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The Early Cardiac Access Clinic (ECAC): A Model to

Enhance Utilization of Cardiac Rehabilitation Services
Threlfall T,! Lundberg D, * Grace SL,” McTaggart K,' Aggarwal S'
'Cardiac Wellness Institute of Calgary, Calgary, AB; *Alberta Health Services; *York University,

Toronto, ON

Cardiac rehabilitation (CR) has been proven to
be an effective means for secondary prevention.'
Research indicates that wait time has a negative
effect on enrolment, such that for every one day
increment in wait time, patients are 1% less likely
to enrol in a CR program.? This makes sense
given that many patients who are discharged
from the hospital are often unsure of their
future, anxious and require that their questions
are answered in a timely manner. It is incumbent
upon CR programs to address these patients at
their most teachable moments. Data suggests
that CR programs in Canada are falling short
of the recommended wait times listed by Dafoe
et al in 2006.° Data from the Canadian Cardiac
Rehabilitation Registry (CCRR) demonstrates
that the average wait time in calendar days from
event to CR program start is 65 days, which is
over twice as long as the recommended 30 day
limit.

In 2008, the Cardiac Wellness Institute of
Calgary (CWIC) in collaboration with Alberta
Health Services (AHS) embarked on a pilot
project that focused on reducing wait times
for ST-elevation myocardial infarction (STEMI)

patients.* The objectives of this study were to
help facilitate early discharge and transition
of patients into community care, provide a
communication bridge between the patient’s
general practitioner and cardiologist, minimize
preventable emergency room visits and re-
hospitalization, improve
compliance, and facilitate
programming and coordinate coronary artery
disease (CAD) management care.  STEMI
patients were seen for an initial assessment within
4-14 days of hospital discharge. Following this
initial assessment they could then choose to
enter the CR program if they wanted. This pilot
project not only demonstrated a 2-fold increase
in referrals to CR, but it also resulted in a 3-fold
increase in the number of post-STEMI patients
who choose to participate in CR.* In addition
to this, the pilot found that the percentage of
patients who completed the CR program was
significantly higher in the early access group as
compated to the control group.* In addition to
this, the subjects of this pilot were able to achieve
significantly greater improvements in their

cardiac medication
early exercise

@ A‘ R ‘* Current Issues in Cardiac Rehabilitation and Prevention 7




functional capacity when compared to the
historical control.*

Based on the success and findings from our
pilot, moderate and high risk STEMI patients
were included into the early access program
using a modified pathway. Building on the
experience with the STEMI population the
model was also used to refer and enter all acute
coronary syndrome (ACS) patients into the
program starting in November 2010. At present
approximately 65-70% of patients are referred to
the program from the early access pathway from
the acute care facilities. The pathway continues
to yield a higher rate of attendance compared to
our traditional process. Based on our experience
we believe there are three important pillars
required to develop, implement and maintain an
early access pathway. Below is a summary of the
strategies we employed to build a foundation of
support for the early access clinic.

Pillar #1: Hospital Buy-in and Nurse

Liaison (or nurse navigator)

Having support from all Eels of the healthcare
team is essential. This support starts with all
staff in the acute care facility, transitioning to
rehabilitation and extending into the community.
At the hospital patients are surrounded by a group
of professionals whose opinions they trust. If
these professionals (i.e., cardiologists, nurses, etc.)
are informed about CR, and believe in the benefit
of attending, they are more likely to talk to patients
about the importance of attending and doing
so quickly. Many of the common questions/
concerns such as helping patients get back to
their normal routines, facilitating return to work
(RTW), decreasing stress and anxiety, helping
with smoking cessation and answering questions
regarding exercise routines and medications can
be done in the rehabilitation setting, Having buy-
in from the clinicians (MDs, nurse practioners
and residents) is especially important as we
know that when a patient’s clinician advocates
for CR, they are more likely to attend. Getting
the clinicians to buy-in can be a challenging task.
It is important that you are able to explain to
them not only how the patient will benefit from
early access, but also the downstream benefit for
them. Early access clinics can provide comfort
to their cardiologists knowing that their patients
will be seen quickly, assessed and triaged back
to them should it be required. In turn this could

extend the timeline required for the cardiologist
to see the patient in their office taking some of
the pressure off of an oversubscribed resource.
Further, in our local experience we found that
we were able to triage the high risk patients back
to the primary cardiologist with limited wait
times. The recommendations from the physician
at the early access clinic assessment is used to
help guide the family doctors who are expected
to manage the care of the patient who had a
recent cardiac event such as medication titration
or navigating any complications such as heart
failure. Communication to the primary care
providers, patient and their support system are
important factors to consider ensuring the goals
of the model are achieved.

Having a dedicated nurse (RN) liaison (or
nurse navigator) can be a tremendous asset in
helping facilitate the transition of the patient
from hospital discharge to the CR setting. If
possible, the RN liaison should be an additional
resource versus increasing the workload of the
already busy unit staff. ~Some of the roles and
benefits that the RN liaison can have are:

e Assess patients in hospital and determine

eligibility for early access clinic

* Support patient discharge teaching and set

up the discharge clinic appointments

¢ Communicate the discharge plans and

clinic follow up plans with healthcare
professionals in
community setting including CR

e Tacilitate the CR referral by booking

the intake appointment and sending all
pertinent patient information to the CR

the acute care and

program

e Act as a liaison between the cardiologists
and CR staff to facilitate patient triage post
discharge.

Getting hospital buy-in is challenging and
having a dedicated RN liaison is not always a
feasible option. Some strategies CWIC employed
to get buy-in from the hospital was providing
ongoing education highlighting the dual benefit
to the patient and to the acute care healthcare
team of the early access clinic and the referral
process to the doctors, administrators, nurses and
unit clerks. Streamlining the referral process to
facilitate efficient completion by acute care staff
was also crucial. Finally, ensuring that your clinic
can communicate with all the patient’s doctors in
a timely manner is key. This ensures that that the
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doctors can feel comfortable knowing that their
patient is being seen, and followed up with
appropriately.

If your program is setting up an early access
pathway some questions to consider are:

1. What ways can you promote your
program within the acute care settings
you recruit patients from?

2. Who can champion your program
within the acute care setting for your
program?

Pillar #2: Appointment for and Early
Cardiovascular Exam and Intake
Assessment

Having a timely appointment for a cardiovascular
(CV) exam and intake assessment appointment
at in the CR setting within 4-10 days post event
is another important pillar of the model. At
CWIC, this initial assessment appointment is
not considered part of our CR program, but
marketed as an opportunity for the patient to
be assessed soon after discharge to manage any
ongoing issues, provide patient teaching and
communicate a care plan back to the primary
-care providers. Locally we found that about
25% of patients did not have a family doctor and
some were unsure who their cardiologist was.
As such, the clinic staff were able to assist with
linking them to the appropriate care providers
in the community. During the initial assessment
the physicians and rehabilitation staff discuss the
opportunity that exists to start the CR program.
Even for the small majority who choose not to
proceed with CR they are at least provided with
the supporting lifestyle educational materials and
provided an individualized exercise prescription
from the exercise stress test done in conjunction
with the initial assessment. Following the initial
assessment, if the patient is not attending CR
the file is closed and primary care providers are
informed of the plan.

“Locally we found that about 25% of patients did
not have a family doctor and some were unsure who
their cardiologist was.”

Once a patient is referred to the CR program,
the referral coordinator determines the type of
initial appointment the patient requires based

on a screening checklist that was developed in
conjunction with the acute care physicians The
two streams are the non-low risk patients (HCAC
patients) and the low risk patients (EDC patients).
Depending on the stream, there are two types of
initial appointments:

e ECAC: CV exam and intake assessment
with a cardiologist at CR in order to
determine treatment plan, and define
timeline for the symptom limited maximal
exercise stress test (EST)

e EDC: CV exam and intake assessment
with a CR physician, EST and clearance to
start exercise.

There are three main purposes of the initial
assessment. First is to determine the clinical
stability of the patient (i.e., rest heart rate and
blood pressure, presence of heart failure, check to
ensure procedure sites have healed) and optimize
medical management if required. Second, the
physicianisable to provide education to the patient
about their medical history (i.e., what happened),
and current health status in turn alleviating some
of the fears of the patient and their support
person. This is also a good opportunity for the
doctor to provide an assessment of patient’s
early post cardiac needs such as RTW, financial
issues, anxiety and depression. In addition
medication questions can be addressed and
adjusted based on the current needs of the
patient and to ensure that the medications that
were prescribed are being adhered to. This is
especially important for the STEMI patients and
their antiplatelet medications. Finally, this initial
assessment gives the doctor the opportunity to
promote and encourage the participation in the
CR program. The third purpose of the initial
assessment appointment is to establish if the
patient is ready to begin a structured exercise
program. Currently the CACR recommends that
all patients have a symptom limited maximal EST
before starting in a CR program.* This allows the
doctor to evaluate the efficacy of the medications
with exercise, ensure that the patient does not get
angina or arrhythmias with exercise and it allows
for the creation of a target heart rate based on
the patient’s minimum and maximum heart rates.

Key questions for your program:

1. What aspects of the initial assessment
appointment are feasible for your clinic?

2. How can your clinic organize the initial
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appointment for the patient based on
your resources?

3. Are exercise tests feasible for your clinic?
If not, what are your options?

Pillar #3: Engaging the Consumers of the
Model

Given the number of consumers of the model
and their associated agendas it is helpful to

provide ongoing education and support to
engage those impacted by the expedited pathway.
At CWIC we determined that the consumers of
our model were the hospital staff, the patients,
and staff in the CR clinic.

The first step in reducing wait times for patients
is making sure that patients are referred to your
program in a timely manner. Getting the acute
care staff committed to sending their patients
to CR is the first step. We had success providing
education about the model and its benefits
through a series of lunch and learn in-services at
the hospital to get the acute care staff interested
in and knowledgeable about how to access the
pathway. If you have the opportunity invite the
cardiologists, RNs, unit staff and administrators
to your clinic so that they can see firsthand the
great work that is done, and how the patients
benefit. In addition, we simplified the referral
processes so that it is easier for the hospital staff
to complete.

We found that engaging the patient while in
hospital was key. As mentioned earlier, this can
be done with RN liaison as in our pilot, but if
this is not possible perhaps the unit staff can
distribute educational materials to the patients
before discharge. Once we lost the nurse liaison
we developed an informational video about CR
providing some direction, context and inspiration
through the stories of former patients. Further,
once we no longer had the nurse liaison to
meet individually with each patient after the
initial assessment with the doctor at CWIC we
developed a series of informational handouts for
the patients to take home to reinforce information
provided by the doctor and answer some of the
common questions patients have at this point
of their recovery. Our staff are still available to
meet one on one if a patient requires or requests,
but the creation of these resources allowed us
to see more patients quicker, without overtaxing
CR staff. Finally, it was important that the CWIC

staff were educated and engaged in the model.
It was important that frequent multi-disciplinary
meetings were held to ensure that all involved
staff understood the new model and associated
processes and resources thereby providing
a consistent efficient service. Some staff, in
particular the administrative staff, were required
to expand their roles such as doing the majority
of the 12 lead ECGs which required training and
new protocols. All staff needed to be educated
on the answers to frequently asked questions
they may encounter and provide answers of, as
appropriate, referral pathways to ensure staff
were comfortable fielding the patient inquiries. In
order to ensure that all patients received the same
level of service and that all appointments were
booked appropriately, we developed a series of
checklists to direct the staff in managing patient
flow. We also created scripts for the staff to use
when booking appointments or explaining the
purpose of documents that they might have been
unfamiliar with. The staff noticed that they had
more success booking patients when the scripts
were used and felt more at ease while dealing
with the patient. Part of educating and engaging
the staff revolved around not only preparing
them for their increased responsibilities, but
also convincing them that the extra or new work
was key to the patient experience. Explaining to
the staff the benefit of early access went a long
way, but it was actually seeing how the patient
benefited that helped get the staff on board.

Key questions for your program:

1. If decreasing wait times and creating an
early access clinic is something that your
clinic can/wants to do, who do you need
to engage to make it happen?

2. What can be done to engage your key
consumers?

Limited and local support and
barriers can make creating an early access clinic

challenging. Given the benefits of the model, we

resources

encourage all programs to identify what local
factors will facilitate early access to your CR
program and look for champions to tackle the
barriers you face.

CWIC has created a pdf tool kit that contains
many of the documents and patient resources
that we use to help facilitate the early access clinic.
This tool kit is available on the CACR website
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httos:/ /cacr.encrvptedsecure2.com/members edition). Winnipeg, MB: Canadian Association of Cardiac

members_only/en/tools-resources.cfm).  This Rehabilitation 2009;2:364.

. . 2. Russell KL, Halloway TM, Brum M, Caruso V, Chessex C,
is available to current CACR members Only‘ Grace SL. Cardiac Rehabilitation Wiait times: EFFECT

Click on “Early Cardiac Access Clinic Resource ON ENROLLMENT. J Cardiopulm Rehabil Prev 2011

Toolkit” to access. Feel free to use these Aug 5. [Epub ahead of print].

3. Dafoe W, Arthur H, Stokes H, Morrin 1, Beaton L; for the
Canadian Cardiovascular Society Access to Care Working
Group on Cardiac Rehabilitaiton. Universal access: But

When? Treating the right patient at the right time: Access to
cardiac rehabilitation. Can ] Cardiol 2006; 22(11):905-911.

documents for your clinic as you see fit.

References 4. Parker K, Stone JA, Atrena R, Lundberg D, Aggarwal S,
1. Stone JA, Arthur HM, Suskin N. (Eds.) Canadian guidelines Goodhart D, Trabouls M. An Early cardiac access clinic
for cardiac rehabilitation and cardiovascular disease significantly improves cardiac rehabilitation participation
prevention: Translating knowledge into action (3rd and completion rates in low-risk ST-elevation myocardial

infarction patients. Can ] Cardiol 2011; 27:619-627.

@ A‘ R ‘* Current Issues in Cardiac Rehabilitation and Prevention 11



	Text2: 


