CR, and dispels the
perception that CR programs are centre-based and often
linked to hospitals."* Thereby, the term Heart: Road to
Health (HRH) proposed. Heart: Road to Health aims for
post hospitalisation improved health and quality of life

for people with HD, through a process that includes flex-
ible, holistic multidisciplinary health care and risk man-
apement in all settings.”

Given the generally poor understanding of CR, it isun-
surprising that there are deficiencies in holistic multidis-
ciplinary CR or SP provided in a range of environments."
This study found that the majority of populated areas of
NQ had access to community-based or visiting health care
services that included ATSIHW, nurses, AHP and medi-
cal staff.*” Therefore, it is proposed that it is possible o
develop a HRH, that utilises local health resources, sup-
ported by pathways and guidelines. This model of care
needs to be further developed and implemented to ensure
that HRH is available for all.

4.1 | Strengths and limitations

The environment of this study is prone to rapid changes
due 1o high staff turnover and occurred during a time of
rapid change associated with the COVID-19 pandemic.
Hence, information provided is as accurate as possible
at the time of data collection. To mitigate this, follow-
up has been undertaken to check for any significant
changes prior to submission of this paper. Qualitative
research was used for this study, and while a large num-
ber of interviews were carried out that demonstrated
consistent findings, this does not necessarily account for
the views of all health staff, and caution should be taken
with applying the findings more broadly. However, it
is also possible that findings may have broader appli-
cability beyond NQ, and given the potential for CR to
have a significant impact on HD mortality and morbid-
ity, it would be desirable to replicate the study in other
parts of Australia and beyond. When discussing health
services, we did not include organisations that provide
social support such as woman's and child care groups,
or sport and recreation. These groups are considered
highly important for the health and well-being of the
community and were only omitted due to constrainis on
the length of the paper.

5 | CONCLUSION

Systems for CR in R&R areas were inadequate, result-
ing in limited understanding and access to CR, dem-
onstrated by an absence of holistic, multidisciplinary,
coordinated post-discharge care for people with HD. To
counteract the common perception that centre-based fa-
cilities are required for CR, a change of terminology o
Heart: Road to Health (HRH) to indicate a pathway for
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improved health outcomes and quality of life is recom-
mended. To implement HRH, a systems approach that
includes guidelines and in-service education would be
required. Healthcare system changes would also be a
pre-requisite to develop a model of care that focus on
self-management and education. To achieve this, post-
discharge referrals to a case-coordinator to manage a
process that includes co-ordinated holistic, multidis-
ciplinary health care that utilises local/visiting health
professionals would be required.
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4.3.3 Conclusion

There is a pressing need for systems changes to address the barriers and build on the enablers
and develop pathways to improve access to secondary prevention in R&R areas of NQ. The
way forward has been identified through the model of Heart: Road to health. This model
encompasses the theories of public health, health promotion and primary healthcare in the
revision of healthcare systems including the development of guidelines and pathways to
ensure that all people in R&R areas of NQ receive the post-discharge secondary prevention
that they require. Of particular importance are the needs of Aboriginal and Torres Strait
Islander people, who are the most disadvantaged because of high rates of disease and poor
social determinants of health (SDoH), which are barriers to optimal health, health literacy and
disease self-management.[10] Thereby, to develop client-centred, holistic, efficient, and
effective, culturally responsive secondary prevention programs, it is necessary to consider the
needs of community members, local staff and health service managers. To achieve this,
continuous quality improvement and co-design processes are proposed, (Chapter 5: 5.3.2).
These considerations, contributed to an iterative process that included further discussion and
consultation with healthcare staff, community members and leaders, (Stage 4b) resulting in
the model for Heart: Road to health, and subsequently Road to health, for HD, diabetes and

renal disease as discussed in Chapter 5.

102



Stage 4b Pathways to Heart: Road to health

Chapters

1. Introduction

2. Integrative literature
review

3. Methodology and
methods

Content & publications

Background, introduction & implications of the
: research

Stage 1 Research foundations

Cardiac rehabilitation services for people in rural and

|:> remote areas: Integrative literature review (2007—
2016). Published 2020 (Paper 1). Supplementary
review (2018 —2021)

Project protocol: Improving access to cardiac
rehabilitation in rural and remote areas: A protocol for

|:> a community-based qualitative case study.
International Journal of Therapy and Rehabilitation.
Published 2021 (Paper 2)

Stage 2 Results: Heart disease, hospitalisation, and referral

4. Results

4.1 Epidemiological
study

Heart disease, hospitalisation, and referral: coaching to
|:> achieving cardiovascular health through cardiac
rehabilitation in Queensland. Published 2020 (Paper 3)

Stage 3 Results: Hospital-based Phase-1-Cardiac Rehabilitation

4.2 Hospital case study
series

::> The importance of cardiac rehabilitation in rural and
remote areas of Australia. Published 2021 (Paper 4)

Stage 4a Results: Community-based Phase-2-Cardiac Rehabilitation

4.3 Community case
study series

Improving access to cardiac rehabilitation in rural and
|::> remote areas of North Queensland: How well are we
doing? Published 2022 (Paper 5)

Stage 4b Pathways to Heart: Road to health

5. Discussion and
conclusion

5.3.1 Heart: Road to
health for Aboriginal and
Torres Strait Islander
people

5.3.2 Model for Heart:
Road to health

|:> Discussion and conclusion

Improving access to cardiac rehabilitation (Heart: Road

|:> to health) for Aboriginal and Torres Strait Islander
peoples in rural and remote areas of North
Queensland. Published 2022 (Paper 6)

Model for Heart: Road to health or Chronic disease:

|:> Road to health in rural and remote areas. Submitted
for publication Oct 2022 (Paper 7)

103




Chapter 5: Discussion and conclusion

5.1 Introduction

Cardiac rehabilitation (CR) is a successful method of secondary prevention that results in
improved health outcomes for people with heart disease (HD).[70, 118, 119] Despite this, CR
is poorly attended.[24, 102] This research identified a range of barriers for access to CR in
rural and remote (R&R) areas of NQ. These included poor implementation of hospital in-
patient Phase-1-CR, low referrals and access to various models of post-discharge Phase-2-CR,
such as centre-based CR programs, telephone support, telephone apps and telehealth.[102,
120] Notably, people with HD, as well as healthcare staff in hospitals and R&R communities,
have poor understanding of CR and subsequent benefits.[83]

CR programs are rarely available in R&R areas of NQ, and existing programs often lack
flexibility and cultural responsiveness. Further uptake of home-based telephone services
continues to be poor.[102, 121] Barriers to access are further compounded by poor social
determinants of health (SDoH), including education, socio-economic factors, access to
services and costs (5.3.3).[122] Enablers include a range of existing resources which could be
better utilised to enable more effective provision of CR, together with improved use of
telehealth. There are also a range of alternate chronic disease and aged care programs which
provide holistic, client centred, culturally appropriate services (Table 10). This thesis
proposes that these resources could be better utilised through improved communication,
coordination and collaboration for effective healthcare provision, including secondary

prevention (5.3.3).[122]

To address the barriers and develop the enablers and pathways the model of Heart: Road to
health, (5.3.1: Figure 1; 5.3.2: Figures 1 & 2) was developed to improve access to CR in R&R
areas of NQ, and ultimately result in improved health outcomes.[102, 120] This model is
based on revision of current health services to ensure a client centred, holistic,

multidisciplinary, culturally response approach.

Prior to this research, no comprehensive research of CR that follows the pathway of clients
from hospital to home had been undertaken in R&R areas of Australia. While undertaking this
research it was clear that terminology was important, as a lack of knowledge about CR was
common. CR was often perceived as applying to centre-based programs, and ‘rehab’ for
people post orthopaedic surgery and stroke, or linked to drug and alcohol programs.[102] In

an effort to address these misconceptions the terms secondary prevention and Heart: Road to
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health were increasingly introduced, and explained during the discussions with community-

based healthcare staff, clients, their families and community groups.[102, 122]

As risk factor management is equally as applicable for a range chronic diseases, including
heart, diabetes and renal disease, it is important to ensure a wider understanding of these in
the community when implementing CR.[123] Common risk factor modifications for chronic
diseases include exercise, balanced diet, not smoking, low alcohol, and medication
monitoring.[124] A chronic disease, rather than a disease specific approach, is supported by
Queensland Health (QH) and North Queensland Primary Health Care Network (NQPHN)
(Appendix 7.4).[51] Thereby it is proposed that the model developed for Heart: Road to
health be considered as a generic Road to health which includes HD and/or chronic diseases

such as diabetes and renal disease.

Whilst risk factors for chronic diseases are common, medical treatments and specific client
needs vary widely, and require specialist medical, nursing, allied health professional (AHP)
and Aboriginal and Torres Strait Islander Health Worker support for comprehensive
secondary prevention.[58] The following sections of this chapter relate to this transition from

Heart: Road to health to a generic Road to health approach.

5.2 Research summary and synthesis

To investigate barriers, enablers and pathways for all adults living independently in R&R
areas of NQ and develop a model for Heart: Road to health, a sequential approach was taken
across four stages. The methodology called upon conceptual and theoretical frameworks,[96,
97] integrated with public health, health promotion and primary healthcare theories, linked to
a highly consultative approach.[76, 77] A summary of the stages are as follows:

Stage I: An integrative literature review that identified barriers, enablers and pathways for
access to CR in R&R areas of Australia and other developed countries.[83] The initial review

was published in 2018, and updated in 2021 (Chapter 2).[83]

Key results: The importance of healthcare staff, especially doctors, in promoting CR was
identified.[66, 71] Overall understanding of CR was low, and at times, considered
unnecessary for younger and fitter people.[125] To provide CR in R&R areas flexibility was
identified as important due to disparate and diverse populations.[68, 126, 127] The need to
provide improved workplace education on secondary prevention and cultural matters, for all
healthcare staff was identified as important, due to clear knowledge deficits and inadequate
culturally responsive healthcare services, together with the influence of the dominant western

medicalised model.[12, 29] Some examples of individual culturally responsive programs for
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Aboriginal and Torres Strait Islander people were found, but these were not widely
available.[12, 29, 126] However, flexibility, client centred approaches and the involvement of
ATISHW, together with cultural training for non-Indigenous staff, was found to improve
access and acceptability of CR programs for Aboriginal and Torres Strait Islander people.[12,

126]

Barriers to centre-based programs included travel, costs, dislike of groups, poor program
flexibility and work hours. Attendance was impacted by gender (women are less likely to
attend), differing cultural needs, levels of education, socio-economic status, age (too old or
too young), mental health and multi-morbidities.[63, 65, 66, 68, 69, 125] An optimal
multidisciplinary team approach to CR that includes a GP, cardiologist, nurse,
physiotherapist, dietitian, psychologist, and an exercise physiologist is recommended by the
National Heart Foundation of Australia (NHF) and Australian Cardiac Rehabilitation
Association, (ACRA).[1, 58] This is unlikely to be achievable in R&R areas of NQ. Enablers,
included early referrals, the need for flexible, culturally response client centred care, including

home visits, telephone/telehealth programs.[63, 72]

Overall, weak or poorly implemented healthcare systems, inadequate referrals and provision
of secondary prevention were identified, as well as inconsistent knowledge and valuing of
secondary prevention, by people with HD (clients), and health professionals.[59, 63, 66, 127,
128] The information clearly demonstrated the need for further research, to address the
barriers, build on the enablers, and revise pathways, to improve access to secondary
prevention in R&R areas. The findings of the integrative literature review provided the
foundation for the following stages, of this research. Prior to commencing more specific
studies on Phase-1-CR in hospital, and access to Phase-2-CR or secondary prevention R&R
areas, it was decided that it was important to have a clear understanding of rates of
hospitalisation for people with heart disease in Queensland, and referral rates to QH home-
based secondary prevention program, Coaching on achieving cardiovascular health

(COACH). (Stage 2)

Stage 2: An epidemiological study undertaken to investigate variations in hospitalisation and
referral to COACH for Aboriginal and Torres Strait Islander and non-Indigenous people,
(Chapter 4: 4.1).[121]

Key results: In R&R areas of NQ overall rates of hospitalisations, mortality, and burden of
disease from CHD are higher, with poorer access to services, than in metropolitan areas,

(Chapter 1: 1.1.1, Table 1; 4: 4.1).[14, 17] Queensland’s Aboriginal and Torres Strait Islander
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people have higher rates of hospitalisation (relative risk 1.1, range 0.56—2.23) for heart and
related disease compared with non-Indigenous people. These rates are unlikely to reflect the
needs of Aboriginal and Torres Strait Islander people in R&R areas given the prevalence of
coronary heart disease (CHD) disease in Aboriginal and Torres Strait Islander people is twice

that of non-Indigenous people in Australia[14]

COACH referral rates ranged between 2.3% and 13% for non-Indigenous people in NQ, and
between 4% and 20%, for Aboriginal and Torres Strait Islander people. Given that the vast
majority of the NQ Hospital and Health Services (HHS) have no centred-based CR services
outside metropolitan areas (Chapter 1.1.1: Figure 2), these referral rates are also likely to be
inadequate.[121] Deficiencies in identification and possible under enumeration of Aboriginal
and Torres Strait Islander people’s status could have affected results in some areas, (Chapter
4:4.1).[121] This study confirmed that further investigation of factors that influence referral
and access for post-hospitalisation secondary prevention. These issues are further investigated

in (Stages 3 and 4a)

Stage 3: A case study series that focused on cardiac in-patient facilities in two public and two

private tertiary hospitals in Townsville and Cairns. The study investigated:
1. healthcare professionals’ understanding and implementation of Phase-1-CR

1.  in-patients education and understanding of their disease, treatment, and importance of

CR
iii.  discharge planning, and referrals to Phase-2-CR.

iv.  possible impact of these factors on post-discharge secondary prevention in R&R areas

of NQ. (Chapter 4: 4.2).[120]

Key results: Across all hospitals, Phase-1-CR was provided for 31% (range 6—53%) of in-
patients with a length of stay (LOS) >3 days. This rate increased to 74% (range 67-80%) in
cardiac services with cardiac educators. For cardiac services with no cardiac educators, and
LOS >3 days the rate fell to 14% (range 6-26%). For LOS <2 days the rate was to14% (range
6—39%), for patients admitted to cardiac services with cardiac educators and 9% (range 0—
19%) for in-patients in all areas of all hospitals.[ 120] Involvement of direct care staff in the
provision of Phase-1-CR, and in-patient understanding of their disease and discharge plan,
and referral to CR, were low. Finally, only 5% (range 3-6%) of medical discharge summaries,
which were the primary communication tool from tertiary hospitals to R&R healthcare

providers, mentioned risk factor management, CR or secondary prevention.[120]

107



Overall, levels of Phase-1-CR in tertiary hospitals in NQ fell well short of recommended best
practice.[ 1] This resulted in clients from R&R areas being discharged with little or no
secondary prevention follow-up, and apart from a predominantly clinically focussed discharge
plan that was commonly delayed, and usually sent to a local GP if available. These factors
resulted in insufficient information for clients to be proactive in achieving their holistic
healthcare requirements, and community-based staff to support this process (Chapter 4:
4.2).[120] This study identified the need to improve Phase-1-CR and that more information
was required to establish the support available for the provision of secondary prevention in

communities in R&R areas of NQ. (Stage 4a)

Stage 4a: A case study series that investigated barriers, enablers and pathways for improving
access to Phase-2-CR (secondary prevention) in Hughenden, Cooktown, Wujal Wujal and
Hope Vale (focus communities), (Chapter 4: 4.3).[102]

Key results: In the focus communities the majority of healthcare in R&R was provided by QH
Multi-Purpose Health Services (MPHS) and Primary Health Care Centres (PHCC). These
facilities were staffed by resident healthcare staff, predominantly nurses, Aboriginal and
Torres Strait Islander Health workers (ATSIHW), supported by visiting staff, including
medical officers, and allied health professionals (AHP). Other service providers were
Aboriginal Community Controlled Health Services (ACCHO), Royal Flying Doctor Service
(RFDS), contracting organisations, and individual private health practitioners. There was no
routine systems for communication or coordination of services and collaboration was lacking
between these organisations. As a result services were often fragmented with resultant

duplication and gaps in client care.[102]

Barriers to secondary prevention included poorly defined referral pathways and low referrals
by hospitals to community-based health professionals, who also demonstrated a poor
understanding of secondary prevention. Post-discharge care was predominantly clinical, and
lacked client-centred, holistic, multidisciplinary, and culturally responsive secondary
prevention. These deficits were compounded by underutilisation of ATSIHW, which
impacted on low provision of culturally responsive care for Aboriginal and Torres Strait

Islander people.

Overall, major barriers to access to CR in R&R areas of NQ was limited centre-based CR
services; low awareness, referrals, and acceptance of telephone support services; inadequate
or absent community-based models for secondary prevention.[102] Generally, clients received

low levels of holistic care and lacked the health literacy to be proactive in their own disease
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management. Enablers, included the range of available resources, which through revised
healthcare systems, supported by policies, pathways, guidelines, and in-service education,
have the potential to improve provision and access to secondary prevention, in R&R areas of

NQ[102] (Stage 4b)

Stage 4b: In line with the sequential approach, Stages 1-4a informed the development of a
model of healthcare, Heart: Road to health, designed to improve access to secondary
prevention in R&R areas of NQ. To achieve this, an iterative process was used for further
consultation and discussion on the findings of the research. This process included local
community members and leaders, plus local and regional healthcare staff and managers. To
facilitate the discussion, an information paper was developed (Appendix 7.2). This paper
identified the lack of a comprehensive system for secondary prevention as the central issue,
and the need to improve access to secondary prevention in R&R areas, through a flexible,
client-centred, holistic, multidisciplinary, culturally responsive model of care (Heart: Road to
health), (5.3.2 Figure 1). It is proposed that such a model could be achievable through
reorientation of healthcare services, including improved communication, coordination and
collaboration, between the range of currently available healthcare providers, supported by
policies, pathways, guidelines and in-service education.[102] Continuous quality
improvement (CQI) and co-design are recommended to address these issues and develop the

Heart: Road to health, (5.3.2).

The Heart: Road to health model continued to be developed in cooperation with Hughenden
and Cooktown Community Advisory Networks. Further, a forum, Heart or Chronic disease:
Road to Health was convened in August 2022 and attended by health service providers and

stakeholders including QH, NQPHN, Apunipima and NQ HHS representatives.

Each stage of this research has informed following sections, including the discussion and
conclusion of the thesis. This sequential approach led to the development of Heart: Road to
health and further the transition to a generic Road to health approach. The Road to health is
proposed as a healthcare approach for people with HD, diabetes and renal disease, that could
potentially improve access to secondary prevention, and ultimately improve health outcomes

for people in R&R areas of NQ.

5.2.2 Barriers, enablers and pathways for improving access to secondary prevention in R&R areas

of Australia.
In the development of Road to health, there are important factors that need to be considered.

To assist this process a summary of barriers and enablers for access to secondary prevention

109



and holistic, multidisciplinary, client centred care are provided in Table 9.

Table 9: Summary of barriers and enablers for access to secondary prevention, and holistic,

multidisciplinary, client centred care in R&R areas of NQ

Barriers

e Inadequate discharge planning resulted in a lack of
understanding of their disease and post-discharge
care.[117] (Chapter 4: 4.2)

e Low CR referral rates, including home-based telephone
support secondary prevention programs.[102, 120]
(Chapter 4: 4.2, 4.3)

e Lack of centre-based CR and poor uptake of home-based
telephone support programs.[102, 121] (Chapter 4: 4.1,
4.3)

e Poor communication and referrals from hospital to local
health professionals.[102, 120] (Chapter 4: 4.2, 4.3, 5.3.1;
Chapter 5:5.3.2)

e Predominantly clinical post-discharge care.[102] (Chapter
4:4.3;5.3.1; Chapter 5: 5.3.2)

e Lack of holistic lifestyle approach partly due to
underutilisation of AHPs.[102] (Chapter 4: 4.3; Chapter 5:
5.3.1,53.2)

e Generally low understanding of CR by staff, clients, and
community members.[102, 120] (Chapter 4: 4.3, Chapter 5:
5.3.1,53.2)

e No follow-up system, pathway or guidelines for referral to
community nurses, ATSIHW, or AHP, e.g., physiotherapists,
dietitians, social workers, pharmacists, and psychologists,
together with mental health nurses, nurse practitioners
and educators.[102, 120] (Chapter 4: 4.3; Chapter 5: 5.3.1,
5.3.2) Poor utilisation of ATSIHW in holistic and culturally
responsive care.[102] (Chapter 5: 5.3.1, 5.3.2)

e Non-sharing of medical records, resulting in poor
communication between various health professionals and
organisations outside Queensland Health.[102] (Chapter 4:
4.3; Chapter 5:5.3.1, 5.3.2)

Enablers

e A range of multidisciplinary health professionals available,
including nurses, ATSIHW, AHP and doctors.[102] (Chapter 4: 4.3;
Chapter 5:5.3,5.4)

e AHPs have a sound understanding of secondary
prevention.[102] (Chapter 4: 4.3)

e Improved uptake of telehealth and telephone support services
since COVID.[32] (This has not been evaluated in R&R
areas).[102] (Chapter 4: 4.3)

e Several relevant multidisciplinary, holistic, person-centred
models of care are currently being provided in NQ. These include:

- Diabetes education and self-management (Diabetes model)[53]
[102](1.3,4.3,5.3.2,5.2.4)

- Cape York Kidney Care (CYKC)[54, 102] (Chapter 1: 1.3; Chapter
5:5.3.4)

- Older Persons Enablement and Rehabilitation for Complex
Health Conditions (OPEN ARCH)[55] (Chapter 1: 1.3)

- Healthcare In Your Home (HIYH)[129] (TCCHHS -CN6/2)
(Chapter 1: 1.3; Chapter 5: 5.3.4)

- Ear, Nose and throat program - Deadly ears[56] (Chapter 1: 1.3;
Chapter 5: 5.3.4)

e Country Heart Attack Prevention Project (CHAP) in South
Australia is an example of a holistic client-centred model of care
provided through a combination of local face-to-face and
telehealth services.[130] (Chapter 5: 5.3.4)

e Virtual Out-patient Integration for Chronic Disease
(VOICeD)[57]: Medical telehealth consultations for HD, diabetes
and kidney disease. (Chapter 1: 1.3; Chapter 5: 5.3.4)

Barriers (Table 9) identify key factors that need to be considered in the development of Road

to health approach. Enablers are examples of factors and programs that demonstrate holistic,

multidisciplinary, client centred, culturally response services currently being provided in

Queensland and South Australia. VOICeD program is a medically focussed program that

coordinated disease focussed care. [57] No evidence was found of a culturally response

approach, although it is reported to be popular due to reduction in the client’s need to

travel,(TCCHHS, CN14/2).

Pathways for Road to health include the need for the development of comprehensive regional

systems for secondary prevention based on coordination of services for people with HD,

diabetes and renal disease. Coordinated healthcare systems for secondary prevention need to

commence through improved communication and referral from tertiary hospitals to local
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community nurses and/or ATSIHW for post-discharge case-management, (5.3.1, 5.3.2, 5.4).
[102, 117] To achieve this, automatic hospital referrals systems and pathways to a locally
based case coordinator, supported by guidelines and in-service education need to be
established, (Chapter 4: 4.3; 5.3.1, 5.4).[102] To ensure that effective system changes are
achieved, CQI and co-design that facilitate high levels of communication, bottom-up problem
solving, and planning, in conjunction with community members, leaders, healthcare staff and

managers is proposed. (5.3.1, 5.3.2, 5.4).[80, 102, 117]

5.2.3 Resources and translational research for Road to health

A range of community-based and regional resources for healthcare provision in R&R
arcas of NQ have been identified. These include healthcare resources available in R&R
communities,[ 102] supported by regional resources such as QH Chronic Disease Centres.
These Centres predominantly provide services for people with diabetes and renal
disease.[40] It is proposed that the role for Chronic Disease Centres could include the
development and implementation of a generic Road fo health that facilitates a coordinated
approach to holistic, multidisciplinary service provision, that includes secondary
prevention for HD, diabetes and renal disease. This extended role may need extra
resources but the combined focus on chronic disease, rather than a specific disease focus

should achieve economies of scale.[131]

In recent years regional resources have increased to include QH nurse navigators and
chronic disease nurse practitioners, whose roles are complemented by strengthening of the
ATSIHW role.[51] However, healthcare systems that ensure effective and appropriate
post-hospitalisation secondary prevention for heart and other chronic diseases were found
to be ineffectual, and likely to result in less than optimal improvements in healthcare

delivery and health outcomes.[102, 120, 122]

The importance of broadening the focus from Heart: Road to health to generic Road to

health multi-morbidity is highlighted in the following quotation:

...Many chronic conditions share common risk factors that are largely preventable or
treatable, for example: tobacco smoking, insufficient physical inactivity, poor diet,
overweight and obesity and other biomedical risk factors such as high blood pressure.
Preventing or modifying these risk factors can reduce the risk of developing a chronic
condition and result in large population and individual health gains by reducing

illness and rates of death. As with chronic conditions, these risk factors tend to be
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more prevalent in the lowest socioeconomic areas and in regional and remote

areas.[123]

Because of chronic disease multimorbidity and common risk factors it makes sense that a
generic Road to health approach is taken to minimise duplications in services, and multiple
appointments for clients. For optimal effectiveness it is also proposed that regional and
outreach services work cooperatively and collaboratively with local healthcare providers and
provide capacity building for local staff. To achieve a successful outcome, translational
research which is described as translating research into practice, by ensuring that new
research knowledge reaches the populations for whom it is intended, and implemented
correctly,[ 132]is necessary. This research would consider all levels of healthcare systems to

facilitate the provision of the right care, provided by the right people, at the right time.

Essential to the Road to health approach is that local staff need to retain the case-coordination
role because of their knowledge and understanding of local people and communities. Further,
the range of existing alternative models of care provide information and lessons that need to
be considered in the further development and implementation of Road to health, (Chapter 4:

4.3;5.3,5.2.4)[102, 122]

5.3 Discussion

This research has demonstrated that there is a need to improve access to secondary prevention
for clients with HD in R&R areas of NQ. Whilst it is proposed that it may be appropriate to
consider a generic Road to health that includes chronic disease, especially diabetes and renal
disease, this discussion initially focusses on Heart: Road to health in line with the
overarching research question, ‘How can access to CR in R&R areas of NQ be improved?’ To
achieve this, it is proposed that a whole systems approach that considers barriers, enablers and
pathways for a flexible, culturally responsive Heart: Road to health, is developed. Such a
model would need to be provided by a multidisciplinary team who deliver client-centred,
holistic, culturally responsive healthcare. Improved inter and intra-organisational
communication, coordination and collaboration are crucial for this process, (5.3.1, Figure

1).[102, 122]

An important consideration discussed throughout this research is that Aboriginal and Torres
Strait Islander people who live in R&R areas of NQ, have high rates of HD and
multimorbidity,[3] and together with poor SDoH.[10] Therefore special consideration is
required when developing and implementing healthcare services including secondary

prevention. Accordingly, this research has investigated barriers, enablers and pathways

112



specifically for Aboriginal and Torres Strait Islander people, and proposes a way forward that
includes inclusive, culturally responsive, collaborative development and implementation
processes. Through this approach, it is important that the needs of the local staff and

community, together with health service managers are considered.

Two papers that focus on healthcare systems for improving access to Heart: Road to health
are inserted below. The first, (5.3.1, Paper 6), considers factors that are required, to improve

access to Heart: Road to health for Aboriginal and Torres Strait Islander people.

The second paper, (5.3.2, Paper 7) focusses on health systems, and factors such as SDoH that
need to be considered to achieve change necessary for improved access to Heart: Road to

health in R&R areas.

5.3.1 (Paper 6) Improving access to cardiac rehabilitation (Heart: Road to health) for Aboriginal

and Torres Strait Islander people in rural and remote areas of North Queensland

This paper is inserted as published:

Field P, Franklin R, Barker R, Ring I, Canuto K, Leggat P. Improving access to cardiac
rehabilitation (Heart: Road to health) for Aboriginal and Torres Strait Islander peoples in rural
and remote areas of North Queensland. Australian Journal of Rural Health [Internet]. 2022

doi.org/http://do1:10.1111/ajr.12932
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Abstract

Alms: To focus on the needs, challenges and opportunities to Improve
to cardiac rehabilitation (CR) (Heart: Road to health [HRH]) for Aboriginal
and Torres Strait Islander peoples In rural and remote (R&R) arcas of North
Queensiand.

Context: 1t 15 known that there 1s Insufficlent access to HRH for Aboriginal and
Tofrres Strait Islander peoples In RAR arcas of NG, who have the highest rates of
heart discase and soclioeconomic disadvantage mainly due to poor soctal deter-
minants of health. However, at least in part doe to the impact of colontalism and
predominantly western medicalised approach to health care, few gains have boen
made.

Approach: This commentary draws on recent rescarch and Witerature and reflects
on cultural 1ssues that impact on Improving access o an HRH for Aboriginal and
Torres Strait Istander peoples In R&R arcas. The underutilisation of the skills of
Aboriginal and Torres Strait Islander Health Workers (ATSTHW) and a lack of
a defined process to cnsure access to culturally responstve HRH ane discussed.
Finally, a way forward 1s proposed that Includes the development of policies,
pathways and guldelines o ensure that appropriate support 15 avaflable in the
client’s home community.

Conclusion: Tt 5 proposed that culturally responsive, accessibie and effective
HRH Is achicvable through the reorientation of current health systems that in-
clude a continuous client-centred pathway from hospital t home. Tn this model,
ATSTHW will take a lead or partnership role in which thelr ciinical, cultural bro-
kerage and health promotion skills are fully utilised.
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1 | BACKGROUND

There 15 a need [or effeciive health care for Aboriginal
amd Torres Strall Islander people, who have the highest
heart disease (HD) rates In rural and remoie (R&R) aneas
of Australla.' These rates of disease are compounded by
snclneconomic disadvantage, due to poor soclal determi-
nants of health (SDoH), which Include low levels of ed-
ucation, income, inadeguate housing, poor security and
disempowerment dug 1o the impact of colontalism. >

HD contribules o significant Niness, dissbility, poor
quallty of 1ife and high health care costs in Australia.
CR Is an evidence-hased model of secondary prevention
that provides coordinated activitles Including education,
medical care and physical, mental and social support for
self-management w address risk factors for cardiovascu-
lar disease, This process resulls in reduced morialily and
morbidity, improved quality of e and opiimal function.
Ing, together with reduced client and health care costs,**
Tdealty, CR I8 provided through a holistic (heaith and
weell-helng), multidisciplinary approach that Is delivered
in a variety of settings, which Includes hospital Inpaticnt
Phase-1-CR and puipatlent Phase-2-CR.® Desplie known
benefits, CR referrals and attendance are low (30.2%),”
predominantly due Lo inadeguale Phase-1-CR a scarcity
of centre-based services In B&R areas; Inadequate cul-
turally responsive care for Aborigingl and Tormes Straif
Tslander people; and poor acceptance of telephone sup-
part programs. *

Ahoriginal and Torres Stralt Islander peoples have
more than 65000 years of continuous culture,"" disnupted
by the effects of colonfaltsm. Therefore, cullural aspecls
of heallh care are an essenlidl component of health ser-
vice planning and delivery. Cullurally responsive care
Is provided by Aboriginal and Torres Stralt Istander
Community Controlled Health Organisatlons (ACCHO)
and Ahoriginal and Torres Stralt 1slander Health Workers
(ATSIHW), who offer a holistic approach, which 15 re-
ported to reduce the effects of colonisation and structural
m]]

Chanpes are required to address deficiis in the pro-
vislon of health care amd improve access 0 CR for
Aboriginal and Torres Stralt Islander peoples. Currently,
on discharge from hospital, people with HD iclients) are
usually advised to see thelr general practitioner (GF), or In
areas serviced by Primary Health Care Centres (PHCC),
1o consull 4 clinic nurse. During (his process, holistic

multdisciplinary postdischarge care 1s compromised by a
range of faclors including:

{1) medical discharge summaries belng delayed, predom-
Inantly clinfcal and rarely mentloning CR, holistic,
multidisciplinary care or risk factor management®;

() poor understanding of CR by health staff and
clients™™

(1) poor Interhealth service communication® including
non-sharing of medical reconds by dilferenl health
care organisations™;

(v use of predominantly western medical practices (hat
are known to be ineffectual In treating Aborlginal and
Torres Stralt Tslander people™

2 | HOW TO IMPROVE ACCESS TO
CARDIAC REHABILITATION FOR
PEOPLE IN RURAL AND REMOTE
AREAS

Several recent research studies contribute to, and provide
recommendations, for improving access and altendance
to CR for people who live In R&R areas. ™™™ These stud-
fes include an inlegralive Wleralure review hal demon-
sirates a lack of understanding of CR, inflexible services,
low referrals and attendance,” all underpinned by a weak
systematic pollcy-driven approach. To address these short-
falls, there 15 a need for policy-driven, fiexible, calturaliy
responsive holistic programs, deliversd by a multidiscipll-
nary health team, with management support.® An epide-
mivkogical siudy [ound thal Aboriginal and Torres Strail
Islander peoples in Morth Quesmsland (NQ) wers more
likely fo be hospitalised for D than non-Indigenoos
Australlans, (relative risk 1.27-1.98), bul rates were
lower than expected given Indigenous rates of HD are
twice that of non-Tndigenous Australlans.'® Also, referral
rates to home-based telephone support CR {Coaching on
Achieving Cardiovascular Health [COACH]) were found
lo be low In NG 4%-20%."8 To compound (his, a commu-
nity study on provision and access (0 CR In R&R aneas
of NOQ demonstrated that Aboriginal and Torres Sieall
Islander peoples prefer face-to-face communication with
snmeone they trust® Also, the term CR was found o be
confusing as It was linked to centre-based care Inclid-
Ing gym, leaming to walk poststroke, or hip replacement,
or drug and aleohol programs.” To improve clarily and
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understanding of CE, 11 k& recommended (hal the term
Heart: Road to health (HRIT) 15 used.”

It 15 consldered essential that the proposed HRH In-
cludes a pathway that commences with Phase-1-CR that
Includes education, discharge planning and referral to
outpatient, community-based Phase-2-CR, taking a flex-
Ible client-centred approach. In this paper. the lerm palh-
way deseribes (he process, commencing with elective
hospital discharge planning, through a coondinated pro-
gression to community-based HRH. Guldelines refer to
specific activitles that are requined for an evidence-hased
HRH, which Includes clinical care, assessment, risk factor
management and psychosoctal support.”

Based on recent research,**™ the following pathway
lo HEH has been developed. The aim being (o Improve
communicablon, coordination amd collaboration belween
healih care providers, cenire or home-based CR services,
leading to Improved client outcomes (Table 1)

This proposed pathway 1s based on the utilisation and
renricntation of avallable health resources, with or with-
oul a speclalisi HRH coordinator. Currently, all clients

TABLE 1 Fathway b bearl: road Lo heallh

Step Activity
1. Inpaticnt Phase-1-CR to ensure that clicals:

are seen by local health services, and we contend Uhat
lmproved coondination of services will resull In more ef-
fictent and effective service and lead to fmproved health
outcomes. To achicve this, it i proposed that the focal
community-based HRH conrdinator will be a community
nurse and/or ATSTHW who will undertake the initfal as-
sessment, develop a care plan, refer o AHP [or risk [aclor
managemenl andfor arrange (elehealth supporl. These
locally based health professionals, elther solely or In com-
hination, will coordinate local secondary preventlon ser-
vices as outlined In Table 1. In line with recommended
flexible services (Figare 1), this assessment may be at the
lncal health centre or in the client’s home as negotiated
with the client. In the majority of cases, 1L 1s possible for
people who live in (he immediale communily served by
the local health centre. However, In areas where the cli-
ent may live very remolely the assessment will need (o be
negatiated elther via phone or compater 1ink, with face-
to-face conducted when the client visis the focal centre
for farm supplies or groceries.” Collahorative and consul-

tative interorganisational policies, procedures, education

Responsibility
Huspital managemeni and clinical stafl

{1 understand thelr discase, postdischarge plan, and the need for a

comtinunus TTRIT
(i}
{eommunity nursel ATSIHW)
()  consent for fofow-up

2 I the cllent’s Bomse comamimity, of recetpl of a postdischangs: referral and

afe referred o 3 CR service andfor 2 local HRH caze conddinator

Comimanity miirse andor ATSTHW

conseni for ollow-up, the HRH case coordinator contacts the client and
organises & face-lo-face mecting. This meeling may be al the clent's homa,
with their amily, or health centre, depending on the client’s proference

3 Ivuring the initial meeting the HEH coordinalor will attend o immedtake

Communify marse aml'or ATSIHW

hezlih care needs such a5 medications, bliood pressure check and wound
care (a5 reguired) and complete an assessment a8 per Naliomal eard

Froundation crikeaa'™

4. The 1EH coordinator will conzuli with 2 designated CR specialist, who may
b haged al a nominated CR contre, or 3 designated candiae educalor™ 1o

develop a TR plan

Commumnity nurse and/or ATSITTW &
CR speciali

5 Iepending on the Andings of step 3 & 4 refermls that inchsde medical,
nurEing, ATSIITW, and allied health professional (ATTP) cane will be
organised fof follow-up and provizion of secondary prevention sefvices

[} Irrogress will be monitored and coordinabed by Uhe HEH coondinator, through
a mulildisciplinary case conference that includes all healih care providers
Ivwilved 1 the eient’s cire

T Cmipuls [rom mulidiscplinary case conlerences will be documented amd
arrangements made for sharing infrrmation, when care 18 provided by a
range of organisations

4 The HEH casa conrdinator will stay in condact with the chieni and conlimee o
coontinale care unlil the clienl 15 deemed able o sell-manage

"Cairronily, candise edueators are ool avaibable i RER aneas of NO,

Community murse aml'or ATSIHW

Mullidisciplinary leam

Mullidizciplinary leam

Communily murse amlior ATSIHW
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<+ Koy componenis
for HRM:

Eduecation
Physical activity
Diet

Stop smoking
Low alcohal
Psycho-social
cane

Dioscumentatios B
sharing of
madical recerds

Medical care and
adherence o
medications

Client centred,
holistic, culurally
responsive
multicisciplinary feam
approach

FIGURE 1 Hearl: ruad o health mnslel of cane

and puldelines need to be developed to support all these
processes.”

3 | CHALLENGES FOR

HEART: ROAD TO HEALTH FOR
ABORIGINAL AND TORRES STRAIT
ISLANDER PEOPLES IN RURAL
AND REMOTE AREAS

Prior to Improving access o CR for Aboriginal and Torres
Sirail Islander people, Il is imporlant o consider [Eolors
(hal impact on people’s health, including cullure, SDok,*
amd the need for o theory-based behaviour change ln-
tervention...”." 1t Is essential that clients and health staff
hawe a better understanding of secondary preventlion, cul-
tural aspectz of care and effective behaviour change strate-
gies, in the context of the local culture, environment and
SnoH.”

The weslern blomedical approach (o health care
|5 known o be a barrler (o effectlve health came for
Aboriginal and Torres Strall Islander peoples. To minl-
mise this, ACCHO use a hollstic wellness-hased model.™
Queensiand Health (QH) continues to predominanily use
thee western hiomedical approach to provide services for
all people either solely,” or in collaboration with ACCHO
or Royal Flylng Doclor Service (REDS).® However, Lhe
working relalionship belween QH and ACCHO, al lmes,

Heart: Road to health model of care

Policy, pathways, guidelines & in-service

Hoapitsl referrsl 8o
g haultn
L BT A T
roprdnmine] &
ronasnt for followup

il
reLpOnLi
fllgal feaied

coOiw

Communication, coordination and collaboration

lacks the collaboration necessary for hollstic multldis-
ciplinary care, and locally based ACCHO are not avatl-
able in all R&R areas. The Natlonal Health and Medical
Research Councll puideiines provide information on cul-
lurally responsive programs lor Aborginal and Tormes
Strall Islander peoples.™ These guldelines are supported
by the recommendation of Taylor et al.™ a8 pathways to
culturally responsive, flexible CR In Which ATSTHW play
a key role.™

There ame cxaamphes of sucoessful CR programs  for
Abonginal and Tomes Stmit Blander people In Western
Australta (WA)"™ and Tasmania,™ bul no evidence of (heir
systematic implementation,"™**** in olher areas of
Australia,® Owerall, there 18 2 history of neglect for tmprov-
Ing access o CR, espectally for Aboriginal and Torres Strait
[slander people In R&R areas, that 1s exacerhated by Inade-
guate health Information sysiems and communication, resuli-
ing in Inadeguate pathways for CR from hospital io home.

Before access to CR for Aboriginal and Torres Stralt
Islander people can be improved, a whole of syslems ap
proach | required (0 ensore that there s adeguate post
discharge nformation aboul secondary preveniion and
clinical management that s received In a tmely manner
by Incal health staff.** Staff education and support to pro-
vide client-centred culturally responsive cane 15 cssential
as depicted in the HRH: Model of care (Figure 1).°

Thts model integrales the NHMRC puldelines™ and
the indings of previous research® "™ > ganicling a
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model for implementation in a range of environments for
4 range of diseases. It {8 argued that should this model
be fitlly Implemented, supported by necessary policles,
pathways, guldelines and In-service education, with on-
going monitoring and cvaluation, cffective health prowvl-
sion should be realised. This process needs (o be tested,
bul based on Lhe known effectiveness of CE, 10 1s expecled
Lhal Improved access Lo CR will resull in improved heallh
onlcomes for people with hearl and polentially other
chronlc diseases, with subsequent cost savings.®

4 | ROLE OF ABORIGINAL

AND TORRES STRAIT ISLANDER
HEALTH WORKERS IN PROVIDING
HRH

The range of health services avaliable In R&R areas of NG
provides opportunities for a culturally responsive HRH.
An essential component of these servioes 8 ATSTHW,
whose skills include health promotion, cultural broker-
ape and clindeal care.™ Their involvemenl Bs esseniial in
dachieving improvements in HEH. Despile ATSIHW pro-
mobing home visils that were valued by clients, these were
seldom supporiad by health systems or managers, resuft-
Ing In, at thmes, ATSIHW belng used as transport or ad-
mintstration officers.” Whilst there are weaknesses that
need (o be addressed, there are also examples of effective
collaboration between QH and ACCHO, which can be
buill upon.”

The primary role of ATSIITW and varlations (n service
delivery of avallable health services are Key factors that
nead to be addressed In the delivery of appropriate and
effective culturally responsive health services.'?

5 | HEALTH SERVICE PROVISION
AND OPPORTUNITIES FOR
PROVIDING HRH IN RURAL AND
REMOTE AREAS

Health services In RER arcas of NQ are provided by QH,
ACCHO, RFDS and a range of contracting organisations.
Services are provided etther autonomously or through
collaborative service provision,” by  range of community-
hased or visiting health professionals, Including numses,
ATSIITW, doctors amd AP, augmented by telehealih ser-
vices.” As discussed, 1t 18 proposed that community-hased
HRH could be provided by utllising these services. To
achleve this, there 15 a noed for Improved working rela-
ttonships between current health service providers, with
ATSIHW laking a lead, or parinership role, 232 (hys
strengihbentng service provision and reductog health care

costs through the reduction in hospital readmissions.”
Before sustalnable galns can be made, there s 3 nesd (o
ensiire that:

1. communication, coordination and collaborabion be-
tween QH, ACCHO, RFDS and health service con-
lractors are improved;

Z. cllenl-centrad, holistéc, multldisciplinary health care s
provided®

3. health staff are provided In-service education and sup-
port o ensure that they are equipped to provide HRH;

4. ATSTHW are supported Inoa lead role.

The Involvement of ACCHD amnd ATSIHW IS essen-
Ual to facilitale holistic culturally responsive services
that are congruent with the [TRIL This approach would
strengthen HRT from a cultural perspective and diminish
systemic racism that has been ldentified In government
health services.'

6 | THE WAY FORWARD

To enable the provision of an appropoate R for
Aboriginal and Torres Stralt Islander peoples, culturaily,
holistic, multidisciplinary, client-centred services, deliv-
cred by ACCHO and ATSTHW In conjunction with the
other health care organisations such as QH, RFDS and
health service contractors, are necessary. To achieve this,
sirong relationships bedween (hese organisations and in-
dividual service providers are essentlal. The (st siep In
this process 18 the development of a pathway from hospl-
tal to the client’s home community, supporied by gulde-
lines, and In-service cducation, with frequent updates,
due to high staff turmover. '

In summary: A systems-based approach 15 required to
ensure a cullurally responsive effective HEH. To achieve
Lhis, all beallh care providers need Lo work collaboratively,
supporied by policies, procedures, 3 pathway and guide-
lines which ensure:

+ Improved support for ATSIHW o enable them to in-
clude health promotton, cultural brokerage and clinical
care in thetr mole;

= In-service education ts provided for all health siall al
regular Inlervals;

« Improved coordination and uifiisation of local/visiting
staff (especlally AFP), In conjunction with telehealth
and home-based twelephone Support programs;

+ Improved communication from discharging hospitals
(o locally based and visiting heallh care providers thal
COMMprises:
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« refermals (o local health care providers, for example,
community marses and/or ATSIITW,

« medical discharge summarles that are fmely and
prowide puidance and support for CR, seoondary pre-
venton and risk factor management,

« sharing of medical reconds between health care or-
panisations and Individeal health care providers.

» pesources o revise and develop health care syslems Lo
support the Implementation of the [TRIT;

= coordination and accountability at a reglonal level;

« conbinuous quality fmprovement cycle that Includes
development, monitoring and evaluation of health sys-
tems and delivery of HRH.

Ty assist wilh (his process, (here are examples of palh-
ways and guldelines for a hollste multdisciplinary CR/
HRIL These Include Western Australlan™ and National
Heart Foundation pathways.'

Whilst the development of health care systems 15 con-
sldered cssential for Improving access o culturally re-
sponsive HRH In R&R areas, it 1s unltkely that the desired
impact will be achieved unless there is an overall, coop-
eralive trusting relalionship belween health care provid-
ers amd the communities for whom they care,” Clearly,
utliisation of ATSIHW would strengthen relatlonships
amd faciitate the proviston of health care In Indigenous
communities. This, combined with provious research,
strengthens the propositon that ATSIHW and ACCHO
have a primary role In the provision of health care for
Aboriginal and Torres Strail 1slander peoples,"*?

There are further examples of successiul patient-centred,
culiurzily respomsive, holistic, mulildsciplinary models in
which ATSIHW are key team members. These could pro-
vide a way forward for the development of HRH and In-
clude the Cape York Kidney Care program,”™ and diabetes
client-centred model of education and self management.™
Bolh proprams inchude rouline home wisils, and a coord]-
naled plan of care, developed In conjunclion with clients
and thelr family. These models are bulll on & multidisd-
plinary team approach that Includes medical care (GP and
specialist), diabetic educators/renal nuerse practitioners,
ATSIHW and AHP, all of whom work collaboratively to pro-
vide patieni-centred care.*™ Telehealth and telephone sup-
port programs are services avatlable o aupment HRH, but
Turther investigation s megquird nlo thefr suilability given
4 lack of Information on efectiveness with culturally and
lnguistically diverse populalions, especially In B&R areas,

7 | CONCLUSION

11 has been demonsirated thal implementation of a culbar-
ally responsive, accessible and effeclive HRH s [easible

In B&R areas of MO amd could be implemented through
reorientation of current health systems, which includes &
contineoms clieni-centred pathway from hospital [ home,
To achieve this, revislon of current health systems to in-
clude mmproved communication, coordination and col-
laboration between health care providers, with ATSIHW
laking the lead role, or al least working in parinership
with commumnity-based hedlth professionals is mecessary.
Further development of these kleas and pliol stodies on
the Implementation of revised models are essential next
steps fior an effective Heart: Foad o health or chronle dis-
cases for Aboriginal and Tormes Strait Istander peoples in
R&R areas of NQL
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5.3.2 (Paper 7) Healthcare systems and management

Many of the factors that need to be considered for improving access to secondary prevention
for Aboriginal and Torres Strait Islander people are equally applicable for all secondary
prevention services for all people in R&R areas of Australia. To achieve improved access to
secondary prevention there are specific healthcare and management systems necessary to
facilitate effective implementation of the proposed Heart: Road to health. These are discussed

in the paper inserted as submitted for publication:

Field P, Franklin R, Barker R, Ring I, Canuto K, Leggat P. Model for Heart: Road to health or
Chronic disease: Road to health in rural and remote areas. Submitted for publication, October

2022.

Short communication: Model for Heart: Road to health or Chronic disease: Road to health in

rural and remote areas.
Abstract:
Introduction

Heart disease (HD) is the leading cause of mortality and morbidity in Australia. Secondary
prevention (SP) is recommended for people with HD (clients) through cardiac rehabilitation
(CR) programs commencing in hospitals (Phase-1-CR) and continuing post-discharge (Phase-2-
CR). SP is known to improve health and quality of life, but CR/SP referral and attendance rates
are low (referral 45%; attendance 30%). In rural and remote (R&R) areas, there are few centre-
based programs, and home-support telehealth or telephone services are poorly utilised
(referral range 4-20%), with no adequate systematic approach to SP for heart or other chronic
diseases. This research focusses on improving access to SP in R&R areas. As the research
progressed it became obvious that given common risk factors for many chronic diseases,
improved communication, coordination, or collaboration between organisations providing

healthcare for people with heart and other chronic diseases in R&R areas is required.
Methods

A qualitatively dominant case study series was used to explore access to SP in R&R areas. Data
collection was via semi-structured interviews, in four tertiary hospitals and four rural or remote
communities, plus an audit of in-patient medical records (hospital study), and an audit of
community-based healthcare services. Primary themes were identified through deductive
analysis based on an integrative literature review, and secondary themes through an inductive
thematic analysis. The findings were discussed with managers, health professionals,
community members and leaders, using an iterative process to develop a revised model of SP

for people with HD, Heart: Road to Health.
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Results

Barriers included poor discharge planning, low referrals to centre-based, telephone and/or
community-based health professionals for SP, together with poor client and staff
understanding, and inadequate provision of SP in hospitals, primary health care settings and
R&R communities. Aboriginal Community Controlled Health Organisations provided a
‘wellness’ model of healthcare, otherwise healthcare was generally provided through a
western medicalised model which lacked a client-centred, holistic, multidisciplinary, culturally
responsive approach. The Heart: Road to health was designed to address these issues and
improve access to SP through revised health systems and management processes. Continuous
quality improvement (CQl) and co-design, which are inclusive and effective methods for
systems review and improvement, are proposed to ensure healthcare staff and community
involvement in the development of policies, pathways, guidelines, and management processes,

necessary for Heart: Road to health.

Given that risk factors for HD, such as obesity, smoking, inactivity, poor diet, and excessive
alcohol are common for many chronic diseases, it is proposed that the Heart: Road to health
would be suitable for people with chronic diseases (Chronic disease: Road to health), which,

through improved access to SP could lead to improved health outcomes and quality of life.
Conclusion

The Heart: Road to health or Chronic disease: Road to health developed through this research
has the potential to provide effective and efficient SP for people with chronic diseases in R&R
areas. Translational research is required to develop, implement, monitor, and evaluate this
healthcare model that includes improved communication, coordination and collaboration. This
approach has the potential to reduce gaps and duplication in healthcare provision and provide

flexible, client-centre, holistic, culturally responsive services.
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Introduction

Heart disease (HD) continues to be the leading cause of mortality in Australia,[1] and is
responsible for the highest burden of disease in every state except the ACT.[2] In R&R areas,
hospitalisation rates for cardio-vascular disease are 45% higher than metropolitan areas, with
Aboriginal and Torres Strait Islander people having rates that are double those of non-

Indigenous Australians[3].

Cardiac rehabilitation (CR) is a model for providing secondary prevention (SP) of HD,
predominantly through centre or home-based telephone or telehealth programs, and is known
to reduce mortality and morbidity, as well as improving quality of life[4]. SP for people with HD
(clients) includes education, risk factor and medical management, together with psychological

support[5].

Barriers to SP in R&R of NQ areas, include few centre-based CR services and low referrals
(30%)[6], compounded by even lower referrals for home-based SP services in North
Queensland (NQ) (range 4%-20%)[7]. Further, health professionals often demonstrate a lack of
understanding of the need for SP. To further investigate these barriers and propose potential
solutions, in tertiary hospitals and R&R communities of North Queensland a case study series

was undertaken to better understand factors relevant to client access to SP in R&R areas.
Methods

Sequential case study series was undertaken. Stage 1 focussed on implementation of Phase-1-
CR including in-patient education, discharge planning and referral to Phase-2-CR for post-
discharge SP. Stage 2 investigated the provision and access to post-discharge SP in four R&R
communities. Purposeful sampling was used to select clients and staff for data collection via
semi-structured interviews[8]. Primary themes were identified from the results of an
integrative literature review (inductive analysis) and secondary themes through thematic data
analysis (deductive analysis)[9]. Qualitative research was augmented by a medical record audit
in the hospital study, and a review of current health services in the community-based study. An
iterative process that included further consultation and discussion with healthcare staff,
community members and leaders, was used to develop the Heart: Road to health model of SP

for HD in R&R areas. Ethics approval was granted for all studies (Table 1)

Table 1: Ethics approvals

. i) Townsville Hospital and Health Services HREC HREC/2018/QTHS/4360619/17
HOS[f.)Ita| ii) Greenslopes Research and Ethics Committee 7/05/2019
studes iii) James Cook University Ethics Committee H7737
Community i) Townsville Hospital and Health Services HREC HREC/2019/QTHS/5921
studies ii) ) James Cook University Ethics Committee H8467
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Results

A range of healthcare resources for post-discharge SP were identified in R&R areas. These
resources included community-based, and visiting healthcare providers comprising nurses,
Aboriginal and Torres Strait Islander Health Workers (ATSIHW), allied health professionals (AHP),
and medical officers, employed by Queensland (QH), Aboriginal Community Controlled Health
Organisations (ACCHO), Royal Flying Doctors service (RFDS), other contracting organisations and
private health practitioners[4]. Inadequate communication, collaboration and cooperation
between these organisations was identified as a barrier to healthcare provision[4, 10]. A number
of alternative models for primary health care and secondary prevention of chronic diseases, and
specific population groups such as aged care, were identified. Apart from cardiac educators,
healthcare staff, both in hospitals and R&R communities, mainly demonstrated poor
understanding of SP and systems for hospital discharge planning, and referral to community-based

SP, were inadequate[4, 11].

In addition, the term CR is not well understood, with ‘rehab’ or ‘rehabilitation’ often perceived to
be for people post stroke, orthopaedic surgery, or drug and alcohol misuse[4]. It is likely that due
to this misconception, no examples were found of clients being referred to physiotherapists,
exercise physiologists, dietitians, social workers, or community and mental health nurses for SP[4].

Therefore, the term Heart: Road to health was adopted.

The Heart: Road to health was based on a comprehensive revision of health systems designed to
address barriers, build on enablers, and develop pathways for SP for all clients, regardless of

location, socio-economic status, education, and culture[12, 13]. (Figure 1)
Heart: Road to health model of care

# Key components

for HRH- Policy, pathways, guidelines & in-service

education

Education
Physical activity
Diet

Hospital referral to
local health
professional {case-

Stop smoking
Low alcohol
Psycho-social

care

Medical care and

adherence fo
medications

Client centred,
holistic

mulitidisciplinary team

approach

Documentation &
sharing of
medical records

Regular
multidisciplinary
case
management
meetings

Figure 1: Heart: Road to health model

124

coordinator) &
consent for follow-up

Communication, coordination and collaboration

Assessment B
referral to AHP

Flexible services:
Clinic, home
based , telehealth
and telephone
support




It is proposed that Heart: Road to health be implemented through revised healthcare systems that
maximises use of current resources. To achieve this, interdisciplinary and interorganisational
process based on continuous quality improvement (CQl) and co-design, which involve health staff
and managers, in consultation with community leaders, is proposed. Such a process would include
development, implementation, monitoring and evaluation of policies, pathways, and guidelines,
supported by in-service education for provision of SP in R&R areas[4]. Both CQl and co-design have
the potential to improve communication, working relationships, and service coordination,
necessary for effective healthcare services that ultimately lead to improved health outcomes and

quality of life[4, 14].

The pathway for the Heart: Road to health commences with in-patient education and discharge
planning (Phase-1-CR) and is recommended to include automatic referrals to post-discharge CR
programs and/or community-based SP (Phase-2-CR)[11]. Referral to community-based SP would
also require consent for follow-up and assessment, by a community-based case-coordinator such
as an ATSIHW and/or community nurse, who could initiate referrals to AHP for risk factor

management and liaison with the medical officer. (Figure 2)

Pathway for Heart: Road to Health

Phase-1-CR: hospital inpatient with

heart disease

Referral & consent for follow-up to community-based case-
coordinator (nurse, ATSIHW or AHP)

(e

5

Phase-2-CR/secondary prevention: <

g Client assessment by case-coordinator - i

i <

g Care plans developed & referrals to appropriate health o

'8 professional %

§ ¥ S

e 2 14

@ Case coordination via case management meetings = <

© with documentation and shared records L

g 2

0 [ . = S

g AHP Specialist nurses & Medical officers :
£ ) : : ATSIHW (MO)

) P Sintng Mental health and - 6P S

3 iologist wellness - Health service

3 Blacion Wound MO

o - Social worker ks . Q

- Diefifian le—»| Chronic disease nurse || - Physician >
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P Credentialed diabetes disease o

- Podiatrist specialists a

Psychologist educator o

Credentialed 11 A it o

diabetes educator [ERAD L b

Nurse navigator (7]

Community-based ancillary services. E.g. local gyms, swimming

pools, exercise, wellness and support groups.

[ \
Culturally responsive client centred services provided by locally based or visiting
health professionals and/or telehealth. with support from CR coordinators from
regional centre-based services

Figure 2: Pathway for Heart: Road to health

The aim of Heart: Road to health is to ensure that all clients in R&R areas have access to culturally
responsive SP services. [10, 15]. Whilst conceptually simple, Heart: Road to health includes

aspects of healthcare and SP that may be unfamiliar to community-based health professionals.[4]
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Thereby, staff education and support are essential, together with ongoing technical support
provided by centre-based CR coordinators and/or established chronic disease programs, via

telehealth or telephone([4].
Discussion

Through this research the complexity of environmental, cultural, economic, and social issues

became apparent, including cultural factors and social determinants of health (SDoH).

Poor SDoH include employment, income, education, healthy food choices, housing, climate,
telephone, internet services, distance to services, and colonisation, and are known to negatively
impact on health literacy, access and effectiveness of health services, and health outcomes.
Therefore, SDoH must be considered when planning and implementing accessible and effective

services in R&R areas. [16-19].

Everyone’s culture is based on ‘beliefs, customs, values, and activities” which are influenced by
family, environment and relationships, that impact on all facets of life.[20]. These cultural factors
make it impossible for a person from one culture, to fully understand all aspects of another culture.
Therefore, for effective culturally responsive healthcare it is essential that ATSIHW are primary
members of the team that provides services for Aboriginal and Torres Strait Islander people.[21]

To achieve this, cultural training is essential to improve the understanding of non-Indigenous staff.

To guide the development of revised healthcare systems for Heart: Road to health, there are
examples of culturally responsive, holistic, multidisciplinary programs, that involve ATSIHW and
ACCHOs in the provision of SP for Aboriginal and Torres Strait Islander people.[22, 23] These
provide models that we can learn from by demonstrating state health and ACCHO working

collaboratively, and thereby facilitating strong relationships and trust.[24]

The well-established and successful diabetes self-management program is coordinated by regional
credentialled diabetes educators (CDE).[25] The diabetes model includes in-patient referrals made
to CDE, and/or GP, who routinely link with the CDE. The program provides coordinated of person-
centred holistic, multidisciplinary SP, that includes referrals to AHP, and liaison with local
healthcare providers. This approach results in a collaborative and co-ordinated health care in which
the client is supported to achieve improved health literacy, and self-management.[25] Further,
Cape York Kidney Care is a client-centred holistic, multidisciplinary program that has been
successful in delaying commencement of renal dialysis, reducing unplanned evacuations and
improving patient’s quality of life.[26] A further benefit from improved healthcare systems such as
Heart: Road to health, is that fewer unscheduled consultations, and emergency evacuations would
eventuate due to better managed care, thereby reducing stress for clients, their family, and staff,
and subsequently staff turnover and healthcare costs. For optimal benefits from individual disease
focussed programs, a collaborative/coordinated process for healthcare provision between QH,
ACCHO, RFDS, contracting organisations, private practitioners and local research programs is

required.
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Overall, there is a pressing need for a comprehensive, flexible, client-centred, holistic,
multidisciplinary systems approach for provision of SP for heart and other chronic diseases in R&R
areas of Australia. The Heart: Road to health includes pathways from hospital to home, and
healthcare systems that utilise current staff through revised systems, supported by appropriate
management, policies, guidelines and in-service education. It is important that lessons learnt from
successful SP models are integrated into the Heart: Road for health[4]. Furthermore, due to
common risk factors for a range of chronic diseases, including heart, diabetes, and renal disease,[1]
there are gains to be made by utilising the model for Heart: Road to health or Chronic disease:
Road to health as depicted in Figures 1 & 2. Thereby a collaborative approach, possibly coordinated

through QH Chronic Disease Centres is proposed.
Conclusion

Heart: Road to health or Chronic disease: Road to health , provides an opportunity to improve
healthcare delivery, and health outcomes for people with a range of chronic diseases. To achieve
this a systems approach, that includes development of comprehensive policies, pathways,
guidelines, and in-service education using CQl or co-design is proposed. Such processes could
provide a continuous framework for improved communication, coordination and collaboration

between all healthcare providers in R&R areas and potentially lead to improved health outcomes.
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End of paper

5.3.3 Development of a Road to health approach

The studies completed in this research, led to the development of the model Heart: Road to

health, which is designed to improve access and provision to secondary prevention for people

with HD in R&R areas of NQ. However, it is proposed that an inclusive, rather than a disease-

specific model is required for the provision of efficient and effective secondary prevention in

R&R areas. In line with this collaborative approach the broadening of the focus from Heart:

Road to health to a Chronic disease: Road to health, or to simplify, Road to health approach,

is proposed. To achieve this the main factors identified by this research were:

e poor implementation of hospital in-patient Phase-1-CR that resulted in poor in-patient

understanding of their disease and treatment, inadequate discharge planning and

referrals to Phase-2-CR;[120]

e inadequate access to secondary prevention in R&R areas of NQ;[102, 117, 121]
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e greater needs of people in R&R areas, including high rates of HD and multi-
morbidities, and impact of SDoH especially for Aboriginal and Torres Strait Islander

people;[122]

e arange of healthcare resources that could be potentially utilised for the provision of

secondary prevention for people with heart or other chronic diseases are available;

e weak or non-existent systems to ensure access to secondary prevention in R&R areas

of NQ;(5.2.3)[102]

e Holistic, client centred, multidisciplinary, culturally responsive approach that
improves access to secondary prevention for people with heart and other chronic

disease, in particular diabetes and renal disease is required (5.2.3) ([122]

e Translational research is required to establish if the proposed Road to health approach,

is a feasible option.

As this research progressed, alternative models of holistic, multidisciplinary, client-centred
healthcare initiatives were identified, (Table 10) and it is proposed that there is potential to
develop a generic model for secondary prevention for heart and related chronic diseases such
as diabetes and renal disease. (Road to health) These alternative models of care provide

information on strengths and weaknesses of a range of programs.

The NQ Cape York Kidney Care program (CYKC), (Table 10) is a prime example of an
alternative client-centred holistic, multidisciplinary, culturally responsive, healthcare program
that demonstrates improved service delivery, efficiency, and health outcomes.[54] The CYKC
programs works closely with local healthcare providers, but overall there is scant evidence of
communication, coordination and collaboration between any of the programs currently being
provided in NQ, (Table 10). For alternative healthcare programs to have maximum potential,
it is important that the local community and healthcare staff, are engaged with, and provided
education, capacity building and support.[54] Further investigation is required to establish if
this is integral to all alternative programs. This investigation could be included in the
comprehensive inventory of current services, and a gap analysis, that is required as part of

translational research (5.3.4).

Through revised healthcare systems, including improved communication, coordination and
collaboration, it is asserted that gaps or duplications in service delivery could potentially be
minimised, and an effective Road to health achieved (5.3.2, Paper 7). Since COVID-19

telephone and telehealth services are more acceptable, with improved utilisation.[32] Thereby,
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these services are increasingly important in the provision of alternative models of secondary
prevention and/or as an adjunct to routine healthcare provision.[32] Conversely, unreliable
internet and telephone services, plus staff and community members’ continued preference for
face-to-face communication, limit usage and potential benefits of these services in R&R areas

and need further investigation.[34, 102, 133, 134]

It is advocated that services such as QH’s Self-Management of Chronic Conditions (SMOCC)
would be more acceptable in R&R areas if there were increased inclusion of local healthcare
providers and community-based organisations, such as local gyms, sporting facilities,
libraries, educational and community service organisations. Linking clients with local service
providers, including community nurses and ATSIHW, as well as a GP (if available), would
provide a connection with the local community, and potentially increase uptake and

effectiveness of any technology-based program.

On occasions poor working relationships between QH and ACCHO continue to be a barrier to
effective and culturally responsive healthcare. [102] However, this varies from place to place,
and there are also examples of sound working relationships that could inform the development
and implementation of a Road to health.[102] Examples of current programs that were
identified throughout the research are summarised in Table 10, noting that there is a need to
evaluate these programs and consider how a Road to health approach could be achieved in

conjunction with these programs and routine healthcare delivery.

As described throughout this research, there is a network of healthcare services provided by
QH, ACCHO, RFDS, contracting organisations and individual private health practitioners,
throughout R&R areas of NQ.[102] These services are augmented by telephone support and
apps, as well as telehealth. Apart from these established services, QH, NQ Primary Health
Networks, and National Health Medical and Research Council (NHMRC) provide grants, to
support a number of client-centred, holistic, multidisciplinary, culturally responsive models of
healthcare, such as the diabetes education and self-management model,[135] and OPEN
ARCH.[55] These programs focus on a specific chronic disease, or purpose, such as aged

care, (Table 10).
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Table 10: Examples of alternative healthcare programs in NQ

Program
*Diabetes education &
self-management

model[135]

*Cape York Kidney Care
(CYKC)[54]

*Healthcare In Your
Home (HIYH)[129]

*OPEN ARCH[55]

Deadly Ears[56]

Virtual Out-patient
Integration for Chronic
Disease VOICeD[57]

Information

Coordinated by a credentialled Diabetes Educator, nurse or AHP, who provide
outreach services throughout Queensland. Well-established program. No formal
evaluation was identified.[135]

Coordinated by a Renal Disease Nurse Practitioner, CYKC provides services for
people with renal disease in Western Cape York.[54] ATSIHW are employed as
part of the team. Unpublished evaluation demonstrated a reduction in
unplanned hospital admissions, emergency evacuation and delay in
commencement of dialysis. This resulted in cost savings and positive feedback
from clients. The program is now at capacity. (TCHHS,CN8/2)

Currently being established in NQ, where HIYH is designed to be coordinated by
a nurse or AHP with less reliance on GP than HIYH programs in other areas. In
NQ, the client continues to be a patient of the hospital that provided their initial
treatment. Through the HIYH program, ongoing outreach healthcare is provided
by local providers in the client’s home, with support of clinicians from the
original hospital. Currently, no evaluation has been undertaken in Queensland,
but similar programs funded by the Primary Health Network and involving GPs
and ACCHOs found that there was uncertainty about the program from clients,
insufficient GPs participated, issues around GP payment and duplication of
software programs. Overall ACCHO are supportive of the program but have
difficulties with transient populations and staff turnover. Further, it was
recommended that more effort was required to publicise the program and
recruit clients who were less motivated to attend. Efforts are being made to
address these issues and the program has been extended for a further 12
months.[136] The NQ program is currently being implemented.[129]

A community-based program that provides preventative, comprehensive
integrated care at the primary/secondary prevention interface. Evaluation found
no significant difference in emergency department presentations or
hospitalisations. But stabilisations in presentation rates, and a trend towards
lower hospitalisation rates, plus stabilisation of quality of life and absence of
functional decline, were noted.[55]

Ear nose and throat program the prioritises children hearing, through capacity
building, workforce development, and collaboration between QH, ACCHOs and
non-government organisations. Healthcare is provided in local communities with
support from a medical specialist in Brisbane.[56] The program is reported as
being well received, (TCHHS, CN8/2) but no formal evaluation was available.

This program focuses on integrated medical specialist teleconferencing for
heart, renal disease, and diabetes. Anecdotally, the program is well received but
no formal evaluation was available.[57] (TCCHHS, CN14/2)[57]

Note: The programs indicated with an asterisk* were showcased at a recent Heart: Road to health Or Chronic

disease: Road to health forum in NQ. This forum provided examples of flexible, holistic, client-centred and

culturally responsive programs being delivered in NQ and interstate. (Appendices: 7.3 Forum invitation; 7.4

Forum report).
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Apart from the medical telehealth program VOICeD, all programs in Table 10 are
community-based, with healthcare provided predominantly by nurses and ATSIHW, usually
supported by medical officers and AHP or via teleconferencing through QH PHCC, MPHS,
together with ACCHO and the RFDS.[54-56, 129, 135] Not all these programs have been
evaluated, and there is no overall coordinated approach, or published plan, for implementation
more broadly. Thereby, it is not possible to gauge overall effectiveness. However it is clear
that resources and expertise in the areas of chronic disease and secondary prevention are

available and arguably could be more effectively utilised.

It is advocated that through health services revision, supported by appropriate policies,
guidelines, pathways, and in-service education, the Road to health approach is possible. Such
a model of care would utilise local health resources, supported by visiting and telehealth
specialists. It is important to note that whilst risk factors are common through a range of
chronic diseases, medical management varies widely, and there will always be a need for
specialist medical management, that is provided in conjunction with a broad, holistic
multidisciplinary team approach. It is also proposed that community-based services such as
women’s, men’s, and children’s programs, plus local sport, recreation and educational
organisations, are linked into support, exercise and education programs for people with heart
disease, diabetes and renal disease.[69] Overall, it is proposed that collaborative working
relationships, facilitated by improved staff capacity, could enable a Road to health approach,
that could result in increased client health literacy, improved health outcomes, and quality of

life.[137]

5.3.4 Implications for practice and policy
Effective service provision in R&R areas needs to be flexible, client-centred, holistic, and
culturally responsive. To achieve this, revised healthcare systems that are developed through

CQI and co-design, that enable consideration of SDoH, are required.[102, 122]

The iterative process that has continued through to the completion of this thesis indicates that
there are relevant resources available in R&R areas of NQ. However, based on previous
research in the Northern Territory which demonstrated that adequate resourcing and careful
supervision are critical success factors for treatment of chronic diseases,[138] resources need
careful consideration. Further, whilst this research has identified regional and community
resources, plus alternative programs that provide services in NQ, a comprehensive inventory
of current services, and a gap analysis, is required as part of translational research. Further, for

comprehensive and effective change, a regional approach that includes healthcare providers,
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managers and policymakers is proposed to inform the development of a revised model of
coordinated and collaborative care for heart and common multimorbidity such as diabetes and

renal disease (Road to health approach).

5.3.5 The way forward

To bring Road to health to fruition in R&R areas there are a range of complexities, including
SDoH, environmental and geographic factors, availability of resources, and disparate and
sparse populations, that need to be considered. The combined public health, health promotion
and primary healthcare theories that underpinned this research ensured a bottom-up approach,
in which local community members and healthcare providers are involved. This involvement

continues and is essential as we move forward.

Apart from the factors necessary for the implementation of the Road to health, (5.3.1, 5.3.2),
it is clear that there needs to be a shift away from the clinical Western medicalised model of
healthcare, to enable holistic, client-centred and culturally responsive care to be achieved.[12,
122] A further barrier that needs to be addressed is the development of a system for sharing of
medical records between the alternative programs, and routine healthcare organisations.[102]
Without this, client-centred coordinated care will be diminished in areas with multiple

healthcare providers, with gaps and/or duplication in service provision likely.[102, 113]

A blueprint for reform for secondary prevention of heart disease in Australia was developed
by Redfern and Chow (2013).[19] Recommendations i1, iv, v. are congruent with the concepts
of the Road to health, (Chapter 5: 5.3.1, 5.3.2) and the remaining recommendations continue

to be relevant at a national level.

i.  Develop and implement a national approach that is inherently adaptable to available
resources and individual in-patient[/client] needs and values, and includes structured

initial assessment, risk factor modification, follow-up and reassessment.

ii.  Bridge the gap between hospital and primary health care and provide connected care
by using a case-management approach, improved communication, and greater
provider education relating to secondary prevention, behaviour change techniques and

self-management strategies.

iii.  Increase awareness, cohesion, and utilisation of existing services (by in-
patients/clients) through creation of a national inventory or “map” of secondary

prevention initiatives.
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iv.  Develop a system for monitoring and maintaining performance in secondary

prevention.

v.  Implement a communication strategy that links and engages state and federal
government, Medicare Locals, [Primary Health Networks] consumers and private

health funders to facilitate sustainability.

vi.  Establish a national secondary prevention task force to implement the

recommendations resulting from the secondary prevention consensus meeting.[19]

Apart from a database providing information on secondary prevention services,[81] no
evidence of implementation of these recommendations was found. Therefore, a process to
revitalise, in conjunction with the development and implementation of a Road to health is

pertinent.

It is important that there is a sound and structured process around the development and
implementation of the changes necessary for a Road to health. CQI combined with a co-
design process, would facilitate the provision of locally provided secondary prevention that
meets the communities’ needs, (5.3.2).[80, 122] This approach would also facilitate
consideration of SDoH and potentially result in programs that are responsive to specific
populations and environments, (5.3.2).[79, 122] Ultimately this process could lead to

appropriate, culturally responsive, efficient and effective Road to health.[76, 78]

It is acknowledged that it is difficult to implement revised healthcare systems without
increased resources. This research has demonstrated that even when resources are available,
healthcare systems are weak, and it is unlikely that optimal benefit is being achieved. The
currently available community-based, visiting and regional resources are all playing an
important part is provision and coordination of regional services. Through revised healthcare
systems and improved communication, coordination and collaboration these resources in
conjunction with alternative programs and augmented by technological services, have the

potential to enable the implementation of the Road to health (Table 10),.

It is notable that in this research no staff member expressed that they were unwilling to
provide secondary prevention due to a lack of resources.[102] However, their willingness to
provide secondary prevention was hampered by delayed referrals,[ 102] with little post-
discharge information provided on secondary prevention, and their own generally low
understanding of holistic healthcare and risk factor management.[120] Therefore, it is

proposed that through revised health systems revision, with regional support from Chronic
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Disease and CR centres, together with nurse navigators, and nurse practitioners the

implementation of Road to health is possible.

It can always be argued that significantly more resources are always required. However, this
thesis proposes that a Road to health approach could be sustainable with careful planning and
implementation of revised healthcare systems with little extra resources, especially where a

holistic, well planned, collaborative approach is taken.

5.4 Recommendations

These recommendations are drawn from the studies presented in this research and compiled to
provide recommended changes for health service revision required to improve access to
secondary prevention for people with HD in R&R areas of NQ. In line with the Road to
health approach the same recommendations could be applied for people with HD, diabetes or

renal disease.

5.4.1 Implementation of Phase-1-secondary prevention and impact on post-discharge care in R&R

areas

For provision of Phase-1-secondary prevention it is recommended that:

e amultidisciplinary team approach is integrated into day-to-day in-patient care,
supported with appropriate protocols and processes guided by in-service education led
by cardiac educators;

¢ an information sheet that includes priorities of Phase-1-secondary prevention, such as
discharge planning and referral to Phase-2-secondary prevention, and is available
within in-patient folders for staff reference;

e Phase-1-secondary prevention and Phase-2-secondary prevention information packs
are available for people discharged after-hours and for short-stay in-patients;

o cligibility criteria as per National Heart Foundation of Australia (NHF) and Australia
Cardiovascular Health Association (ACRA) recommendations are used to ensure that
all in-patients are referred to Phase-2-secondary prevention programs and/or
community-based healthcare providers for secondary prevention;

e asystem for automatic referrals, and consent for follow-up for all eligible clients, with
copies of referrals sent to community health nurses, ATSIHS and GP;

e specific cardiac services, and medical discharge summaries, are prepared prior to
discharge, sent to the local community nurse, ATSIHW and GP as appropriate, with a
copy given to the in-patient, prior to discharge;

e Information included in the discharge summaries need to include:
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0 information on risk factor mitigation, exercise regime, wound care and precautions
(as applicable), medications, medical review, follow-up appointments, referral to
centre-based secondary prevention programs, and/or telephone/telehealth and

community-based secondary prevention services;

5.4.2 Implementation and improved access to secondary prevention (Phase-2-secondary

prevention) in R&R communities and Road to health

As discussed to achieve a Road to health, systems need to be revised to ensure that all clients
receive the support and secondary prevention services necessary, both in hospital and on
return home. QH policies, strategies, and clinical pathways for treatment of HD are currently
available. These include statements about discharge planning and follow-up care, plus the
need for referrals to Phase-2- secondary prevention.[52, 139-142] However, there is no
evidence of these policies being implemented.[102, 120] Therefore to achieve a Road to

health it is recommended that by utilising CQI and co-design:

e policies, pathways and guidelines to guide the client’s pathway, beginning in hospital
with Phase-1-secondary prevention, in their home community with Phase-2 secondary
prevention, and finally supported healthcare maintenance, and client self-management
(Phase-3- secondary prevention) are developed. Each of these phases need to consider
the following aspects of healthcare delivery to improve coordination, communication
and collaboration and client centred care for implementation of Road to health. To
achieve this it is recommended that through translational research the following are
implemented through a pilot study:

0 terminology is changed from CR to secondary prevention and includes Heart :
Road to health or Road to health for people with chronic disease especially
diabetes and renal disease;

O Road to health approach that utilises local health resources, supported by visiting
and telehealth specialists according to pathways, guidelines and in-service

education;

0 asystem by which in-patients are referred to the local community nurse and/or
ATSIHW for assessment, case-management, and referral to local or visiting AHP

for secondary prevention;

0 a weekly multidisciplinary case-management meeting that is documented and

decisions shared with all healthcare providers involved in a client’s care.
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0 asystem for sharing medical records with all organisations; and individual private

health practitioners involved in a client’s care;

0 areview of existing Chronic Disease Centres to have a greater focus on secondary
prevention for HD, and improved coordinated healthcare delivery of specific
disease focussed programs;

It is important to reiterate that whilst risk factor for chronic disease are common across

a range of disease, treatments vary widely and need to be considered by appropriate

medical specialists. To achieve this, and as part of translational research, guidelines

need to be developed for community-based staff to enable follow-up which links with
specialised treatments for specific diseases.[143]

a process is commenced to revitalise the recommendations of Redfern and Chow

(2013), (5.3.5), to strengthen secondary prevention in Australia.

5.4.3 Improving access to cardiac rehabilitation (Heart: Road to health or Road to health ) for

Aboriginal and Torres Strait Islander people in R&R areas of NQ

To improve access to Road to health- for Aboriginal and Torres Strait Islander people it is

recommended that:

flexible, client-focused, culturally responsive services such as those provided by the

ACCHO Wellness model,[49] in which ATSIHW either take the lead role or at least

work in partnership with community-based health professionals such as nurses, are

provided;

cross-cultural education is included as part of the in-service education for Heart: Road

to health within the chronic disease area;

flexible, client-centred, culturally responsive Road to health is accessible for

Aboriginal and Torres Strait Islander people in R&R areas of NQ, achieved through:

0 improved communication, coordination and collaboration processes and

revised healthcare systems provided by QH, ACCHO, RFDS, contracting
organisations, and individual private health practitioners, together with

successful alternative healthcare programs, (Table 10).[122]

Whilst this section specifically refers to appropriate and effective services for Aboriginal and

Torres Strait Islander people the recommendations are equally as applicable for all people in

all areas.
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5.4.4 Implementation of recommendations

It is important that a process is developed to consider and implement the recommendations of
this research. This process would be part of translational research, which could include a pilot
study, initiated through health service managers and include healthcare providers, as well as
community representatives. The CQI cycle is proposed for instituting effective organisational
change and co-design would facilitate engaging community members and leaders with
healthcare staff in finding solutions for access to secondary prevention, (Chapter3: 3.8.1;
5.3.2).[79, 80, 122] This approach would potentially facilitate an ongoing process through
which programs could continue to grow, develop and meet the needs of people for whom

services are designed.

5.5 Strengths and limitations

This research has taken a unique approach to investigating access to secondary prevention in
R&R areas of NQ. The in-patient/client journey is followed from hospital to home and
proposes a pathway to optimal health. The sequential research studies resulted in a sound
understanding of the issues faced by healthcare staff, and clients, in the provision and access
to comprehensive, holistic, post-discharge secondary prevention in R&R areas of NQ. Based
on this understanding, the final iterative process that included communication and discussion
with community members, leaders, healthcare providers and managers, resulted in the

proposed Road to health. (5.3.2).

Extensive pre-research planning was undertaken in the community case studies, (Chapter 3:
3.4),[86] and up to four weeks was allowed for data collection in each site, during which time
as coordinating primary investigator, I stayed in the vicinity. This facilitated the development
of networks and relationships with local people and healthcare staff and allowed time to
arrange meetings at a time and place that was acceptable to the participants.[86] I also made
regular follow-up visits for further discussion, and checking of data, (member checking).[84]
Overall, data collection and methods were rigorous and accurate at the time of collection.
However, there is often rapid change in healthcare services in NQ, predominantly due to high
staff turnover[59] and changing government strategic plans,[51] now compounded by the
COVID-19 pandemic.[144]To minimise the impact of these factors, follow-up with health
service managers, staff, strategic planners, community members and leaders, both
individually and through the local Community Advisory Networks has continued following

the completion of community-based studies.
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Whilst Stage 4a of this research included a review of healthcare services.[102] Further
investigation is required to accurately establish current availability. It is clear that even when
resources are available, systems are weak and the available resources not well utilised. At this
stage no economic analysis or pilot study has been undertaken. Therefore whether the Road to
health is achievable, and ultimately results in effective and efficient healthcare services,

cannot be established until translational research, is undertaken.

Finally, while a large number of interviews were carried out and consistent themes identified
from the data, the findings of this research do not necessarily account for the views of all
health staff, or community participants. While caution should be taken in generalising from
this research, there was a high degree of agreement on barriers, enablers and pathways for the

provision of healthcare and secondary prevention in R&R areas throughout Australia.

This research focused on a small part of rural Australia (NQ), however we note that these
issues are not unique to NQ, nor Australia .[28, 86, 94]The literature review, (Chapter2:
2.1;2.3),[83] highlighted similar challenges faced across the globe,[65, 66, 71, 133] and the
need for programs that meet local needs within a wider health system. Therefore the findings
from this study may be applicable to other national and international healthcare systems. Prior
to broader implementation it is important that translational research, including a pilot study

and evaluation of the proposed model for Road to health, is undertaken.

5.6 Future research

This research provides evidence that there is potential to improve access to secondary
prevention via the Road to health approach. We know that we can make a difference,[143]
when adequate resources and systems are focussed on addressing multimorbidity and take a
holistic, culturally appropriate community-based approach to healthcare delivery. However,
as we have discussed, before this can be achieved, translational research is required to
develop, implement, monitor and evaluate Road to health. 1t is proposed that community-
based co-design and CQ], 1s used for health systems revision, and ensuring inclusion of

community-based issues and initiatives,(5.3.2).[80, 122]

If a pilot study demonstrates that the Road to health is feasible in R&R areas in Australia, it is
likely that such a model would be relevant in R&R areas of other countries that face similar
issues. This needs further investigation.

5.7 Conclusion

The findings of this research led to the development of a model for Heart: Road to health,

which is proposed to be expanded to a generic Road to health that has the potential to
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improve access to secondary prevention for people with HD, diabetes and renal disease, in
R&R areas in NQ. The pathway to Road to health needs to commence with improved hospital
in-patient education, discharge planning and referral for secondary prevention, and continue
through to improved access to effective and appropriate secondary prevention in the clients’
home community, until supported self-management is achieved. A broad range of healthcare
organisations, resident or visiting health professionals, alternative chronic disease and aged
care programs, telephone and telehealth secondary prevention services, are available in R&R
areas of NQ. However, communication, coordination and collaboration between these

services remain inadequate.

It is proposed that translational research considers a collaborative way forward for the
development, implementation, monitoring and evaluation of a Road to health. To achieve this,
it will be necessary to move away from individual disease-focused programs and broaden
service provision to generic programs that provide flexible and client-centred, culturally
responsive, secondary prevention services. Should this be realised, the Road to health
approach has the potential to address deficits in the provision of secondary prevention for HD,
diabetes and renal disease, and if successful to improve health outcomes and quality of life, as

well as reduce gaps or duplication in services, hospitalisations and costs.
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Appendix 7.2 Community information briefing sheet

~—=— JAMES COOK
=~ UNIVERSITY

AUSTRALIA

23" October 2021

Community information briefing sheet:

Improving access to cardiac rehabilitation in rural and remote areas of North Queensland -
Heart: Road to Health

Background

It is known that rates of heart disease are high in rural and remote (R&R) areas of NQ and
highest in Aboriginal and Torres Strait Islander populations. People with heart disease often
need hospital treatment, and when they return home from hospital they need extra support to
help them to fully recover and improve their general health (cardiac rehabilitation [CR]). When
people leave hospital most don’t know what to do. For example, how far they can walk; what
they should eat and drink; if they are smokers and/or drink a lot of alcohol, how to stop.
People are often very worried about their future health, life, and how they will manage. They
need help with all these things, and this can be done through CR or the Heart: Road to Health
(HRH). CR or HRH includes medical care, education, exercise, healthy diet, stop smoking, low
alcohol, and mental health support, to help people recover from their recent treatment and
improve their overall health. The HRH can support them to make the necessary lifestyle
changes to achieve improved health and a good life.

Research

Since 2017 | have been working with a JCU research team towards improving access to CR in
R&R areas of NQ. During this time | have met with, and interviewed many people from local
communities, including those with heart disease, as well as health professionals and managers
from Queensland Health, Aboriginal and Torres Strait Islander Health Services and Royal Flying

Doctor Service.

By doing this we have been able to get a clear picture of what support is available for people in
R&R areas when they return home from hospital after treatment for heart disease, and how

well these services are used.
What did we find?
Weaknesses:

¥ Poor preparation of in-patients, prior to discharge from hospital, resulted in a lack of
understanding of their disease and follow-up care.

¥ Poor communication between the treating hospital and local health professionals.

¥ Predominantly clinical post-discharge care.

¥ Lack of lifestyle approach through Allied Health Professionals (AHP).
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Low CR referral rates, including home-based telephone support secondary prevention
(COACH).

Generally low understanding by staff and community members of CR, other than those who
have had previous involvement, in particular (AHP).

No follow-up system or guidelines for referral to community nurses, Aboriginal and/or Torres
Strait Islander Health Workers (ATSIHW), or AHP e.g. physiotherapists, dietitians, psychologists
as well as mental health nurses, nurse practitioners and educators.

Non-sharing of medical records resulting in poor communication between various health
professionals and organisations outside Queensland Health. Torres and Cape Hospital and
Health Services has introduced an electronic system to facilitate sharing of medical records,
Regional Information Via Electronic Records (RIVeR). Currently this has mixed feedback on
effectiveness and acceptability for various health service providers who need to access the
records. We are not aware of any further systems to improve communication between various
health service providers.

Strengths:

v

A range of multidisciplinary team (MDT) services are available — Including nurses, Aboriginal
and/or Torres Strait Islander Health Workers, AHP & doctors.
AHP have a sound understanding of CR/secondary prevention.
There is a functional model of care for people with diabetes including:
0 referral to diabetes educators who provide education, support and disease management
0 ongoing case management & referrals to AHP

The way forward:

v

Improving communication and referrals to nurses, Aboriginal and Torres Strait Islander Health
Workers & AHP, for case management on discharge from the treating hospital.

Considering the model of diabetes care as a template for revising systems to improve linkages
and MDT support for people in R&R areas with heart disease.

Reorientating health systems to include referral pathways to a locally based case-coordinator,
developing guidelines and providing education and support, for current health staff.

Ensuring that services are culturally responsive for Aboriginal and Torres Strait Islander people
Developing a system for sharing of medical records

A successful model of ‘Road to Health’ could be utilised for secondary prevention for a range
of chronic diseases.

Thank you for your contribution to this research and | am happy to discuss further.

Pat Field

PhD Candidate, James Cook University,
Townsville.
Patricia.fieldl@my.jcu.edu.au

Healthy Heart

Healthy You
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Appendix 7.3 Invitation to Forum for Heart: Road to health or Chronic disease: Road to
health

A TAMES COOK =
QCWVRM ety UNIVERSITY
- L=

HEART OR CHRONIC DISEASE: ROAD TO HEALTH

INVITATION: You are invited to a forum to assist in the

development of health care systems to improve access to "W

cardiac rehabilitation{CR) or chronic disease in rural and v --'
remote (R&R) areas of North Queensland (NQ): Heart or : =li. y
Chronic disease— Road to Health

CONVEMNED BY: James Cook University, in collaboration with Tropical Australia
Academic Health Centre; Queensland Cardiovascular Health Association; and Queensland
Cardiovascular Research Network

PURPOSE: To hear from participants about current health care projects and develop a
way forward to ensure that all people discharged from hospital receive holistic
multidisciplinary care in their local community.

The best people to address any challenge in health service delivery

”

A _,f‘u" g e are community members, health service providers, and managers

. \w'ii_#"n e 3 from the local area. As such we strongly encourage you to paricipate
Cdla' s0 that we can develop a systems-based action plan for improved in

Heart or Chronic disease — Road to Health in R&R areas.

DATE: 18" August 2022

TIME: 8am — 12md: Information sharing, scene setting identification of challenges
1pm — 4. 30pm: Developing a way forward

VEMNUE: James Cook University Building 039, Room 252

OR via Zoom (link to be organised)|

Morning, afternoon tea and lunch provided ]
PLEASE RSVP or contact Pat Field with any queries. !i
Mobile Email: Patricia field1@my jcu edu.au

Research team & convenors: Pat Field, PhD Candidate; Prof. Richard Franklin; A/Prof.
Ruth Barker; Prof. lan Ring; Dr Karla Canuto; Prof. Peter Leggat

With acknowledgement of support provided by Queensland Health and Tropical Australia
Academic Health Centre (TAAHC) throughout the research
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Appendix 7.4 Report on forum: Heart: Road to health or Chronic disease: Road to health

== JAMES COOK
w=~ UNIVERSITY

AUSTRALIA

Report on Forum - Heart: Road to health or Chronic disease: Road to health in rural and
remote areas
18™ August 2022
Background

Cardiac rehabilitation (CR) is a successful method of secondary prevention that results in improved
health outcomes for people with heart disease.[1-3] Despite this, CR is poorly attended,[4, 5]
especially in rural and remote (R&R) areas of Australia. Barriers identified include inadequate
implementation of hospital in-patient Phase-1-CR including discharge planning and referrals to Phase-
2-CR (30%),[6]; poor understanding of the purpose, and benefits and weak healthcare systems to
ensure flexible, client-centred, holistic multidisciplinary, culturally responsive, secondary prevention

services for all people with heart or chronic disease (clients) in R&R areas,[5, 7]

The research on Improving access to cardiac rehabilitation in R&R areas of NQ identified that
resources are available to potentially address the shortfalls. These include a network of Queensland
Health (QH) multipurpose health services, (MPHS); primary health care centres (PHCC); Aboriginal
Community Controlled Health Services (ACCHOs); and Royal Flying Doctor Service (RFDS).
Further, there are a range of chronic disease, aged care, hospital extension programs and research,
funded on a grant or contractual basis through North Queensland Primary Health Networks (NQPHN),
Commonwealth or QH. However, there is little evidence of effective communication, collaboration
and co-ordination between service providers or researchers. This information combined with data
collected from hospital and community health staff, and people treated for heart disease together with
ongoing community/health staff consultation, led to the development of the model for Heart: Road to
health. Due to the common risk factors between heart and other chronic diseases the focus of the

model was broaden to Heart: Road to health or Chronic disease: Road to health (Figure 1).[5, 8]
Process

As per the Heart: Road to health or Chronic disease: Road to health , improved communication,
coordination and collaboration between the range of service delivery, strategic planning and research
programs are required. Before this can be achieved it is necessary to understand strategic directions
and service delivery of government organisations, ACCHOs, RFDS, healthcare departments,
programs, and research in R&R areas. Accordingly, representatives from these organisations were
invited to the Heart: Road to health or Chronic disease: Road to health forum to share information
about their work and discuss interorganisational linkages. The aim was to initiate a collaborative and
coordinated process, for improving access to secondary prevention for heart and chronic diseases in
R&R areas, through healthcare systems that support an integrated approach to provision of healthcare

services.
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Key components for
HRH:

<+ Education
< Physical activity

<+ Stop smoking
<+ Low alcohol
++ Psycho-social care

Documentation &
sharing of
medical records

Medical care and
adherence to
medications

Patient centred,
holistic

Case
management
meetings

Heart or chronic disease: Road to health

Pathways, guidelines & in-service
education

Hospital referral and
consent for local
health professional
follow-up [case-
coordinator)

Assessment and
referral to allied
health professional

Flexible
services: Clinic,
home,
telehealth or

multidisciplinary team
approach

centre-based
with support

Authors: Pafricia Reld, Prof Richard

Frankdin, AProf Ruth Barker, Prof in

Ring, Prof Pefer | ggaft, AProf Karla
Canuio

Communication, coordination and collaboration

Figure 1 — Heart: Road to health or Chronic disease: Road to health
The Heart: Road to health or Chronic disease: Road to health forum provided and opportunity for a

range of healthcare leaders, managers, clinicians, and researchers to present information on their
current programs or organisational directions (Speakers and Attendees lists: Appendix 1 & 2),
followed by a plenary discussion. It is envisaged that the forum could be the first stage in a process to
achieve a Heart: Road to health or Chronic disease: Road to health .

Results
Based on the presentation and plenary discussion the following themes and recommendation
were developed.

Table 1: Summary primary themes, description, comments and recommendations

Primary themes Description Comments/recommendations

Focus on chronic conditions
leading to client empowerment
and self-management is
increasing with planning processes
underway through QH and
NQPHN aiming at an integrated
strategic approach.

Current strategic
planning for chronic
conditions

Strategies include a collaborative
process and community consultation. If
not already part of the process
communication and collaboration
between QH and NQPHN is required to
ensure complementary outcomes. All
plans and strategies need to include a
process that is implemented, monitored
and evaluated. Principles of Continuous
Quality Improvement (CQl) could
facilitate this process[9]

Communication,
coordination &
collaboration

This deficit needs to be addressed
through the QH and North Queensland
Primary Health Network (NQPHN)
strategic planning processes.

There is little evidence of
communication, coordination,
collaboration and between
healthcare programs presented
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Primary themes

Description

Comments/recommendations

Multidisciplinary Multidisciplinary client-centred The well-developed diabetes education
client-centred approach was consistently and self-management program provides
approach demonstrated in healthcare an example for other systems of chronic
programs presented, but there is a | disease secondary prevention.
lack of cogrd/nat/on and Consideration is given for combining the
collaboration diabetes program with other chronic
Diabetes outreach program diseases, managed through chronic
provides an example of such a disease centres utilising the model of the
well-established effective program | Heart: Road to health or Chronic
and support structure that is disease: Road to health
funded and coordinated through
chronic disease centres e.g. North
Cairns
Capacity building Cape York Kidney Care(CYKC), Capacity building and liaison with
and liaison with Older Persons Enablement And community based staff is an important
local staff Rehabilitation for Complex Health | part of service provision in R&R
conditions (OPEN ARCH) and communities. . This approach facilitates
Healthcare in Your Home(HIYH) multidisciplinary, client-centred, holistic
are examples of programs that care, and leads to improved skills for
work closely with locally based local staff
healthcare providers to build their
skills and contribute to the
program
Culturally Successful culturally responsive The need for support and education for
responsive programs such as CYKC[10] and staff to be culturally aware in their
programs OPEN ARCH[11] and Diabetes interaction with Aboriginal and Torres

education and self-
management[12] provide
examples multidisciplinary,
culturally responsive programs.
CYKC includes heart disease &
diabetes, with renal disease[10]
Programs include home visits,
flexibility of appointments, service
provision, increased usage of
Aboriginal and Torres Strait
Islander Health Workers
(ATSIHW), who are core to service
provision. Two way capacity
building is possible through this
approach

Strait Islander clients and NHMRC
guidelines for Strengthening cardiac
rehabilitation and secondary prevention
for Aboriginal and Torres Strait Islander
People to be implemented.[13]

Despite only focussing on one disease
the diabetes program reported having
difficulty in providing services for the
number of people with diabetes
requiring secondary prevention.
Therefore, a coordinated
multidisciplinary team approach is
necessary to enable locally based staff to
provide secondary prevention through
support and education provided by the
visiting expert diabetes team. This is
relevant for all disease based
approaches, and provision of Phase-1-CR
in hospitals.[8]
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Primary themes

Description

Comments/recommendations

Telehealth services
—virtual hub and
spoke model

Examples i.e. Country Heart Attack
Program (CHAP) [14]and digital
transition care solution[15]
provide information on models for
secondary prevention that include
building local capacity, and
referral pathways

Telehealth is beneficial in provision of
secondary prevention especially using
hybrid model and needs to be considered
as a component of Heart: Road to health
or Chronic disease: Road to health

Referrals to local
community health
care providers

There is a lack of a consistent
approach with no guidelines,
pathways for referrals to
community-based healthcare staff
for secondary prevention of
chronic conditions

Standard systems supported by
guidelines, pathways and in-service
education are required.[5, 8]

Discharge planning,
medical discharge

Generally low quality. Inadequate
multidisciplinary approach

Standard systems supported by
guidelines, pathways and in-service

records and
progress notes

integrated electronic medical
records have been introduced. A
summary of the record is able to
be accessed through Viewer by QH
staff in R&R areas and GP who
subscribe to this service. There
have been examples of
contractual agreements to enable
sharing of records, but no
comprehensive system is available
for all healthcare providers.

summaries education as per Heart: Road to health
or Chronic disease: Road to health are
required.[5, 8]

Sharing of medical | In major hospitals in QH This is a serious issue that needs to be

solved. Currently the inability to share
medical records has the potential to
result in duplication or gaps in services
and is clearly detrimental to coordinated
multidisciplinary, holistic client-centred
care and needs to be considered in the
NQPHN and QH strategic planning
process.[5, 8]

Predominantly
clinical/medical
focus of post-

Underutilisation of
allied health
professionals (AHP)

hospitalisation care.

Many of the programs focussed
on clinical/medical care post-
hospitalisation with inadequate
focus on secondary prevention
and underutilisation of AHP

Resources such as nurses, ATSIHW, AHP,
AHP assistants (AHA), medical officers
are available through resident and
visiting community services. Also
available are a range of stand-alone
disease/aged care programs in selected
R&R areas.

Healthcare services

As discussed at the forum healthcare services are provided through a range of organisations, adjunct

programs, and telehealth. However, there is limited evidence of communication, collaboration or

coordination of services. The following strengths, weaknesses were identified as a basis for

developing a more efficient and effective approach to secondary prevention in R&R areas.
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Strengths

A range of organisations are providing chronic disease programs, funded by QH or NQPHN, in
conjunction with federally funded ACCHOs. These services are predominantly focussed on
clinical/medical primary health care. However, there are examples of healthcare programs that also

provide secondary prevention in R&R areas.! These include:

0 Diabetes outreach education and self-management program
0 Centre-based CR (predominantly available on the eastern seaboard)
0 Self-management of Chronic Conditions (SMOCC) telephone support secondary
prevention for heart and other chronic conditions.
0 Older Persons Enablement And Rehabilitation for Complex Health conditions (OPEN
ARCH) Healthcare in your home (HIYH)
0 Cape York Kidney Care (CYKC)
O Apunipima Cape York Health Council and Townsville Aboriginal and Torres Strait
Islander Community Controlled Health Organisation: health and wellness model
0 Deadly Ears Deadly Futures (not represented at Heart: Road to health or Chronic
disease: Road to health forum)
QH, RFDS and ACCHOs’ healthcare services are provided through a community-based or visiting
services via PHCC and MPHS throughout Queensland.[5, 8] ACCHOs base their services on a health
and wellness model of care which includes primary and secondary prevention.[5]Virtual telehealth
cardiopulmonary rehabilitation to be piloted in South-West, Central West and Northern regions. (four
years funding provided) [16]
Weaknesses
e Lack of communication, coordination and collaboration between various health care providers
e  Non-sharing of medical records
e  Poor discharge planning and lack of referrals to community-based health professionals for
secondary health care programs
e Generally, QH primary health care centres and multipurpose health services are not structured,
nor have health systems in place, to provide client-centred holistic, flexible culturally responsive
services.
e  Poor understanding or engagement in Phase 1, 2, 3 CR/secondary prevention by the majority
hospital and community-based health staff.
e  Hospital and community-based staff were often unaware of COACH/SMOCC, and clients, even

if referred, rarely accessed due to poor mobile phone reception and a preference for face-to-face

! The organisations listed only represent those organisations identified through the process of
convening Heart: Road to health research and refer to but are not a comprehensive list of all services
available in R&R areas of NQ
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communication.[5, 8] Currently SMOCC liaises with GPs, however, due to a shortage of GPs in
R&R areas GPs, linkages with community nurses or Aboriginal and Torres Strait Health Workers
need to be established.

e Inadequate systematic approach to post-hospitalisation referrals to community-based services for
risk factor management and secondary prevention in R&R communities [5, 8]

e  Telehealth CR was discontinued during COVID but there are plans to re-establish through a pilot
cardio-pulmonary program.[16] However barriers such as poor internet and Wi-Fi coverage as
well as reported preference for face-to-face communication continue to be an issue.[5]

Discussion

The Heart: Road to health or Chronic disease: Road to health forum demonstrated that there are a

range of healthcare services in R&R areas. However, the rates of chronic diseases, resultant mortality,

morbidity, and costs continue to rise.[17] To address this, revised healthcare systems that ensure
efficient, effective, coordinated and collaborative service provision in R&R areas of Australia are
necessary.

As presented at the forum and there is a network of QH, ACCHO, RFDS, contracting

organisations and individual private health practitioners available throughout Queensland.

Additionally, there are a range of specialist services including diabetes, renal, aged care, ear, sexual

health and HIYH. However, provision of these services is patchy, with no evidence of a strategic

coordinated approach or funding equity. Furthermore, contracts are often short-term leading to
uncertainty and demands on time and expertise for preparation of funding applications. Despite the
availability of resources there is no comprehensive approach to a flexible client-centred, holistic,
multidisciplinary culturally responsive secondary prevention for clients in R&R areas.

The Heart: Road to health or Chronic disease: Road to health proposes such a model of care that

utilises current locally based health care providers, supported by chronic disease centres with expertise

provided via expert health personnel. Currently expert services are available via diabetes education
and self-management program, CYKC, OPEN ARCH, SMOCC, telehealth CR, HIYH programs,
together with support services such as nurse navigators and central referral systems.[ 18] However,
there is little coordination or collaboration between these services. Through Heart: Road to health or

Chronic disease: Road to health specialist medical and clinical services for specific chronic

conditions will be part of the coordinated multidisciplinary approach, that will include liaising and

capacity building for locally based staff. This is a shift from expert staff attempting to personally see
all people needing support for a specific disease. By liaising with local staff and building their
capacity in secondary prevention for chronic disease and implementing the model for Heart: Road to
health or Chronic disease: Road to health it is far less likely that clients will fall through the gaps in

health care provision.|5, 8]

The way forward

It is proposed that Heart: Road to health or Chronic disease: Road to health is used as a model for
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chronic disease secondary prevention in R&R areas through a more coordinated, holistic, client-

centred, multidisciplinary, culturally responsive strategic approach to secondary prevention that

includes collaboration between:

NQPHN Health Priorities, including chronic disease
QH strategic program development including:

0 Health promotion and secondary prevention — Advanced Health promotion strategies,
systems approach to chronic disease prevention, including co-design and continuous
quality improvement

0 Strategy, planning partnership, policy and reform

O Health service planning

O Preventative strategy

Apunipima Cape York Health Council and Townsville Aboriginal and Torres Strait Islander
Community Controlled Health Organisation

NQPHN Far North Queensland Connect: Connecting people connecting care (rehabilitation
services);

National Heart Foundation of Australia and Australian Cardiovascular Health

Association support and best-practice guidelines for CR/secondary prevention.

Systems approach

A systems approach needs to underpin all healthcare reform commencing in hospitals with greater

emphasis on preparing in-patients for discharge including:

In-service education to improve understanding and involvement of discharge planning by
hospital-based direct care nurses, allied health professionals, medical officers, Aboriginal and
Torres Strait Islanders Health Workers and Liaison officers, to ensure that all health
professionals are equipped to take advantage of teachable moments for provision of brief
interventions.[19-21]

Utilise continuous quality improvement for development, implementation, monitoring and

evaluation of heart or chronic disease pathways, guidelines and in-service education to ensure

that:

0 hospital clients receive a discharge summary that includes referral information for
community-based health professionals such as community nurses and/or Aboriginal and
Torres Strait Islander Health Workers, for assessment and ongoing holistic client-centred
secondary prevention.[5, 8]

0 community-based healthcare provision is supported by pathways, guidelines and in-
service education to ensure that local staff understand secondary prevention, and are
equipped to undertake client assessment, refer to AHP and ensure GP follow-up for risk

factor management and medical care.

Heart: Road to health or Chronic disease: Road to health provides a template into which components
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of successful programs can be inserted thereby providing a standardised approach to clients’

secondary prevention
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Conclusion

The findings of this forum and Heart: Road to health or Chronic disease: Road to health provide a
basis for secondary prevention services to move away from fragmented clinical silos-based approach.
If effective and efficient services are to be provided for people with chronic conditions in R&R areas,
it is essential that there is improved communication, coordination, and collaboration for the provision
of secondary prevention for all chronic conditions. This requires a systems approach to facilitate
working together for better results for both clients and staff.

Thank you for your attendance and participation in the forum.

Pat Field

Convenor for Heart: Road to health or Chronic disease: Road to health forum
Mobile:

Email: Patricia.field1@my.jcu.edu.au

James Cook University,

Townsville
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Acronyms

ACCHO Aboriginal and Torres Strait Islander Community Controlled Health Organisation
COACH Coaching on Achieving Cardiovascular Health

CR cardiac rehabilitation

CYKC Cape York Kidney Care

HIYH Healthcare in your home

MPHS Multipurpose health service

NQPHN North Queensland Primary Health Network

OPEN ARCH Older Persons Enablement And Rehabilitation for Complex Health conditions
PHCC Primary health care centre

QH Queensland Health

R&R rural and remote

RFDS Royal Flying Doctor Service

SMOCC Self-management of chronic conditions
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Appendix1 — Program for Heart: Road to health or Chronic disease: Road to health

Session/Speaker

Topic

Lisa Archer NQPHN Health Priorities

Role of Primary Care in early intervention secondary
prevention and management in Heart: Road to health or
Chronic disease: Road to health .

Dr Vicki Gedge QH Advanced Health
Promotion Officer

Linking Heart: Road to health or Chronic disease: Road to
health with Chronic disease prevention

Dr Ruth Barker — Assoc. Prof.
Rehabilitation, James Cook
University

Linking Heart: Road to health or Chronic disease: Road to
health Far North Queensland Connect: Connecting people
connecting care

Janet Struber - Program Advisor
Chronic Conditions Strategy
Apunipima Cape York Health Council

Linking Heart: Road to health or Chronic disease: Road to
health with Apunipima Chronic Disease Strategy

Leanne Murray — Primary health
care nurse, Royal Flying Doctor
Service (RFDS)

RFDS linking with Heart: Road to health or Chronic disease:
Road to health

Kylie McKenna - Nurse Unit
Manager, Office of Rural and
Remote Health, NQ

Linking Office of Rural and Remote Health, NQ with Heart:
Road to health or Chronic disease: Road to health

Amy Frame — Townsville Hospital
and health Service (THHS) Nurse
Manager Complex Chronic Nurse
Navigator Service

Role of Nurse Navigator and possible involvement in Heart:
Road to health or Chronic disease: Road to health

Samara Phillips - Queensland CR
Program Adviser

Role of Queensland CR program and possible involvement
with Heart: Road to health or Chronic disease: Road to health

Melissa Moore — THHS Heart Failure
outpatient/outreach support

Role of Heart Failure outpatient/outreach support and linking
with Heart: Road to health or Chronic disease: Road to health

Dr Susie Cartledge Heart
Foundation Postdoctoral Fellow,
Senior Research Fellow, Monash
University, Honorary Senior
Research Fellow, University of
Sydney

Research project digital transition of care solution to support
patients and families after a short inpatient stay following a
cardiac event

Dr Jennifer Mann - Coordinator and
Clinical Lead, Healthcare
Improvement Unit, Queensland
Health

Older Persons Enablement And Rehabilitation for Complex
Health conditions (OPEN ARCH)

Dr Leanne Brown — Nurse
Practitioner Cape York Kidney Care

Cape York Kidney Care Program
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Session/Speaker

Topic

Bernadette Sellwood— Diabetes
Educator, Cairns North Community
Care

Diabetes outreach and self-management Program

Dr Alline Beleigoli — Senior Research
Fellow, Flinders University, SA.

Country Heart Attach Prevention (CHAP) Heart Health for
Life.

Ben Houghton — Occupational
Therapist, Cooktown. Torres and
Cape Hospital and Health Service
(TCHHS)

Healthcare in your home (HIYH)

Dr Alice Cairns - Senior Research
Fellow

Centre for Rural & Remote Health.
JCu.

Community rehabilitation services for Cape York
communities: Feasibility and acceptability

Samantha Squires & Leanne
Heilbronn

Clinical nurse QH Self-Management
of Chronic Conditions (SMOCC)
program (previously Coaching on
achieving Cardiovascular health.
[COACH])

Self-Management of Chronic Conditions (SMOCC)

Katie Panaretto — Public Health
Physician, QH

QH Public health services
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Attendees for Improving co-ordination and collaboration of services for people with heart or

chronic disease post hospital discharge — Heart: Road to health or Chronic disease: Road to health

Name Position Topic
Alice Cairns (Dr) Research fellow Centre for Rural | Linking student led rehabilitation in
and Remote Health, James Cook | Western Cape with Heart: Road to
University. health or Chronic disease: Road to
health
Alison Read Community nurse, Hughenden What do Community nurses need

to improve support for people with
heart disease post-discharge from
tertiary Hospital. for Heart: Road to
health or Chronic disease: Road to
health

Alline Beleigoli (Dr)

Snr Research Fellow,, Flinders
Uni, SA

Country heart attack prevention
(CHAP) Heart Health for Life

Amanda Rojek

Director Strategy, Planning and
Partnerships

Strategy, Policy and Reform

QH — Strategy planning and policy

Amy Frame Nurse Manager Complex Chronic | Role of Nurse Navigator and
Nurse Navigator Service. possible involvement in Heart: Road
to health or Chronic disease: Road
to health
Ashley Horton Heart Failure, Clinical nurse Linking Heart: Road to health or

Chronic disease: Road to health
with Heart Failure
outpatient/outreach program

Barbara Smith

Flinders Council - Health

Hughenden community advisory
network representation

Ben Houghton

Occ. Therapist. Torres and Cape
Hospital and Health Service
(TCHHS)

Linking Healthcare in your home
with Heart: Road to health or
Chronic disease: Road to health

Carlie Smith

Heart Foundation project officer

Linking Heart Foundation with
Heart: Road to health or Chronic
disease: Road to health

Casey McKenzie

Exercise Physiologist - Body Fix

Linking Body-Fix with Heart: Road
to health or Chronic disease: Road
to health
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Name

Position

Topic

Chloe Truesdale

Snr Healthcare Programs Officer

Linking Heart Foundation in Heart:
Road to health or Chronic disease:
Road to health

Chris Rissel (Prof)

A/Prof Flinders University
(Darwin)

Yolgnu CR research and Healthy
Heart for life>

Christine Kwong

Cardihab — Customer support
specialist

Role of CardiHab in Heart: Road to
health or Chronic disease: Road to
health

Deb Smith (Dr)

Research coordinator, Place
Based Planning, Hughenden

Research into Place based Planning
and possible links to Heart: Road to
health or Chronic disease: Road to
health

Donna Richmond

QH Executive Director, Health
Services Planning

Health Services Planning possible
links to Heart: Road to health or
Chronic disease: Road to health

Helen McLean

Snr Healthcare program Officer.
Equity (WA. Heart Foundation)

Linking Heart Foundation with
Heart: Road to health or Chronic
disease: Road to health

lan Ring (Dr)

Professor, Tropical Health &
Medicine,

James Cook University

Research team Heart: Road to
health

lan Wronski (Dr)

Chair TAAHC

Opening address. Translating
research into action

Jacinta Bonaventura

Alliance Rehab. — Exercise
Physiologist

Linking allied health and an exercise
physiologist in Heart: Road to
health or Chronic disease: Road to
health

Jane McNamara

Mayor — Flinders Council

Flinders Council Mayor

Janet Struber

Program Advisor Chronic
Conditions Strategy
Apunipima Cape York Health
Council

Linking Heart: Road to health or
Chronic disease: Road to health
with Apunipima Chronic Disease
Strategy

Jenny Mann (Dr)

Aged care project

Linking OPEN ARCH with Heart:
Road to health or Chronic
disease: Road to health

Karen Carlisle

Snr Research Fellow, School of
Medlicine, Dentistry

Linking proposed development of
revised framework for operational
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Name

Position

Topic

and implementational research in
health and disease control
programs, and possible linkages
with Heart or Chronic disease :
Road to health

Katie Panaretto (Dr)

Public Health Physician QH

Linking QH public health services
with Heart: Road to health or
Chronic disease: Road to health

Katina Corones-
Watkins (Dr)

Lecturer & Early Career
Researcher Postgraduate
Program Advisor: Critical Care &
Emergency

Linking emergency and critical care
services with Heart: Road to health
or Chronic disease: Road to health

Kaz Johnston (Dr)

Senior Research Officer/Data
Manager

Integrating Health Care Planning
in North Queensland Project

Integrating Health Care Planning in
North Queensland Project with
Heart or Chronic disease, Road to
health

Kylie McKenna

Nurse Unit Manager, Office of
Rural Health (TCHHS)

Linking Office of Rural and Remote
Health with Heart: Road to health
or Chronic disease: Road to health

Leanna Murray

PHC Nurse

RFDS Linking with Heart: Road to
health or Chronic disease: Road to
health

Leanne Brown (Dr)

Nurse Practitioner Cape York
Kidney Care

Linking Cape York Kidney Care with
Heart: Road to health or Chronic
disease: Road to health

Leanne Heilbronn &
Samantha Squires

Self-management of Chronic
conditions (SMOCC)

Linking SMOCC with Heart: Road to
health or Chronic disease: Road to
health

Lisa Archer NQPHN priorities (Chronic Linking NQPHN chronic disease and
disease) secondary prevention with Heart:
Road to health or Chronic disease:
Road to health
Matthew Bryant (Dr) | Public Health Medical Officer, Linking Rural Hospital Services

Rural Hospital Services Group

Group with Heart: Road to health or
Chronic disease: Road to health

Melissa Moore

Heart Failure, Nurse Practitioner

Linking Heart: Road to health or
Chronic disease: Road to health
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Name Position Topic
with Heart Failure
outpatient/outreach program
Meryl Churchill Cohort program Cohort program — translational

research

Michael Newman

Chronic disease nurse
practitioner

Linking Heart: Road to health or
Chronic disease: Road to health
with THHS chronic disease
management

Nadia Nestor

Project lead, State wide
Pulmonary Rehabilitation
Project. Healthcare Excellence
and Innovation

Linking Pulmonary Rehabilitation
with Heart: Road to health or
Chronic disease: Road to health

Peter Leggat (Dr) Professor Public Health Research team Heart: Road to
health
Peter Malouf (Dr) Associate Professor/CEO Linking TAIHS with Heart: Road to
Townsville Aboriginal and Torres | health or Chronic disease: Road to
(keynote speaker)

Strait Islander Community
Control health Service (TAIHS)

health

Richard Franklin (Dr)

Professor Public Health

Research team Heart: Road to
health

Ruth Barker (Dr)

A/ Professor Rehabilitation

Research team Heart: Road to
health

Samara Phillips

Queensland CR program adviser

Queensland CR program linking
with Heart: Road to health or
Chronic disease: Road to health

Bernadette Sellwood

Diabetes Educator, Cairns North
Community Care

Linking Diabetes program with
Heart: Road to health or Chronic
disease: Road to health

Simone Braithwaite

QH Manager preventive strategy

QH Preventive strategy

Snezana Stolic (Dr)

ACRA Qld. University of Southern
Queensland.

Linking Heart: Road to health or
Chronic disease: Road to health
throughout Queensland

Sue Devine (Dr)

A/Prof. and Academic Head,
Public Health and Tropical
Medicine. College of Public
Health, Medical and Veterinary
Sciences. James Cook University

Linking JCU Public Health with
Heart: Road to health or Chronic
disease: Road to health
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Name Position Topic

Susie Cartledge (Dr) Heart Foundation Postdoctoral Linking digital transition of care
Fellow, Senior Research Fellow solution to support patients and
families after a short inpatient stay
following a cardiac event with
Heart: Road to health or Chronic
disease: Road to health

Vicki Gedge (Dr) QH Advanced Health Promotion | Linking Heart: Road to health or
Officer Chronic disease: Road to health
with Chronic disease prevention

Wendy Ah-Chin, Executive Director, Aboriginal Linking Heart: Road to health or
and Torres Strait Islander Health | Chronic disease: Road to health
- TUH with Aboriginal and Torres Strait
Islander clients
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ABSTRACT:

Introduction: Morbidity and mortality from heart disease
continues to be high in Australia with cardiac rehabilitation {CR)
recognised as best practice for people with heart disease. CR is
known to reduce mortality, reccourrence of heart disease, hospital
readmissions and costs, and to improwve quality of life. Australian
Aboriginal and Torres Strait Islanders (Australian First Peoples or
Indigenous peoples) have a greater need for TR due to their
higher burden of disease. Howewer, CR referral, access and
attendance remain low for all people who live in rural and remote
areas. The aim of this integrative review was to identify barriers,
enablers and pathways to CR for adults living independently in
rural and remote areas of high-income countries, including
Australia.

Methods: Studies were identified through five online data bases,
plus reference lists of the selected studies. The studies focused on
barriers and enablers of CR for adults in rural and remote areas of
Australia and other high-income countries, in English peer-
reviewed journals (2007-2016). A mix of qualitative, quantitative
and mixed method studies were reviewed through a modified
Preferred Reporting ltems for Systematic Reviews and Meta-
Analyses (PRISMA), followed by a critical review and thematic
analkysis.

Results: Sixteen studies were selected: seven qualitative, four
guantitative and five mixed method. Five themes that influence CR
attendance were identified: referral, health services pathways and
planning; cultural and geographic factors necessitating alternative
and flexible programs; professional roles and influence; knowing,
valuing, and psychosodal factors; and financial costs — personal

Keywords:

and health services. Factors identified that impact on referral and
access to CR were hospital inpatient education programs on heart
disease and risk factors; discharge processes including CR
digibility criteria and referral to ensure continuum and transition
of care; need for improved accessibility of services, both
geographically and through alternative programs, including home
based with IT and/or telephone support. Also, the need to ensure
that health professionals understand, value and support CR; the
impact of mental health, coping with change and competing
priorities; costs including travel, medications and health
professional consultations; as well as low levels of involvement of
Awstralian First Peoples in their own care and poor cultural
understanding by non-Australian First Peoples staff all negatively
impact on CR access and attendance.

Conclusion: This study found weak systerns with low referral rates
and poor access to CR in rural and remote areas. Underlying
factors incdlude lack of health professional and public support,
often based on poor perception of benefits of CR. compounded by
scarce and inflexible services. Low levels of involvernent of
Auwstralian First Peoples, as well as a lack of oultural understanding
by mnon-Australian First Peoples staff. is evident. Owverall, the
findings demonstrate the need for improved models of referral
and access, greater flexibility of programs and professional roles,
with management support. Further, increased education and
involvernent of Australian First Peoples, including Indigenous
health workers taking a lead in their own people’s care, supported
by improved education and greater cultural awareness of mon-
Australian First Peoples staff, is required.

Abaoriginal and Torres Strait Islanders, Australia, barriers, cardiac rehabilitation, enablers, First Peoples, indigenous, pathways.

FULL ARTICLE:

Introduction

Heart disease is the largest single cause of death in Australia and
contributes to significant illness, disability, poor quality of life and
high healthcare costs'2. Rates of heart disease in rural and remaote
areas are higher than in urban areas™? Whilst Australian
Aboriginal and Torres Strait Islander First Peoples’ (Australian First
Peoples/Indigenous peoples)* disease rates, including heart
disease and complex comorbidities, are higher, this only partialky
accounts for the disparity in health status between people in rural
and remote and urban populations35. Disparity may be worse than
reported due to people with poor health moving to urban areas
for better services®.

There is significant evidence that cardiac rehabilitation (CR) is best
practice for people with heart disease®™®. However, despite this
and known higher levels of heart disease of people living in rural
and remote areas, referral and access to CR remain low, and access
izswes are exacerbated by geographic distance, fewer health
services and staf33, compounded by poor telephone and T
services to support alternative programs in rural and remote
areas®.

Cardiac rehabilitation

R is known to reduce recccurrence of hospital readmissions,
mortality and morbidity from heart disease, and improve general
health and quality of life” & WHO describes CR as including
physical, mental and social conditions for people with heart
disease, so that by their own efforts, together with support
through medical or clinical management, they may presense or
resume optimal function™ "1 The term ‘cardiac rehabilitation
continuum’ is preferred by the Heart Foundation of Australia’, due
to the general perception that CR refers to short term, centre
based exercise and education programs, usually run by hospitals.
The CR continuum is a8 'coordinated system of long-term care’
necessary to help people with heart disease return to an active and
satisfying life, and to prevent the recccurrence of heart disease or
mew cardiovascular conditions”. This indicates the need for a
lifelong individual commitment to healthy Ifestyle choices, and
adherence to medical advice with health service support™ 1,

Costs and priority

Expenditure for hospital-admitted patient services for coronarny
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ABSTRACT:

Introduction: Morbidity and mortality from heart disease
continues to be high in Australia with cardiac rehabilitaton (CR)
recognised as best practice for people with heart disease. CR is
known to reduce mortality, recccurrence of heart disease, hospital
readmissions and costs, and to improve guality of life. Australian
Aboriginal and Torres Strait Islanders [Australian First Peoples or
Indigenous peoples) have a greater need for CR due to their
higher burden of disease. However, CR referral, access and
attendance remain low for all people who live in rural and remaote
areas. The aim of this integrative review was to identify barriers,
enablers and pathways to CR for adults living independently in
rural and remote areas of high-income countries, including
Australia.

Methods: Studies were identified through five online data bases,
plus reference lists of the selected studies. The studies focused on
barriers and enablers of CR for adults in rural and remote areas of
Australia and other high-income countries, in English peer-
reviewed journals [2007-2008). A mix of qualitative, quantitative
and mixed method studies were reviewed through a modified
Preferred Reporting tems for Systematic Reviews and Meta-
Analyses (PRISMA), followed by a critical review and thematic
analysis.

Results: Sixteen studies were selected: seven qualitative, four
guantitative and five mixed method. Five themes that influence CR
attendance were identified: referral, health services pathways and
planning; cultural and geographic factors necessitating alternative
and flexible programs; profiessional roles and influence; knowing,
waluing, and psychosodal factors; and financial costs — personal

Keywords:

and health services. Factors identified that impact on referral and
access to CR were hospital inpatient education programs on heart
diseasze and risk factors; discharge processes including CR
eligibility criveria and referral to ensure continuum and transition
of care; need for improved accessibility of services, both
geographically and through alternative programs, including home
based with IT and/or telephone support. Also, the need to ensure
that health professionals understand, value and support CR; the
impact of mental health, coping with change and competing
priorities; costs including travel, medications and health
professional consultations; as well as low levels of involvement of
Awstralian Frst Peoples in their own care and poor cultural
understanding by non-Australian First Peoples staff all negatively
impact on CR access and attendance.

Conclusion: This study found weak systems with low referral rates
and poor access to CR in rural and remote areas. Underlying
factors indude lack of health professional and public support,
often based on poor perception of benefits of CR. compounded by
scarce and inflexible services. Low levels of involvement of
Awstralian Frst Peoples, as well as a lack of cultural understanding
by non-Australian First Peoples staff. is evident. Owerall, the
findings demonstrate the need for improved models of referral
and access, greater flexibility of programs and professional roles,
with management support. Further, increased education and
imvoheermnent of Australian Frst Peoples, including Indigenous
health workers taking a lead in their own people’s care, supported
by improved education and greater cultural awareness of non-
Auwstralian First Peoples staff, is required.

Aboriginal and Torres Strait Islanders, Australia, barriers, cardiac rehabilitation, enablers, First Peoples, indigenous, pathways.

FULL ARTICLE:

Introduction

Heart dizease is the largest single cause of death in Australia and
contributes to significant illness, disability, poor guality of life and
high healthcare costs12 Rates of heart disezse in rural and remote
areas are higher than in urban areas"?. Whilst Australian
Aboriginal and Torres Strait Islander First Peoples’ (Australian First
Peoples/Indigencus peoples)* disease rates, including heart
disease and complex comorbidities, are higher, this only partially
acoounts for the disparity in health status between people in rural
and remote and urban populatons?5. Disparity may be worse than
reported due to people with poor health moving to urban areas
for better services®.

There is significant evidence that cardiac rehabilitation (CR) is best
practice for people with heart disease®*. However, despite this
and known higher levels of heart disease of people living in rural
and remote areas, referral and access to CR remain low, and access
iszwes are exacerbated by geographic distance, fewer health
services and staf??, compounded by poor telephone and IT
sefvices to support alternative programs in rural and remote
areas*.

Cardiac rehabilitation

CR is known to reduce reoccurrence of hospital readmissions,
miortality and morbidity from heart disease. and improve general
health and quality of life? 210 \WHO describes CR as including
physical, mental and social conditions for people with heart
dizease, so that by their own efforts, together with support
through medical or clinical management, they may pressnse or
resume optimal function™ """, The term ‘cardiac rehabilitation
continuum’ is preferred by the Heart Foundation of Australia®, due
to the general perception that CR refers to short term, centre
based exercize and education programs, usually run by hiospitals.
The CR continuum is a ‘coordinated system of long-term care’
necessary to help people with heart disease return to an active and
satisfying life, and to prevent the reccocurrence of heart disease or
new cardiovascular conditions” . This indicates the need for a
lifelong individual commitment to healthy Iifestyle choices, and
adherence to medical advice with health service support™ .

Costs and priority

Expenditure for hospital-admitted patient services for coronary



#» published in English in peer-reviewed journals from 1
January 2007 to 31 December 2016

# foousing on cardiac rehabilitation in rural and remote areas
of Australia and high-income countries imternationally;
barriers, enablers and pathways to CR; or First Peoples,
indigenouws (Australian and global) and general populations.

Exclusion ariteria were:

» effectiveness of centre based and home based (technology-
supported) CR due to available evidence of
effectivenassT & 10173031
clinical cardiac procedures, acute treatment and interventions
# non-high-income countries are equated to developing
countries, according to the ‘List of developing countries as
declared by the Minister of Foreign Affairs{2015)32. This is
because studies that focus on developing countries are
considered to have litte relevance in Australia, which is
amongst the 10 largest advanced economies in the world,
based on International Monetary Fund criteria®?)
9 programs that include only one component of CR
[eg exercise), rather than having a holistic view
@ gutside the date limit, to ensure a contemporary basis
due to rapid changes in technology that have had a

large impact on possibilities for CR in rural and remote
areas and due to the recent decentralisation of health
senvices in Queensland, the establishment of primary
health networks and their impact on health service

delivery.

Whilst this study includes all adults living independently in rural
and remote areas of Australia as well as high-income countries,
because of the known poor health status of Australian Frst
Peoples'? studies were sought specifically for CR with Abariginal
and Torres Strait lslanders people and/or Indigenous people. Using
this strategy, six studies with a primary focus on Australian First
Peoples were identified. Mo international studies were identified
specifically for Indigenous people.

Preliminary review and critical appraisal

Prindples and processes of the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) (Fig1) was used
to describe the collection, review and identification of final studies
for anakysis**.

Following screening of abstracts, a full text critical review to assess
research guality, outcomes and eligibility was undertaken on the
remaining 56 quantitative, qualitative and mixed method studies. A
madified process, suitable for aritical review of all research
methods, was developed based on the premise that all research
includes clearly fooused research questions, constnucts arguments,
collects data from appropriate participants, speculates about
outcomes of data analysis> > and considers important outoomes
and results3®49_ To achieve this, McMaster's qualitative research
guidelines®. and the Critical Appraisal Skills Program quantitative
review guideline-;“, were combined. Studies were assessed
according to MchMaster's guidelines for study design, type.
methods, sampling and data collection®® and Critical Appraisal
Skills Program guantitative research guidelines to assess the
research guestion, including appropriate sampling. equal
treatment of all partidpants, chance minimisation and research
rigor, with all results presented to ensure epidemiological and
statistical strength®®. The critical review was further strengthened
by a themnatic analysis in which key findings were coded and
grouped to identify "patterned responses’ or ‘themes', to enable
extraction of further meaning™.

Supplementary table 2 provides details of the critical review and
thematic analysis carried out by the first author and peer reviewed
by the other authors. This process of review and validation
continued throughout

Following the critical review and thematic analysis, a further
analysis, evaluation and integration of findings from the 16 final
studies that identified barriers, enablers and pathways was
undertzken. These are synthesized in the results according to
identified themes.
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Figure 1: Modified PRISMA chart3®: Integrative review of studies on cardiac rehabilitation for people in rural and remote areas
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Results

The review and analytic process identified 16 studies, from which
five themes emerged. Table 1 summarises the pertinent themes
including factors that influence failure or success of CR. These
factors provided the underpinning criteria for the emergent
themes. The themes identified were referral, health service

pathways and planning: cultural and geographic factors
necessitating alternative and flexible programs; professional roles
and influence; knowing. valuing, and psydhosacal factors; and
financial costs — personal and health services. Embedded in these
themes are barriers, enablers and pathways for CR in rural and
remote areas by general population and Australian First Peoplas.

Table 1: Themes identified through critical analysis and underpinning thematic criteria
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Referral. heatth services pathways and planning

General populations: Low levels of referral are commonky
identified as barriers to CR1*21.23348 4, ation and information
about heart disease risk factors and the benefits of CR are an
impartant part of hospital discharge and referral processes?224, 4
transition of care framework and care planning. together with
systematic assessment to ensure that participants hawve
approgriate, and if necessary, individualized programs, is
recommended?'2? [Table 2).

It is knowwn that there is a lack of data on CR referrals, attendance
and completion of centre based or home based programs'®. At
times the studies recommended that people ‘eligible’ for CR are
referred by their treating doctor'®42. Mo eligibility oriteria were
identified in the selected studies. Many potential CR particpants
were deemed ineligible without explicit decision-making
criteria"®#2, Other bariers to CR include non-completion or dalay
in post-hospitalisation referrals, lack of information and
prioritisation of CRZV3#4 Taple 2,
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Table 2: Final analysis, evaluation and integration — general populations18-244143
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Australian First Peoples: Lack of data on referral rates and poor  access®>4547_|n one community in Western Australia, the number
discharge planning were identified as bamers to CR for Australian  of people who attended CR was reported as being augmented by
First Peoples*344. Lack of services, low levels of involvement of self-referral of people interested in leaming more about health
Australian First Peoples staff and culturally inappropriate services  and risk factors rather than formal referrals or involvement in

are identified as contributory factors to low rates of CR referral and  CR*47 (Table 3).

Table 3: Final analysis, evaluation and integration — Australian First Peoples*>48
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Cultwral ond geographic factors necessitating alternative and
[lexibie progroms

General populations: A range of studies identified that
alternative approaches to CR are required dus to low levels of
geographic access in rural and remote communities 181323814243
Itis knzwn that distance from services impacts on access o
Cr1EN2 Technological or personal suppaort home based
programs are identified as alternatives to centre based
programs2®2223 Thara is & demonstrated need for flaxible and
individualized programs to accommodate factors related to
emgploymeant, 2ge and gender, supported by community
imvatvement 2% The use of a ‘heart health” manual combined
with home visits has been shown to be of banafit™, Innovative
management policies are recommended to ensble alernative and
flexible models necessary to meet individual and local needs2324
[Table 2).

Australian First Peoples: Studies repeatedly found that First
Paoples programs must be of high standard, culturally appropriate,
holistic, flexdble and include family and communige 34542
Indigenouws health workers are identified as an essential part of the
health service team, which needs strong relationships and trust
within the team and program participant=*$4#8_Strong links with
mainstrearn health services are necessany whilst retaining fedbility
and individuality. such as ‘yvaming or storytelling to encourage
attendancet3496 [Table 3).

The barrier of distance from services iz not identified by First
Paoples to the same extent as for the general
population®-2323-2841 (Tah|e 2] In one Tasmanian First Peoples
study, transport was provided for participants. This was regularhy
used by 48% of the participants and by 15% ‘some of the time*¥"
[Table 3.

Professional roles and influence

General population and First Peoples: Medical officers and/or
(R coordingtors’ personal imvohement. accessibility and follow-up,
together with supportive and non-judgemental attitudes, were
found to be enablers for CR attendance®2023_ Fyrther enablars
identified included health profezsionals’ knowladge and
pricritisation, their willingness 1o share information and work as

part of & coordinated multidizciplinary team, as well as ensuring
effactive interhealth services communication™ (Table 7).

There iz evidence that profeszional relationships between
Austradian First Peoples and general population staff are
stremgthened when they are bazed on trust and respect. with
Austrafian First Peoples in primany professional roles®24648,
Improwved cultwral skills of general population staff are of primary
irmportance in this process. These are identified as core
components fior effective CR and secondary prevention for
Australian First Peoples®®48 Two studies involving Australian First
Pacples also identified multidisciplinary teams as being important,
together with flaxdbility of professional roles%548 [Table 3).

184

Knowing, walving, and psychosociol foctors

General population: Public perception generzlly demonstrated
that CR is unnecessary for younger, fitter peopde®3, or not suitable
for people with comorbidities or advanced disease®2. Lack of
information, few positve role models, negative local attitudes,
poor exparience or misinformation, and insufficient health
professional support, have all been identified as limiting the
perceived value Y320, It is also noted that pecple experience
difficulty in acknowledging the need for lifestyle changes,
espedally if families continue with risky behaviour such as
smoking®¥. People may opt to deny the need for risk modification,
cease taking their prescribed medications and s2ck alternative
therapies®! (Table . Depression. anxiety, denial, sadness, guilt,
grief and personal loss have been found to result in poor
mativation and non-completion of programs? (Table 2).

Australian First Peoples: Inaguities in First Peoples health
zarvices are compounded by Western' medical practices reported
to be inaffective in taking accurate medical histories*3* and to
mirror & ‘power inequity that resembles colonialisrm 424748 Tha
nead for flexible and Innovative programs that consider all aspacts
of dhronic dizease risk factor minimisation, with a possible focus
on primary and secondary prevention and consideration of mental
as well as physical health, to address these barriers has been
identified™®® (Table 3).

Financiol costs — personal and health services

General populations: On 2 personal level, travel costs,
medications, visits to health professionals and potential loss of
income due to work commitments are identified as significant
barriers to CR121-22 (Table 2).

Australian First Peoples: Current studies do not identify the
zame financial isswes for First Peoples, who largely attend local
Indigenous medical services or government health services, whidh,
whilst accessible, provide few CR or sscondary prevention
senices*®96 (Table 3).

Limitati

The methodological quality of artides was azsessed and
demonstrated validity in research methods, with some limitations
(Tables 2,2). The majority of qualitative and mixed method studies
used purposive sampling and semi-structured

interdaws19-2124 4143448648 yith data analysed and themes
identified using MWnro software. However, many studies were
lirnited in their generalizability due to spedific geographic location
of data collection 2083 Oehar limitations were non-indusion of
eszential representatives (=g medical officers, carers and local
indigenous people (Macri of Mew Zealand]) 2023244149 ) and |ack
of data verification*®*”. Three quantitative studies were limited by
lack of exdusion criteria (CR eligibility)"%435® with one sample not
randomised?s. One mixed methed study relied on a small and
poszibly mon-representative sample®.

Results are assimilated according to themes, barmers, enablers and
pathways to provide information as a basis for developing a



revised framework and perspective for CR referral and access
models that will ultimately improve heaith and quality of life for all

people with heart disease in rural and remots areas (Tables 4,5).

Table 4: Themes, barriers, enablers and pathways — general populations!2-25.41.42.49
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Table 5: Themes, barriers, enablers and pathways - Australian First Peoples®3-42
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Discussion

CR is known to be effective in improving quality of life, reducing
mortality, morbidity and hospital readmissions”®%, and
consequently reducing costs for hospital treatment for heart
diseasa? 105152 The true value of CR is not realised in rural and
remote areas due to poor access and/or attendance to (R
services18-21.232441 \Whiist this integrative review provides
information on barriers, enablers and pathways to models of
referral and access to CR, there remain many unanswerad
questions, induding why referral and attendance rates continue to

be low despite the significant evidence of CR effectiveness. Whilst
the reason for this is not completely understood, contributing
factors identified in the selected studies indlude poor
understanding of the benefits of CR by health professionals and
potential attendees, compounded by low levels of
referral'321232442 Whiict some pathways of referral and transition
of care planning are reported, referral rates are not known in many
areas of Austrafia.

Early results of a recently instituted Queensiand Health CR
database are insufficient to draw conclusions about referral rates in
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Cueenzland. It is anticipated that a5 data collection increazes, this
information will become available1852,

Austrafian First Peoples experience many of the same barriers as
the general population, compounded by cultural izzsues, lower
socioeconomic and educational levels, and greater geographic
isolation'3. However, they have a graater need for CR, primary and
secondary prevention due to higher levels of heart diz=zaze and
comorbidities154%5, To provide Australian First Peoples adequate
and effective (R, their increazed imvohement, together with non-
Australian First Peoples” improved cultural awareness, mutual st
respect and two-way leaming is required, as well s improved
support and access to spedalist services346-%8 fany of these
izzues are not well investigated and described.

Costs associgted with recurring heart diz=a=e are high and it iz
knmown that these costs can be reduced with improved systems
that facilitate referral, accessibility and {R attendance®. To improve
seqvices, maore information is required about hospital discharge
and CR referral processes, induding eligibility, inpatient education,
perceived benefit and meeting participant needs.

The current situation demonstrates weak or poorly implemented
systems. These incude models of health services delivery, referral
processes as well as inconsistent knowledge and value by health
professionals and potential participants 141519234048 1)) 3 range
barriers to access and appropriateness of services. Many of the
iszues identified are commaon to health service provision and
access to sarvices in rural and remote areas of Australiz®. Az such,
findings of this integrative review potentially have broad
applications. To address the deficits, the following priorities need
to be considerad.

Referral, health services, pathways and plonning

A systematic referral process based on well-defined oriteria,
individualization of CR, personal contact, trust, information and
support from health professionals1322-244848 needs further
irmestigation. The systematic referrzl process, based on eligibility
criteria, education on heart disease and risk factors, needs to
commence prior to hospital discharge?2257,

Cuitwral ond geographic fectors necessitoting alternative ond
flexible progroms

Flezbility in CR is essential because of the diversity of
demographic profiles, geographic location and health status in
rural and ramota arsac A2 bernative models of CR,
incuding home bazed programs with telephone support. such as
Queensland Health's Coaching Patiznts on Achieving
Cardiovascular Health (COACH)" telehealth, purpose designed
apps and community imvohement, are all known enablers for
CRFWM Yowever, attendance rates remain low 287 |0 Asctralia
there iz litthe evidence of CR being provided by
Aboriginal/Indigenous medical services, compounding poor access
to R by Australian First Peoples who live in remaote area
communities. This highlights the need for further advocacy and a
review of systems of health care for Australian First Peoples in
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remote area cormmunities. In line with a helistic and cutturally
appropriate approach and scarcity of resources, consideration of
an integrated, flexible primary and secondary prevention model
that is appropriate for Australian First Peoples a5 well as the
general population needs further investigation.
Professional roles and influence

Key issues identified indude ongoing staff shortages™1%,
indicating the need for increased professional role flexibility and
modified multidizciplinary team meodels, supported by appropriate
management palicy'>*. A further priority is including a primary
role in CR, supported by further education, for Indigenousl health
workers working with Australian First Peoples %547 These are all
key izsues that need further consideration to work towards optimal
effectivenass of CR in rurzl and remaote areas.

Kinowing, waluing, and psychosociol foctors

Poor understanding of the concepts and benefits of CR contributes
to low attendance rates1 321232505758 This i exacerbated by the
general perception that acute care health services are of greater
importance than primary and secondary prevention services®®,
Lack of knowledge and negative perceptions of CR need to be
addrezzad. Mental as well as physical health izswes are of primary
importance and currently not prioritised in many CR

programs 1921224 holistic approach to CR, primary and sacondany
risk factor prevention and use of resources need further
consideration®.

Financiol costs — personal and health services

Through effective CR it is known that healthcare costs can be
significantly reduced through a reduction in recocurmence of heart
disease and hospital readmissions®. To achieve increased (R
participation, improved professional understanding and support is
essential!. The cost factors for general populations include trawvel,
loss of work, cost of health services, professional consultations and
medications '*222442 | iz alzo reported by James Cook University,
Caims and Apunipima Indigenous health services [unpublished
internal report, 2016) that Australian First Peoples are faced with
financial costs, practical and cultural barriers when attending
centrafized spadalist services that require them to wavel and stay
away from their families and community. The owverall low level of
health services in rural and remote areas results in poor aocess and
overloaded services, and resultant staff turnowver and cost
implications"41542% Rarpnsideration of the system, cumrent
health services and resource gllocation is reguired.

Limitations

Due to the predominanthy qualitive or mied method research
the results are not outcome focused and have limited
generalizability due to the specific geographic areas and small
purposive contextual samples of the studies. Therefore,
condusions drawn by this integrative review on health zervice
systems and services are based in part on sslected studies”
discussions, findings and comclusions, and subject to the
lirnitations of the study. Mo northern Queensland or Morthern



Territory studies on CR were identified in this integrative review.
These are extensive regions of Australia with large rural and
remcte areas. This and the owerall low number of swudies indicate
the need for further research to improve information that will
fadlitate decision making and identify further CR enablers and
pathways and minimize barriers specific to rural and remote areas
of Australia, so that service improvements can be achieved.

Conclusion

The purpose of this integrative review was to explore barriers,
enablers and pathways for access to CR, with the aim of optimising
services, improving health and quality of life for all people living
independently in rural and remiote areas. The review indicates that
(R senices are fragmented and lack a systematic policy driven
appreach, with resultant low levels of referral and access. Even
wien glternative services are offered in Austalia (=g COACH],
attendance rates remain low.

To addresz this, the following elements for improved referral and
access to (R need further investigation and development:
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