ABSTRACT

Purpose:  South Asians experience high rates of cardiovascular disease yet participate in cardiac rehabilitation (CR) at low rates.  Drawing on the PRECEDE model, the purpose of this qualitative descriptive study was to identify the cultural factors facilitating South Asians' participation in CR programs.  

Methods:  Two semi-structured interviews were conducted with each of 16 Canadian South Asian participants enrolled in a 12-month CR program. Transcribed data was analyzed for common themes and categorized in terms of predisposing, enabling, and reinforcing factors.  

Results:  Primary cultural facilitators included CR being described as a “medically-supervised” program, family and physician support, and having prior knowledge of CR from members of the South Asian community. 

Conclusion:  Previous research has identified barriers to CR participation in the South Asian community, and this is the first to identify facilitators.  Cultural factors identified as facilitating participation should be considered when developing future initiatives to engage this population group in CR.
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CONDENSED ABSTRACT:

South Asians experience high rates of cardiovascular disease yet participate in cardiac rehabilitation (CR) at low rates.  This qualitative study identified factors facilitating participation in CR among patients of South Asian origin, including encouragement by family, the medical and South Asian community. 

INTRODUCTION
The prevalence of cardiovascular disease (CVD) varies as a function of ethnicity with significant impact on mortality, morbidity and quality of life.1  South Asian migrants (i.e., people with ancestral origins in India, Pakistan, Bangladesh and Sri Lanka) represent one of the largest and fastest growing ethnic minority populations2 and experience the highest rates of CVD in several countries including Canada.3,4   An analysis of Canadian data showed that the age standardized proportional rates of mortality from CVD are much higher among Canadians of South Asian origin (men 42% and women 29%) than among Canadians of European origin (men 29% and women 19%).5
Studies have strongly associated specific risk factors with the development of CVD.  Epidemiological surveys have established South Asians are more likely to have or develop Type II diabetes and CVD compared with Europeans. 4-11 The common pattern of dyslipidemia seen in South Asians when compared with lipid profiles of Europeans is the tendency to have higher triglycerides, lower high density lipoproteins (HDL) and small dense LDL particles. 4,12-14 Significantly, South Asians have greater abdominal obesity than Europeans relative to their stature- this is despite having lower body mass index values. 4,12,14 

The literature has also recognized South Asians to be diagnosed with CVD at an earlier age and to experience heart failure prematurely compared to the general population. 15  The INTER-HEART study, one of the largest case control studies looking at a constellation of risk factors after having an myocardial infarction found that South Asians on average, had their first heart attack at the age of 52, as compared to the age of 62 in Europeans and 63 for the Chinese.3
Cardiac rehabilitation (CR) is an evidence-based intervention reflecting a multidisciplinary approach to long-term preventative cardiac care and rehabilitation designed to optimize physical, psychological, social, vocational and emotional status.16 Despite the empirical evidence that CR programs can play a significant role in enhancing recovery following a primary cardiac event17, participation rates in CR programs by those patients who are eligible are disappointing, ranging from 8.7% to nearly 50%.18 In spite of often having greater needs, women, older people and ethnic minorities have been identified as being less likely to be referred or attend CR. 19-21   The literature focusing on the influence of culture or ethnicity in relation to CR participation is limited and identification of the ethnic origin of participants is seldom reported.  As well, a review of the literature found few studies looking at referral and compliance rates among South Asian populations.  Recently, Banerjee, Gupta & Singh compared compliance with CR and exercise outcomes at six months between South Asians and white patients attending a CR program. 22  This retrospective analysis found compliance with the six month CR program was relatively poor in both groups, but South Asians were less likely to complete the CR program than were white patients (43% vs. 51%, p=0.04). The lower rates of participation in CR programs among South Asians in this study lead to fundamental questions about the accessibility of CR programs for this ethnic group.


Data primarily from the UK report fatalism, illness, exercise, language and transport as common factors influencing South Asian cardiac patients’ decision not to enroll and participate readily in CR programs.23-25 Webster, Thompson and Mayou used a qualitative approach to understand the experiences and needs of Gujarati Hindu patients and partners in the first month after a myocardial infarction.  South Asians were less likely than other groups to be working towards the modification of traditional risk factors for CVD and their ability to change their lifestyle were limited by a lack of information and cultural barriers.26  For example, many of these patients presented a fatalistic attitude towards recovery, expecting not to get much better and making few changes in their lifestyle.  These patients were also concerned that exercise and physical activity would be harmful after experiencing a myocardial infarction.  Language is an additional concern as studies report South Asian patients highlighting how the availability of interpreters should be increased to help understand the services of CR programs more effectively .23-25  Transport is another major issue found in the literature as South Asian patients had difficulty getting to the program since the CR sites are often too far in distance to travel from their homes.24  Though these factors are primary barriers among South Asians, these factors are also common barriers among the general population.27-30

The limited number of studies on CR and South Asians have primarily focused on identifying the barriers to participation.  A complementary approach is to examine successful cases of engagement and identify what helps individuals begin and adhere to a CR program.  Physician endorsement is a strong enabling factor supported by the mainstream CR literature.27,31-32 Other relevant factors that enable CR participation include ease of physical access and transportation according to these studies.  Family and social support have also been identified as facilitating factors.31-32

These factors might become alternative targets for tailoring interventions to suit the cultural needs of ethnic population groups. Such an exploration should also investigate the culturally-embedded knowledge, attitudes and beliefs of South Asian individuals that potentially interact with their health practices.  Ethnicity and culture are two terms used interchangeably in the health literature though they have distinct definitions.33 Ethnicity has been defined as “shared origins; shared culture and traditions that are distinctive, maintained between generations, and lead to a sense of identity and group.34 Culture is intertwined in most definitions of ethnicity and often is referred to as a building block of constructing ethnicity.35  Culture can be thought of as an “inherited lens” through which the ethnic individual perceives and understands the world that he/she inhabits and learns how to live with it.36  For the role of this study, South Asians are identified as an ethnic group constructing and representing their culture in many ways, which involve the renewal and restoration of historical cultural practices and institutions impacting their decision to enroll, attend and adhere in CR.36  

Understanding how culture patterns health behavior is important as it affects information shared with health professionals.  Every encounter between a patient and a health care professional is a cross-cultural transaction and each ethnic patient brings to the meeting a history of culturally embedded knowledge, attitudes and beliefs that interact with their health practices. 37   Therefore, cultural knowledge and sensitivity with respect to the health of an ethnic patient will more likely ensure establishing rapport and improve the quality of assessment and care.

Accordingly, we conducted a qualitative descriptive study guided by the PRECEDE model 38 to identify cultural-specific factors that facilitate South Asian’s CR participation.  PRECEDE is an acronym for “Predisposing, Reinforcing and Enabling factors, and Causes in Educational Diagnosis and Evaluation”.  It emphasizes the antecedent and reinforcing factors that must be identified in order to initiate and sustain a change process.   It enables the classification of factors as predisposing (e.g., individual beliefs, attitudes, motivation, knowledge), enabling (e.g., resources and new skills) and reinforcing (e.g., social support) that collectively influence the likelihood that behavioural change and maintenance will occur.   Though the framework does not explicitly incorporate cultural-based factors, the categories of the behavioural determinants are sufficiently wide to incorporate the most relevant constructs for the problem under study, while at the same time helping to ensure a comprehensive approach to problem solving from a cultural standpoint. 39 

Allen and colleagues conducted a prospective longitudinal study to determine the predictors of referral and enrollment, including racial differences.40 They explored the multiple sociodemographic, clinical, psychosocial and cultural factors identified from a systematic review of relevant research41 that may be associated with disparities guided by the PRECEDE model.  The study confirmed trends on predictors of referral and rates of enrollment that were observed in subsets of women and minorities.  Being informed about the availability of CR and receiving referral to enroll seem to be critical predisposing and enabling factors.

A Qualitative descriptive inquiry42 is the most appropriate approach for exploring the cultural reasons why patients do or do not participate, enabling exploration and understanding of people’s beliefs, knowledge, and the meanings they ascribe to their health experiences and behaviours 37.  The purpose of this study is to provide a summary of the potentially relevant factors for South Asian cardiac patients influencing their participation (the degree of prescribed onsite CR sessions completed). 

METHODS

Setting

South Asian patients were recruited from the Cardiac Rehabilitation and Secondary Prevention Program offered through the Toronto Rehabilitation Institute (TRI).  This CR program is the largest outpatient program of its kind in North America.  Each year, they treat close to 1,600 people who are recovering from various forms of heart disease and/or surgery.  This 12 month program is based on a scientifically proven and medically supervised course of exercise, education and lifestyle modification aimed at providing patients with the information, motivation and support they need to adopt and maintain heart-healthy habits. The ultimate goals of the program are to limit the physiological effects of cardiac illness and to improve overall cardiovascular fitness and health43.  For the first eight months, patients visit once a week for a 30-minute education session and up to an hour’s exercise.  Patients are also advised to exercise three to four times a week on their own.  After eight months, patients graduate to monthly visits.  The one-year program delivers information, motivation and supports patients towards a heart-healthy lifestyle.

Participants

Thirty potential participants were identified by a previously-validated method of unique surname classification5 from the TRI patient database in 2007. A purposive and homogenous sample 44 of South Asian patients were approached by the program supervisor and first author during a CR session at any stage of the 12 month program to invite participation in the study.  Interested patients were given an information sheet and consent form and an appointment was made for the time of the interview.  Based on the participant’s preference, the first interviews were carried out prior to, or following their scheduled CR session.  Inclusion criteria were: self-identified as South Asian, English language proficiency, clinical diagnosis of angina, atherosclerosis, ischemic heart disease, myocardial infarction or congestive heart failure.  Data collection was terminated after the sixteenth interview when it was determined that saturation was achieved, in that no new themes, categories, or subcategories were emerging. 45,46
Ethics

Ethical approval was given by the Research Ethics Board of the Toronto Rehabilitation Institute and the University of Toronto.
Data Collection
Individual semi-structured interviews in a private room at TRI were conducted for approximately 45 minutes.  The interview guide (entailed questions based on the PRECEDE model)34 was designed to promote the individuals' discussion of their perceptions, expectations, and actual experiences with a CR program, the factors that influenced their decision to participate in a CR program, likes and dislikes about the program, and suggested changes.  Throughout the interview, topics raised were followed up by asking specific questions, encouraging the participant to provide details, and constantly pressing for clarification of the participants words.  Probing enabled follow up questions to be asked that aimed to elicit information to fill in the blanks in a participants’ first response to the question. 47   Examples of questions in the interview include: What was your experience getting referred to CR?  What factors helped you start attending CR?  What factors have helped you to maintain participation?  


Considering that the CR program is 12 months in length, participants were asked to participate in a follow-up interview two months after the initial interview to evaluate their ongoing experience and attendance.  A follow-up letter was sent to all patients.  As well, in the case of any patient who did drop out of the CR program after the initial interview, the reasoning behind their non-compliance could have been captured and explored during the follow-up interview.  However, among the 16 participants, there were no drop-outs.  In addition, the secondary interviews were taken up as an opportunity to discuss the summary of findings from the initial interviews that were sent to the participants prior to confirm and validate the information, a process called member checking.48  The follow-up interview guide was similar in format but was revised on the basis of the data provided from the first interviews to adjust for any gaps or need for clarifications.  Follow-up interviews were conducted over the telephone as preferred by the participants with the exception of one patient who was a recent immigrant and had limited English speaking skills and preferred to be interviewed in person at TRI.  Follow-up interviews were digitally recorded and lasted five to 15 minutes.   

Data Analysis

All interviews were transcribed verbatim and imported into NVivo-7 software to facilitate coding and analysis of the interviews. 49  Data was analyzed through the descriptive use of thematic analysis.50  Data was coded and expanded into themes developed from patients’ descriptions of factors influencing their decision to participate and adhere to the CR program.  Themes were inspected for overlap and merged before being organized on the basis of the Precede/-Proceed framework (predisposing, enabling or reinforcing factor categories) that had emerged from the interview questions. Throughout the analysis, findings were shared and discussed between authors in order to assist the process of identifying the influential factors in attending CR. Member checks were also conducted to enhance trustworthiness and credibility of the research.48 Participants were provided with a written summary of the main research findings after the first interview.  This served as a focus for the second interview which allowed participants to confirm whether the findings reflected their own experiences or whether there were misinterpretations on the part of the researchers or important factors had been missed.

RESULTS

Demographic and clinical details of the participants are provided in Table 1.  Primary interviews were completed at saturation with 18 South Asians of Indian, Sri Lankan, Bangladesh, Pakistani and African origin currently attending the CR program at TRI over a six-week period.   Two male patients were excluded from the analysis, as one had a non-cardiac clinical diagnosis, and one had mental health related issues and was removed by the request of TRI.  Therefore, a total sample of 16 South Asian participants were represented in this study.  Among the participants, 13 were male and three were female. It should be noted there were only five South Asian women enrolled in the CR program at the time of the study and two women were excluded because they could not speak English.  Due to the limited number of females in the sample, variation in themes related to gender could not be assessed.  Of the 16 participants, 15 were Canadian Citizens and one was a landed immigrant (i.e. an individual who is a permanent resident in Canada but does not have citizenship).  The mean number of years the participants had lived in Canada was 27 years (years range from 10 to 39 years).  The mean age was 57 years (age range from 39 to 73 years). 

Follow-up interviews were conducted for 14 of the 16 participants.  Three attempts to schedule follow-up interviews with the remaining two participants via telephone were unsuccessful.  However, all 16 participants had the attendance status of “current” in patient records, suggesting that that they had not withdrawn from the program at the time of follow-up interviews.  Attendance rates were calculated until the date of their follow up interviews.  For example, if the patient was enrolled in the CR program for four months and was attending once a week at the time of their follow-up interview and missed two sessions, their attendance rate was 87.6% (14/16).  The average attendance rate in CR for all participants was 79.6% (range from 42% to 100%).   All participants reported satisfaction with the CR program. All participants during the follow-up interviews confirmed that the summary of findings from the initial interviews accurately reflected their thoughts regarding South Asians and CR.  They did not have any additional comments or concerns.  The presentation of findings is centered on the predisposing, enabling and reinforcing factors that emerged based on the Precede-Proceed framework (Figure 1). Original quotations using pseudonyms are presented from participants to illustrate each factor.

Predisposing Factors

Three prominent predisposing factors emerged that appeared to play an essential role in regards 

to building a firm decision to enroll in CR.  

Being Informed of CR as a “Medically- Supervised Program”

Participants often referred to the CR program as being “medically supervised”.  They reported this provided the assurance that they were in a professional health environment and were comfortable with the exercise as being “prescribed”, “monitored” and “safe” in relation to their cardiac illness. 

“…the program is good because they give me training so I am safe.  If I do something on my own at home and something happens, I don’t know what will happen to me.  So the fact it is medically supervised . . . I feel comfortable doing it under the supervision of TRI.” (SAM116)
Prior Knowledge of CR

Community members and relatives were cited as important sources of information, as many of them had attended CR previously and were able to offer positive views on the nature of the CR program.  

“I have spoken to some of my friends who had a heart attack and they always attended rehab and told me lots of positive things about how it helped them to lead a better life and what to eat and not to eat.” (SAM101)
Interest in Being Educated about Physical Activity and Nutrition
Participants appeared to have understood the importance of modifying their lifestyle after being diagnosed with CVD and this inclined them to enroll in the CR program.  They were aware the CR program was an avenue to lifestyle modification.

 “They are going to teach me how to eat correctly and behave correctly and most important how to exercise.  To change your lifestyle is the main focus according to them. Basically this is what they prepared me for…” (SAM109)

Enabling Factors

There were three main enabling factors described by the participants that appeared to facilitate 

their attendance at the CR program.

Accessible Transport

No participants had any problems with transportation as most had access to vehicles or came by public transport that was relatively accessible.  The long distance to travel to the CR venue was problematic for a few patients. However, the patients overcame this potential barrier as they recognized their health was of greater importance.  

“It is quite far from my place but I have a car so I drive over which makes it a bit easier. I know it’s important I come here for my health so the distance doesn’t matter.” (SAF114)

Flexible CR Program Hours:  Evening Sessions
Most of the participants attended evening CR classes.  Many of the participants returned to work and felt they were able to attend the CR sessions due to the site holding evening classes.  In addition, there were a few participants who were referred to other CR programs closer to their homes but did not find it convenient, as there were no evening classes offered. 

“12 months is a long time and I might have to take time off but because of their evening classes I am coming.  If I had to take time off from work to come here in the mornings, I would stop coming.” (SAF113)

Physician Referral

The majority of the participants reported receiving referral to CR from their cardiologist or family physician.  The family physician and/or cardiologist were seen to be a key source of referral among the participants.  From a cultural perspective, most participants stated that physician referral was a critical factor for South Asians in utilizing the services of CR as physicians were highly respected and obeyed in their culture.  
“I think why other people are not coming is all in the hands of the family doctor.  They have a role to play and give a little pressure.  All South Asians listen to doctors and respect them.  If they take an extra 5-10 minutes to say we should go to CR, it would be good.” (SAM106)

Reinforcing Factors

The participants identified four major reinforcing factors or incentives that facilitated their 

adherence to the program and their lifestyle recommendations:

Family Support

Family members, particularly spouses, played a very supportive role in promoting attendance.  Spouses reinforced the importance of attending CR and often attended sessions with the participants.  

“Yes, they (family) are very important.  My wife forced me to come here and she made the appointment and she comes with me to the lectures.” (SAM109)

Physician Support & Follow-Up

The importance of having continuous physician support was a central factor the participants described in not only enabling CR participation, but they continued to play a reinforcing role in continued adherence to CR.  Many participants highlighted how their physicians were pleased to see how well they were benefiting from attending CR.  They valued having discussions with their physician regarding their experiences in attending the CR program.

“Yes, he’s (i.e. cardiologist) happy to see my progress and asks me about the program.  Doctors are respected in our South Asian culture and we abide them and there is reason why they tell us to do things and we should follow it.” (SAM116)

Caring and Supportive Staff

Participants acknowledged the personal support that was provided. The concern and caring environment provided by the staff members were important qualities for the participants that encouraged them to attend readily.

“I really like the personal touch of the different people here.  Obviously they call you by your first name which makes a little bit of a difference.  They genuinely seem like they care and to me that means a lot.” (SAM102)

Experiencing Positive Outcomes

Participants associated physical and psychological benefits as important reinforcing factors in their decision to adhere to the CR program.  For example, most felt they had lost weight as a result of being regularly physically active and eating properly. The participants felt their energy levels increased, were happier and more confident to attend CR continuously to further experience benefits.

“I used to come here once a week and do the exercise and I was very pleased and felt very well and physically there were a lot of improvements.  I feel healthier.  I feel something inwardly happy that I am ok and I have no complaints or nothing.  I feel like running sometimes (laugh), jumping around with happiness.” (SAM107)

DISCUSSION

Studies report that South Asian individuals are less likely to attend CR.21,25  In contrast, our sample of participants clearly demonstrated that South Asians can successfully engage with, and adhere to, a CR program.   To increase participation rates in this population, we suggest that future interventions consider the facilitating factors reported here.  While the factors influencing CR attendance among the participants reported in this study are in line with the results of studies with the general population51-54, it is important to acknowledge that many of these factors are also imbued with a cultural component that will be the primary focus of this discussion.  

A range of predisposing, enabling and reinforcing factors were identified. Two broader themes are worthy of specific discussion in that they overlapped across these three domains.  First, the role of the physician was critical in initially referring patients and addressing safety concerns of patients, and then reinforcing CR participation.  The receipt of a referral or recommendation from a health professional has been consistently identified as an enabling factor for enrollment in CR among the general population.51-54  Culturally, South Asians generally hold high respect for health care professionals.  Previous qualitative studies have reported that South Asians viewed physicians as authorities, knowledgeable people whom rarely make mistakes and have full understanding of the conditions they treat and should always be obeyed.55,56    Thus, South Asians may perceive their encounters with their physicians as a source of psychosocial support and empowerment when attending CR.  Feedback and encouragement provided by physicians has also been shown to have a strong effect on participation in the CR literature.40,57   Informing South Asians that CR is supervised by medical professionals may be significant and culturally relevant during referral given that South Asian cardiac patients perceive exercise as being harmful to their cardiac health.26 

Second, the role of family and friends, but more notably, the broader South Asian community, was critical in predisposing participants to access programs and support continued engagement.  South Asians tend to have networks, knowledge and shared norms with other members of the community, as they provide social and cognitive scaffolding that stimulates support and encouragement. 58 Thus, support networks may strongly influence their decision to participate in CR.  Strong family networks played a key role in shaping the experiences of these participants attending CR.  Within the South Asian culture, the family is an important social unit and resource that is composed of a close network of immediate and extended family members.59 Thus, family connections were utilized among the South Asian participants in that spouses provided encouragement and assistance as they engaged or attempted to engage in the recommended health practices of CR. 

Participants also discussed how they made their choices with, and/or because of other community members they knew of attending CR.  This may be characterized by a value of collectivism where South Asians place the well-being of their community and/or family over the attainment of individual goals and well-being. 60  This interplay between individual health behavior and collectivism may be an important influence for South Asians to enroll in CR.  In addition, this cultural dimension of collectivism was further apparent as many of the participants reported the intention to advocate or promote the components of the CR program in their local religious or social institutions (data not reported here).  This emphasizes the need for CR outreach work in working with targeted communities to deliver messages that are culturally appropriate, delivered by members of that community who have successfully experienced CR, in places where community members congregate such as churches, mosques, gurudwars and temples. 


The results of this research need to be interpreted with some caution because of the sampling limitations of the study.  This study mainly consisted of South Asian male participants primarily due to the small number of South Asian women enrolled in the CR program.  Essentially, this observation supports the well-established finding that women are collectively less represented in CR programs57,61 and South Asian women are even less represented.22   Second, the sample was fluent in English and all had lived in Canada for at least ten years.  It is possible that a process of acculturation has influenced their experiences of CR, which may not be relevant for recent immigrants or those who cannot speak English.  Further research is required exploring the experiences of females, and recent immigrants. 

IMPLICATIONS & CONCLUSION

Many obstacles to participation cannot be changed (e.g., age, initial disease severity, diagnosis, sex, and educational attainment) which makes it crucial that those factors that are open to modification are aggressively pursued, beginning with efforts to maximize referral rates.  Based on our findings, South Asians diagnosed with CVD do have the capacity to utilize the services of CR.  Facilitators influencing CR participation among South Asians exist at the universal and cultural levels.  Across all levels, data generated on the facilitators to CR attendance and adherence should help in the planning and implementation of appropriate CR services. 


 Physicians and health professionals involved in cardiac care need to play a pivotal role given that referrals not only enable participants to attend CR but, as the data suggests, also lay the groundwork for better adherence.  Considering how culturally South Asians hold a high regard for healthcare practitioners, physicians should approve and highlight the benefits of CR during the referral process to their South Asian patients and assure they will be medically supervised to avoid any misinformation.  In addition, physicians should follow-up with their South Asian patients during clinic visits regarding their progress in the CR program and encourage continued attendance.

Family and community members need to be informed of the positive predictors and experiences of South Asians attending CR and be aware of the reinforcing influence of their approval and support.  The provision of education and health information for South Asian patients and their family members is a key component of CR.  Healthcare providers should encourage South Asian patients to invite and bring their family members to attend the educational sessions to help maintain their dietary changes and exercise regimes.

The findings of this study are of importance for patient education, since patient’s experience of facilitating factors in regards to CR participation may be starting points for interaction.  Health professionals must seek to understand the contribution of cultural factors while being careful to not overly generalize patient characteristics and likely behaviors on the basis of ethnicity.  
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Tables & Figures

Table 1:  

Demographic and Clinical Profile of Study Participants (N=16)

	Characteristics
	N or Mean (Range)

	Age, mean (range)
	57.4 (39 – 73 years)

	Sex, male
	13

	Canadian Citizen
	15

	Years in Canada, mean (range)
	26.8 (10-39 years)

	Clinical Diagnosis

     Myocardial Infarction

     Coronary Artery Bypass Graft

     Congestive Heart Failure

     Percutaneous Transluminal Coronary     

     Intervention

     Aortic Valve Replacement


	7

8

1

8

1

1

	Attendance Rate at Time of Follow up Interview
	80% (42% to 100%)


Figure 1:  Factors Influencing South Asian Participants in attending Cardiac Rehabilitation

                                                              




Predisposing Factors


Patient Level:


Being informed of CR as a “medically supervised program”


Prior knowledge of CR from other South Asian Family/Community Members


Interest in being educated about physical activity and nutrition





Reinforcing Factors


Family Support & Encouragement


Physician Support & Follow-up


Caring & Supportive Staff


Experiencing Positive Health Outcomes








Enabling Factors


Patient Level:


Accessible Transport


Flexible CR Program Hours


Physician Referral
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