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Updated Outpatient Cardiac
Rehabilitation
Delivery
Formats Tailored to the Iranian
Population

Dear Editor,
More than several decades have passed since the advent
of cardiac rehabilitation (CR) programs; and throughout this
time period, the programs have undergone many changes.
CR began with a simple practice of monitoring and then
evolved into a multidisciplinary program.1 Although the
early CR programs date back to the 1770s, earnest scientific
activity in this field gathered momentum between the 1930s
and 1950s with such activities as bed rest, chair therapy,
and 3-5 minute daily walks in 4 weeks.1 The importance of
exercise in cardiac recovery was highlighted by Saltin et
al.2 in 1968, after which time exercise became an integral
component of CR programs.
With the significance of exercising after a cardiac event
having been highlighted, hospital-based and controlled
delivery was brought into use for a limited number of
patients. These programs were thereafter expanded over the
following decades to allow more patients to benefit from
CR.3 The initial traditional format was presented to patients
in the form of a short-term program in a hospital or medical
center.4 Since then, however, delivery formats have gradually
evolved, so that home-based programs, remote and rural
services for specific groups, hybrid CR programs, Internetbased delivery, telephone health services, exercise-based
telehealth interventions, and telephone-focused interventions
have been introduced.3, 5-9 In each delivery format, tailored
to the needs and preferences of the recipients, the patients
participate in a specific number of exercise sessions and
training classes for the management of risk factors.5 By way
of example, in the hospital-based delivery format, patients
take 8 to 24 weeks of exercise (2–3 sessions per week);3, 6
while in the hybrid delivery format, patients exercise for 10
weeks under the supervision of CR specialists. In a hybrid
program, patients are recommended to do aerobic exercises
individually for 5 days a week.6
The obvious benefits for patients notwithstanding,10 the
course of hospital-based delivery is far from smooth, which
explains why it is looked upon with disfavor by a significant
range of patients.11, 12 First and foremost, the fact that the
service is provided to patients only in a health center or
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hospital is considered to be a major problem by those who
live in remote areas and villages, and it generally compels
them to opt out.13 Patients’ reluctance to attend these health
centers is mainly due to transportation and road traffic and
the resultant wastage of time.14 Also disinclined to benefit
from traditional CR programs are patients without health
insurance.14, 15
It should come as no surprise that these challenges
have prompted developed countries to devise and, indeed,
utilize alternative formats. Recent studies have shown that
CR programs are deemed far more acceptable if they are
tailored to the needs and preferences of patients,5 with the
result that the participation rate can increase from 20%
to 70%.14 Meanwhile, in some formats such as hybrid
delivery, treatment costs are reduced by 38%.6 Indubitably,
a two-third reduction in costs will only further incentivize
patients to partake in CR programs.16 It, therefore, appears
that developing countries can also benefit from the design
of delivery formats appropriate to their respective context
and culture.17 Recent years have witnessed the incorporation
of the hybrid format into the traditional delivery format in
some Iranian cities such as Kermanshah, with acceptable
outcomes.6 Nonetheless, hybrid CR is merely one of the
abovementioned delivery formats and is not employed in all
Iranian CR centers, hence the low participation rate (< 15%)
of patients in CR programs.18 To make matters worse, even
half of these patients are liable to withdraw from treatment,
primarily as a result of traditional delivery constraints.12
The design of the aforementioned wide delivery
formats requires the formulation of a strategic plan and
the modification of infrastructure in some sources.14 For
instance, one of the most urgent requirements for telephone
delivery is the addition of several telehealth specialists to the
CR team for the purposes of the daily follow-up of patients
assuming that the latter do have access to computers, mobile
phones, the Internet, and health applications. In many an
instance, despite the availability of health applications, it is
the patients who are simply incapable of making the most
of them. Recent reports have highlighted the importance of
educating patients about the use of health applications,19, 20
and it appears advisable that patients be tracked by health
supervisors lest they fail to record the required information.
Obviously, not only do the issues raised require extensive
mechanisms but also delivery formats have need of their
own infrastructure and contexts.21
In summary, the creation and provision of the requisite
infrastructure to implement the above CR programs, in
tandem with the training of skilled personnel, can be
extremely challenging in developing countries such as Iran.
Any alteration, albeit small, to the current system, and not
to mention new designs, will impose a substantial financial
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burden on the country’s health system. Given the status quo
in Iran, the country cannot be realistically expected to keep
abreast of all novel CR formats and their delivery to target
patients in developed countries. The current impediments
deprive substantial numbers of patients of safe services
tailored to their needs. Nevertheless, the acquisition of
information from several silent CR programs in various cities
of Iran and an investigation into the benefits and limitations
of these programs can be helpful in designing alternative
delivery formats. In the coming years, plans and strategies
devised by the country’s health policymakers can determine
the delivery pathway of the services for chronic diseases.
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