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Abstract

Aims: Cardiac rehabilitation is an essential component of secondary prevention consistently unexploited by most eligible
patients. Accordingly, the remote cardiac rehabilitation program (RCRP) was developed to create optimal conditions for
remote instruction and supervision for patients to enable successful completion of the program.

Methods: This study comprised 306 patients with established coronary heart disease who underwent a 6-month RCRP. RCRP
involves regular exercise, monitored by a smartwatch that relays data to the operations center and a mobile application on
the patient’s smartphone. A stress test was performed immediately before the RCRP and repeated after 3 months. The aims
were to determine the effectiveness of the RCRP in improving aerobic capacity, and correlating the program goals and first-
month activity, with attaining program goals during the last month.

Results: Participants were mostly male (81.5%), aged 58± 11, enrolled in the main after a myocardial infarction or coronary
interventions. Patients exercised aerobically for 183 min each week, 101 min (55% of total exercise) at the target heart rate.
There was a significant improvement in exercise capacity, assessed by stress tests, metabolic equivalents which increased
from 9.5± 3 to 11.4± 7(p < 0.001). Independent predictors of RCRP goals were older age and more minutes of aerobic exer-
cise during the first program month (p < 0.05).

Conclusion: Participants succeeded in performing guideline recommendations, resulting in a significant improvement in
exercise capacity. Older age and increased volume of first month of exercise were significant factors associated with a
greater likelihood to attain program goals.
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Introduction
Cardiac rehabilitation (CR) is considered an essential com-
ponent in the prevention of future heart episodes,
re-hospitalizations, and death from all cardiac-related
causes.1,2 Despite the documented evidence of the benefits
of CR, less than one-third of patients actually begin
rehabilitation.3 Of these, approximately 24% to 50% of
patients terminate the program ahead of time and are there-
fore unable to achieve the desired outcome.4 The reasons
for nonparticipation in rehabilitation programs are
diverse. These include objective barriers (such as the
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remoteness of the medical center, lack of accessible trans-
portation, travel cost, unsuitable work hours, and socio-
economic factors), as well as behavioral and psychosocial
reasons.5,6 Remote cardiac rehabilitation programs
(RCRP) are typically performed in a patient’s environment,
using modern telecommunications technology tailored to
the characteristics and needs of the individual patient.
Thus, RCRP not only overcomes the many aforementioned
barriers of traditional CR, but also achieves all the clinical
goals set by traditional rehabilitation while simultaneously
improving exercise adherence, physical activity levels, as
well as reducing the relative cost of treatment.7,8

In previous studies, the successful use of features pro-
vided by the RCRP platform in the early stages of the
program resulted in better compliance and adherence.9,10

However, we found no mention of how patients’ patterns
of workouts and behavior in the first weeks of remote CR
affected their subsequent adherence. The purpose of this
study was to describe the achievements of the first RCR
group within the Israeli Health system and to shed light
on how potentially influential the first weeks of participa-
tion in the completion of the 3-month program.

Methods

RCRP

The first Israeli RCRP was developed at the Sheba Medical
Center. It was approved by the Israeli Ministry of Health as
a 3-month rehabilitation program for low-risk patients and
is fully covered by the basic health insurance at no cost to
patients. Low-risk definition according to the national
guidelines is defined as lack of > 5% ischemia per stress
or pharmacological single-photon emission computed tom-
ography (SPECT), left ventricular ejection fraction (LVEF)
50% or more, lack of sustained ventricular tachycardia,
symptomatic atrial fibrillation of flutter or heart rates
(HRs) > 120 beats per minute at rest. Low-risk definition
excludes patients after cardiac arrest, heart failure with pre-
served systolic function and low functional capacity (meta-
bolic equivalents (METs) < 6). A detailed description of our
RCRP was published earlier.11 Briefly, the program com-
bined the use of advanced telecare technologies (platform
by Datos Health) and smart wearable devices (mostly
Garmin and Apple smartwatches) (Supplemental
Appendix A- C) adapted to the characteristics and needs
of each particular patient.

The program was geared to motivate the patient to
perform workouts at home or in any convenient community
facility, to lead a healthy lifestyle, as well as manage their
clinical and psychological health. Necessary conditions
for RCRP success included both motivational and techno-
logical aspects. For example, in addition to receiving auto-
matic encouraging messages and reminders, the patient
received a personal weekly call from a CR trainer to

discuss the training program and any problems that may
have arisen. The patient received necessary technical and
clinical support from a multiprofessional care team (phys-
ician, psychologist, physiologist, nurse).

Throughout the 18 months of the program, we collected
data on behavior patterns, training, and goal achievements
from the first low-risk group of 306 patients, 81.5% men,
aged 57.59 (±10.62) rehabilitating under the RCR at
Sheba Medical Center in Israel. Basic characteristics, includ-
ing a complete medical history, risk factors, and laboratory
tests were collected. Training patterns were obtained via
the smartwatch and then analyzed prospectively by the plat-
form for 24 weeks. Objective improvement of an individual’s
functional capacity was assessed as the change between the
first (2–3 weeks before starting rehabilitation) and the
second (post 3 months of rehabilitation) exercise stress test
(ergometry) using the same protocol and environment.
Satisfaction with the program and care received was recorded
and assessed using a questionnaire.

The main objective was to gauge the effectiveness of the
RCRP protocol for any changes in exercise capacity
assessed by treadmill exercise stress test using Bruce or
modified bruce protocol based on patient baseline func-
tional capacity (history and impression) as assessed by the
exercise physiologist. The same protocol was used for the
second stress test after the 3-month program. The relative
assessment of patients’ adherence and achievement of the
main “exercise goals” of the rehabilitation program, was
also recorded. The “exercise goals” of the program were
defined as the: (a) training performance of at least 150
aerobic minutes per week, of which; (b) 120 min in the
target HR, set by the exercise physiologist; (c) two strength
training sessions per week (after the first month); and (d) at
least 8000 steps per day. And 100% achievement of these
goals was considered satisfactory adherence. The individual
target HR was determined in accordance with the recom-
mendations of the national cardiac rehabilitation guidelines,
based on the stress test results of each patient.

The study’s second objective was to describe the differ-
ences in the baseline characteristics of patients that attained
program goals versus the ones who did not. We conducted a
retrospective analysis and comparison dividing all patients
into two groups: those who achieved the main “exercise
goals” of RCR and those who did not. The “exercise
goals” for this comparison were specified as: (a) completion
of the full 3-month program; (b) achievement of 600
aerobic minutes in the third month of the program
(150 min weekly times 4 weeks); (c) achievement of
400 min in the target HR (120 min weekly times 4
weeks) in the third month.

The third objective was to identify potential independent
predictors to better achieve the aforesaid exercise goals. We
aimed to assess whether variables such as age, gender, base-
line exercise capacity, indication for rehabilitation, use of
the program’s mobile app, as well attaining goals (150
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aerobic minutes per week and 120 min in the target HR) in
the first month of the program, could serve as predictors for
better future adherence during the third and final month of
the program.

Evaluation of the patient’s exercise performance was
evaluated using the following exercise parameters:

1. The total number of weekly minutes of aerobic exercise
(aerobic minutes).

2. The number of weekly aerobic minutes in the target HR.
3. The weekly percentage of training sessions at the target

HR (preferably at least 70% of the total training time).
4. The weekly workout intensity (preferably at least 70%

of the patient’s individual maximum aerobic capacity,
based on the stress test).

5. The assessment of perceived exertion on the Borg scale
(patients were instructed to train within 12–14 moderate
to vigorous on the scale).

6. Number of daily steps.
7. The number of weekly entries to the RCRP mobile

phone application (patients were instructed to use the
mobile app at least once every 1–2 days).

Statistical methods

Baseline characteristics are presented as median, mean±
standard deviation (SD), or percentages as appropriate and
comparisons were performed according to data type and its
distribution. Characteristics of patients according to goals
reached or not reached were compared using chi-square
test for categorical data, and two-sided student t-test or
Mann-Whitney tests for continuous data, as appropriate.

A paired sample t-test or Wilcoxon signed-rank test were
used, according to the normality verification, in order to
assess the differences between numeric values pre-RCRP
and post-RCRP.

The effect size of the Delta between the METs pre-RCR
and post-RCR were calculated as the difference of the
METs means divided by the square root of the mean of
the METs SD square.

A logistic regression model was constructed using the
best subset method in order to determine independent pre-
dictors for the completion of the two program exercise
goals during the third month of the program. The first
goal was to reach 600 or more total aerobic minutes (any
HR) per month, whereas the second goal was to reach
400 or more activity minutes in the individually designated
target HR zone per month. The following covariables were
introduced in the multivariate model using the best subset
method: age, gender, pre-rehabilitation METs, and indication
for CR. Predictions were based on patients’ performance in
the first month and some demographic data. Age and gender
were taken as base features of all the models. For the pre-
dictive models, all the patients that dropped out of the
program during the first month were excluded.

A p value < 0.05 was considered statistically significant
and all tests were two sided. Statistical analyses were per-
formed using the statistical software R foundation version
4.1.2.

Results
The study included data from the first 306 consecutive
patients to complete RCRP. The patients joined the RCRP
within 1 to 2 months after discharge from the hospital.
Characteristics of the study group are summarized in Table 1.

Another comparison, shown in Supplemental Appendix
D, presents the characteristics of the study group, 306
patients that participated in the RCRP, with the characteris-
tics of a group of patients that completed a traditional
center-based CR program (CCRP).

A total of 26% of this group were over 65 years of age.
The main indications for CR were myocardial infarction
(49%), percutaneous coronary interventions (48%) and cor-
onary bypass surgery (12.5%). Participants had a preserved
or normal systolic function and no high-risk criteria such
as significant ischemia, effort angina, clinically significant
ventricular arrhythmia, heart failure, or any evidence of clin-
ical instability (mandatory national criteria to the RCRP
entry). Participant adherence in the program, from the
RCRP group, was 3.6 months on average, compared to
CCRP participants that reached an average of 3.7 months
in the rehabilitation program (Supplemental Appendix E).

The changes in exercise capacity

Following the RCR intervention, there was a significant and
clinically meaningful improvement in exercise capacity,
expressed by change in METs, assessed by pre-exercise
and post-exercise stress tests using the same exercise proto-
col (Figure 1). Stress tests were performed by the same team
of physiologists using the same treadmills, under the same
conditions. The effect size of the exercise capacity improve-
ment was 0.35.

RCRP exercise goals and patient performance

Overall, the total weekly minutes of aerobic training for 24
weeks was 183 min (median) for the entire population.
Upon further analysis, the elderly group (age ≥ 65)
achieved 208 min whereas the younger group achieved
186 min (p < 0.01). The median number of minutes of
total aerobic minutes for 6 months was 183 min per week,
which was 122% of the goal set by the physiologists.
Additionally, time spent at the target HR was 101 min per
week, which was only 84% of the 120 min exercise goal,
usually divided into 4 exercise sessions. Figure 2 presents
the median weekly aerobic activity of RCRP participants.

Exercise at the target HR was 55% of the total exercise
time, which was less than our predefined goal of 70%,
representing an intensity of 75% of the patient’s
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personalized maximum aerobic capacity (all median
values). The subjective perception of effort (Borg scale)
was 11.7 and the daily step count was 7700. Participants
used the program’s mobile application 3.8 times per week.

Patients’ baseline characteristics and exercise goals
attained

We evaluated the characteristics of those patients achieving
the exercise goals set by the RCRP compared to those who
did. Patients who achieved the exercise goals in the third
month, were more likely to be older and have greater exer-
cise activity during the first program month. Comparisons
are summarized in Table 2.

Predicting exercise goals achievement during the
third month of the program

Two main exercise goals were assessed using multivariate
analysis: (1) would the patient achieve 600 min of
monthly physical aerobic exercise and (2) would the
patient achieve 400 min of monthly aerobic exercise at
the target HR. Both outcomes were assessed during the
third month of RCRP.

For every 100 min of training there was a 10% higher
likelihood of achieving the 600 min aerobic goal during
the third month. Similarly, for every 1000 steps the likeli-
hood increased by 4% for the same outcome. Table 3 pre-
sents the results of the regression model.

Table 1. Baseline characteristics of study population.

Variables
Mean (SE) or
percentage (n)

Total population, n 306

Mean age (year) (SD, range) 57.7 (± 9.82)

Male 81.5% (n= 229)

Mean age group < 65 (years) 53.01 (± 8.48)

Mean age group≥ 65 (years) 70.16 (± 3.38)

Co-morbidities

Metabolic

Dyslipidemia 30.2% (n= 85)

Hypertension 25.6% (n= 72)

Diabetes mellitus 6% (n= 17)

Cardiovascular

Myocardial infarction 49.1% (n= 138)

Atrial fibrillation/flutter 10.3% (n= 29)

Status postcoronary artery bypass graft 12.5% (n= 35)

Status postpercutaneous coronary
intervention

48.8% (n= 137)

Status postvalve surgery 13.5% (n= 35)

Physical and functional status Mean

BMI (kg/m2) 27.76 (± 11.77)

Rest HR (bpm) 73 (± 12.3)

Maximum HR (baseline stress test) 140 (± 19.66)

Systolic blood pressure (mmHg) 131.18 (± 20.13)

Diastolic blood pressure (mmHg) 75.71 (± 12.12)

Maximum pre-METs (kcal/kg/min)
baseline

9.49 (± 2.88)

Maximum pre-METs age group≥ 65 8.11 (± 2.8)

Maximum pre-METs age group < 65 9.98 (± 2.76)

Pre mean HR 121.45 (± 14.10)

BMI: body mass index; HR: heart rate; MET: maximal metabolic equivalent;
SD: standard deviation; SE: standard error.

Figure 1. Changes in metabolic equivalents (METs) pre-RCRP and
post-RCRP intervention compared to traditional CCRP. CCRP:
center-based cardiac rehabilitation program; METs: metabolic
equivalents; RCRP: Remote Cardiac Rehabilitation Program.
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Among all the variables included in the multivariate
model, only age and aerobic performance in the first
weeks of RCRP were significant predictors, while variables
such as gender, pre-rehabilitation METs, mobile phone
application usage or workouts’ average HR were not
significant.

Discussion
The main findings of our study show that patients partici-
pating in RCRP can reach the programs’ multiple exercise
targets and improve their aerobic capacity. We also found
that the patient’s age and aerobic exercise volume during
the program’s first month are independently correlated
with the program’s goal achievement rate.

CR has been proved to be an underutilized service. It
reduces cardiovascular mortality, hospital readmissions,
and associated healthcare costs, while simultaneously
improving health-related quality of life.12 RCRP has also
been demonstrated to be an effective and cost-efficient
alternative to the traditional CR delivery model. It facilitates
individualized support in almost any location.8

Overall, our program achieved its goals in terms of exer-
cise adherence and was shown to significantly improve the
functional capacity of its participants. These results are
comparable with previous reports.13

In our study, we aimed to explore the differences in base-
line characteristics between patients who managed to
achieve the main goals of the RCRP and those who did
not. We found that individuals who were deemed to be
more successful by the end of the third month of the
program tended to achieve greater aerobic performance in

the first month. The main predictors of achieving the
RCRP goals during the third month include the age, and
the number of aerobic minutes in the first month as well
as steps. Accordingly, we can cautiously conclude that
increased commitment to the program goals at the begin-
ning of the rehabilitation is associated with better
program goal completion. Importantly, this permits early
identification of patients less likely to attain goals.

Despite ongoing research in this field, many studies have
not documented a similar association between early aerobic
minutes and RCRP goal completion. Initial active engage-
ment in RCRP could be a significant predictor for future
goal completion as well as attaining desired level of cardio-
vascular health. Several studies have shown that the
timeous start of rehabilitation after a cardiovascular event
leads to better health outcomes for patients.14 Furthermore,
other studies have even gone as far to say that delays in start-
ing CR can cause avoidable harm in the long-term health of
patients.15 This shows the already well documented import-
ance of the timely start of CR programs.

However, just informing patients to join CR early after
their cardiovascular event is insufficient on the part of the
physician. Our results indicate that patients who demonstrated
early active participation in the program (those who achieved
greater aerobic minutes) better achieved the program’s adher-
ence goals. These results indicate that physicians should
motivate patients early on in their remote-CR progress, as
we found that the first few weeks are a crucial period for
determining their future success in completing program
goals. Younger patients could require special consideration
since apparently it appears to be more difficult for them
than for the elderly to fulfill all the requirements of the

Figure 2. The weekly aerobic exercise activity at target heart rate and below the target zone.
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RCRP.16,17 This can be explained both by the lack of time
and by a less serious perception of their illness. We speculate
that motivation was an important factor for early active par-
ticipation in the program. Patients who achieved greater
total aerobic minutes early on in the program could have
had certain motivation that resulted in their better completing
program goals. Another relevant CR study demonstrated that
motivational programs appear helpful in increasing participa-
tion in early outpatient cardiac rehabilitation.18 Whether
patients in our study who achieved greater total aerobic

minutes early on in the program were or were not motivated
intrinsically or extrinsically is debatable, but further studies
need to be performed in the future to determine which
plays a bigger role in CR program completion.

However, it should be noted that, despite a good indicator
of the total number of aerobic minutes, their aerobic exercise
intensity was lower than desired: the percentage of time that
patients spent in the target HR during the training was signifi-
cantly lower than we expected. Also, the subjectivity when
assessing training intensity was questionable.

Table 2. Observed differences between the baseline characteristics according to the RCRP “exercise goals.”

RCRP ‘exercise goals’ Baseline characteristics

Comparison groups (mean± SD, %)

p ValueNot reached Reached

Completed the full 3
months of RCRP

N= 108 N= 198

Age 55.77± 11.64 58.56± 9.92 0.011

Weight 85.15± 17.45 81.50± 15.01 0.057

METs 8.93± 2.84 9.79± 2.86 0.030

Reached the aerobic goal (150
aerobic minutes per week) in
the first month of the RCRP (%)

55 (n= 59) 75 (n= 148) 0.002

400 or more minutes of
aerobic exercise
attained in the third
month of RCRP

N= 152 N= 46

Age 56.92± 10.25 63.75± 6.60 0.001

Systolic BP 129.19± 17.87 136.89± 17.11 0.052

Glucose 116.60± 24.81 134.13± 17.11 0.023

Urea 36.37± 8.97 44.60± 24.56 0.031

Hemoglobin 13.62± 1.74 12.31± 2.61 0.041

HR at maximum effort 142.05± 19.16 135.81± 15.75 0.057

Reached the aerobic goal (150
aerobic minutes per week) in
the first month of the RCRP (%)

69 (n= 104) 95 (n= 44) 0.001

600 or more minutes of
aerobic exercise
attained in the third
month of RCRP

N= 57 N= 141

Age 55.08± 11.0 59.95± 9.14 0.001

Systolic BP 125.39± 19.22 133.82± 16.83 0.021

Aerobic in target HR goal reached
(120 min per week) in the first
month of RCRP (%)

7 (n= 4) 25 (n= 35) 0.004

BP: blood pressure; HR: heart rate; MET: maximal metabolic equivalent; RCRP: Remote Cardiac Rehabilitation Program; SD: standard deviation.
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In other words, patients who trained a lot, did not always
do so effectively. Although the overall increase in func-
tional capacity (METs) was good, it seems that patients
were capable of more.

In addition, we found that older age was also associated
with better achievement in all RCRP goals and was a pre-
dictor of adherence to these goals refuting the generally
accepted opinion that digital programs are less suitable
for the elderly.19,20

The applicability of the research findings and
limitations
The results of a study can have significant applicability in the
healthcare industry. RCRP utilizes telemedicine and digital
health technologies to provide patients with cardiovascular
disease rehabilitation services in their homes, without the
need for in-person visits to healthcare facilities.

The study results can be used to inform the development
of new remote cardio-rehabilitation programs, as well as the
refinement of existing ones. Healthcare providers and pol-
icymakers can use the study’s findings to design and imple-
ment effective remote cardio-rehabilitation programs to
improve patient outcomes and reduce healthcare costs. In
particular, we propose to focus efforts on better engagement
with younger patients, as well as on better compliance with
the program in the first weeks.

Additionally, the results can help clinicians to optimize
their use of digital health technologies and telemedicine
platforms to provide high-quality care to patients with car-
diovascular disease and manage expectations regarding
activity levels and change in functional capacity. Overall,
the study results can contribute to the development of
more patient-centered, accessible, and cost-effective
models of care delivery that can improve health outcomes
of individuals with cardiovascular disease.

Our study is not without limitations. This research is based
on a single center experience and thus variations are to be
expected. The study population enrolled was defined as low
risk per national guidelines thus results cannot be extrapolated
to all patients with cardiovascular conditions. Additionally,
patients in our study did not work out as intensely as the
program indicated (the average Borg was less than 12–14).
Patients generally coped well with goals, however, we
would have liked to see more intense training, such as more
time spent in the target HR and a higher Borg scale.
Furthermore, patients did not achieve goals that were
related to their strength exercises (resistance training). This
is partly due to a lack of time, patient preferences, and the
instructions of medical staff who emphasized the value of
aerobic exercise for cardiovascular health. This aspect has
been identified in other similar RCRPs. An additional limi-
tation worth mentioning is that patients in the study were
mostly male (81.5%), making it difficult to extrapolate
our results. In addition, the patients who participated in
this study represent a low-risk group, which means that at
baseline they already had good functional capacity and
risk factors of cardiovascular disease were mostly within
guideline recommended ranges. Because this is an observa-
tional study we can report associations and not address cau-
sations. It is also important to note that subtle differences in
the execution of the stress tests, and other less definable
variables may have impacted the observed change (e.g.,
higher confidence of the patient and the care team itself in
the second stress test).

Conclusion
To the best of our knowledge, there have been no previous
attempts to understand how the patient’s behavior at the
beginning of the RCRP could serve as a predictor of
future program success. Understanding this information is
instrumental in building more accurate, patient-oriented
intervention programs in the future. Additionally, availability
of this information at the outset will help us recognize certain
characteristics which could contribute to or hinder their
success in the program. The RCRP care team should pay
special attention to the adherence and performance of phys-
ical activity in the first weeks of RCRP, because it is corre-
lated with subsequent successful completion of the program.

Table 3. Predictive models for achieving “exercise goals” during the
third month of RCRP.

Logistic regression model for 400 ≥ min of exercise in target HR
during the third month of the program

Variables OR CI p Value

Age (per year) 1.09 1.03–1.15 0.001

Mean workout intensity (first
month, per 10% of the HR
reserve)

1.06 1.01–1.11 0.032

Total aerobic minutes (first
month, per 100 min)

1.10 1.03–1.18 0.002

Logistic regression model for ≥ 600 min of exercise during the
third month of the program

Variables OR CI p Value

Age (per year) 1.07 1.03–1.13 0.001

Total steps (first month, per
1000 steps)

1.04 1.00–1.08 0.034

CI: confidence interval; HR: heart rate; OR: odds ratio; RCRP: Remote Cardiac
Rehabilitation Program.

Nabutovsky et al. 7



Acknowledgements: The authors would like to thank the ARC
Innovation Center and Medical Center beyond for their support.

Author contributions: IN led, designed, and conducted the study.
DB, AH, and YL drafted and reviewed the manuscript. MM and YK
collected and prepared the data alongside its statistical analysis. MS
and IN interpreted the study results. RK oversaw the study and was
involved in the study design, drafting, and reviewing. All authors
approved the final version of the manuscript.

Declaration of conflicting interests: The author(s) declared no
potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.

Ethics approval: The present retrospective study was conducted
according to the IRB approval instructions and GCP principles.
Sheba Medical Center, approval ID: 1553-14-SMC.

Funding: The author(s) received no financial support for the
research, authorship, and/or publication of this article.

Guarantor: IN.

Patient consent: Our study was conducted on de-identified data
files extracted from the Sheba Medical Center data lake by
hospitals approved personnel, according to the IRB approval
granted (IRB approval number SMC 15-2699).

ORCID iD: Yoav Levine https://orcid.org/0000-0003-1198-6322

Supplemental material: Supplemental material for this article is
available online.

References
1. Mampuya WM. Cardiac rehabilitation past, present and

future: an overview. Cardiovasc Diagn Ther 2012 Mar; 2: 38.
2. Dunlay SM, Pack QR, Thomas RJ, et al. Participation in

cardiac rehabilitation, readmissions, and death after acute
myocardial infarction. Am J Med 2014 Jun 1; 127: 538–546.

3. Peters AE and Keeley EC. Trends and predictors of participa-
tion in cardiac rehabilitation following acute myocardial
infarction: data from the behavioral risk factor surveillance
system. J Am Heart Assoc 2017 Dec 29; 7: e007664.

4. Turk-Adawi KI, Oldridge NB, Tarima SS, et al. Cardiac
rehabilitation patient and organizational factors: what keeps
patients in programs? J Am Heart Assoc 2013 Oct 21; 2:
e000418.

5. Bakhshayeh S, Sarbaz M, Kimiafar K, et al. Barriers to par-
ticipation in center-based cardiac rehabilitation programs
and patients’ attitude toward home-based cardiac

rehabilitation programs. Physiother Theory Pract 2019 Jun
3; 37: 158–168.

6. Menezes AR, Lavie CJ, Milani RV, et al. Cardiac rehabilita-
tion in the United States. Prog Cardiovasc Dis 2014 Mar 1;
56: 522–529.

7. Rawstorn JC, Gant N, Direito A, et al. Telehealth exercise-
based cardiac rehabilitation: a systematic review and
meta-analysis. Heart 2016 Aug 1; 102: 1183–1192.

8. Maddison R, Rawstorn JC, Stewart RA, et al. Effects and
costs of real-time cardiac telerehabilitation: randomised con-
trolled non-inferiority trial. Heart 2019 Jan 1; 105: 122–129.

9. Varnfield M, Karunanithi M, Lee CK, et al. Smartphone-based
home care model improved use of cardiac rehabilitation in post-
myocardial infarction patients: results from a randomised con-
trolled trial. Heart 2014 Nov 15; 100: 1770–1779.

10. Whittaker F and Wade V. The costs and benefits of
technology-enabled, home-based cardiac rehabilitation mea-
sured in a randomised controlled trial. J Telemed Telecare
2014 Oct; 20: 419–422.

11. Nabutovsky I, Ashri S, Nachshon A, et al. Feasibility, safety,
and effectiveness of a mobile application in cardiac rehabilita-
tion. IMAJ 2020 Jun 1; 22: 357–363.

12. Krishnamurthi N, Schopfer DW, Ahi T, et al. Predictors of
patient participation and completion of home-based cardiac
rehabilitation in the veterans health administration for patients
with coronary heart disease. Am J Cardiol 2019 Jan 1; 123:
19–24.

13. Regan EW, Handlery R, Stewart JC, et al. Integrating survi-
vors of stroke into exercise-based cardiac rehabilitation
improves endurance and functional strength. J Am Heart
Assoc 2021; 10.

14. Anderson L, Nguyen TT, Dall CH, et al. Exercise-based
cardiac rehabilitation in heart transplant recipients.
Cochrane Database Syst Rev 2017; 4.

15. Hinde S, Harrison A, Bojke L, et al. Quantifying the impact of
delayed delivery of cardiac rehabilitation on patients’ health.
Eur J Prev Cardiol 2020 Nov 1; 27: 1775–1781.

16. Zhang L, Sobolev M, Piña IL, et al. Predictors of cardiac
rehabilitation initiation and adherence in a multiracial urban
population. J Cardiopulm Rehabil Prev 2017 Jan; 37: 30–38.

17. Gaalema DE, Savage PD, Rengo JL, et al. Patient character-
istics predictive of cardiac rehabilitation adherence. J
Cardiopulm Rehabil Prev 2017 Mar; 37: 103–110.

18. Pack QR, Johnson LL, Barr LM, et al. Improving cardiac
rehabilitation attendance and completion through quality
improvement activities and a motivational program.
J Cardiopulm Rehabil Prev 2013 May; 33: 153.

19. Magdalena M, Bujnowska-Fedak UG and Grata-Borkowska
U. Use of telemedicine-based care for the aging and elderly:
promises and pitfalls. Smart Homecare Technol Telehealth
2015 May; 3: 91–105.

20. Smith A. Older adults and technology use. Pew Research
Center, USA: Internet, Science & Tech, Pew Research
Center, www.pewresearch.org/internet/2014/04/03/older-
adults-and-technology-use/ (2013, accessed 14 March 2022).

8 DIGITAL HEALTH

https://orcid.org/0000-0003-1198-6322
https://orcid.org/0000-0003-1198-6322
http://www.pewresearch.org/internet/2014/04/03/older-adults-and-technology-use/
http://www.pewresearch.org/internet/2014/04/03/older-adults-and-technology-use/

	 Introduction
	 Methods
	 RCRP
	 Statistical methods

	 Results
	 The changes in exercise capacity
	 RCRP exercise goals and patient performance
	 Patients’ baseline characteristics and exercise goals attained
	 Predicting exercise goals achievement during the third month of the program

	 Discussion
	 The applicability of the research findings and limitations
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


