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Although summer holidays are 
some time ago already, I hope 
it has been good ones and you 
now have been settling in to your 
(cardiac rehabilitation) work 
again. And whilst summer has left 
us and we are gradually preparing 
for winter time, it is my privilege to 
present the first edition of the ACRA 
newsletter in 2019!

An exciting year ahead with many 
educational seminars in prospect 
and with our main event being the 
ACRA Annual Scientific Meeting 
from 5-7 August in Sydney. In 
this newsletter you’ll find more 
information about the meeting, 
as well as the call for abstracts. So 

please save the date and join us 
in Sydney for BUILDING BRIDGES 
together! 

New in this newsletter is the Did 
You Know ACRA Statements, with 
numerous information that you 
always wanted to know about. 
If there is any information you 
would like to contribute to these 
statements, please let me know! 
Further you’ll find a report from 
the International Council of 
Cardiovascular Prevention and 
Rehabilitation (ICCPR), news 
from specific members in the 
membership profiles, the Research 
Corner, and much, much more. 

Enjoy the newsletter and hope to 
see you all at the Annual Scientific 
Meeting in Sydney in August!

Jeroen Hendriks  
Editor 
Disclaimer: Matters herein are for member’s information 
only and are not necessarily the views of ACRA Executive 
Management Committee (EMC). The content of any 
advertising or promotional material is not endorsed by 
ACRA EMC. While every care has been taken in the 
preparation of this newsletter, ACRA EMC cannot be held 
responsible for the accuracy of the information herein or 
any consequences arising from it. The editor reserves the 
right to revise material submitted for publication in this 
newsletter.

EDITOR’S NOTE
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Welcome to the New Year – 2019 
looks like it will be full of interest 
for cardiac rehabilitation, with 
the big push coming from the 
Heart Foundation for Cardiac 
Rehabilitation. Make sure you 
keep up with the Serial Killer 
campaign! It was my privilege to 
speak to Sue Dunleavy the lead 
health and medical journalist 
for News Corp Australia on the 
key role of cardiac rehabilitation 
in preventing second events. 
I put the pitch that a failure to 
refer to cardiac rehab is poor 
practice and a lost opportunity 
for prevention. This was picked up 
by the Daily Telegraph in Sydney 
(online, Saturday 2 March) with  
our organisation mentioned twice. 

https://www.dailytelegraph.com.
au/lifestyle/health/heart-attack-
victims-denied-access-to-life-
saving-program/news-story/1a3c
bee8357624756156c196fc1bad80

Make sure you include in your 
plans our annual conference/
scientific meeting to be held on 
beautiful Sydney Harbour 5-7 
August 2019. Look out for our 
updated website. It will be much 
easier to move around and 
include obvious tabs for your 
interests, as well as an easier 
membership registration process. 
We are maintaining our newsletter 
but we will be working on different 
ways of communicating, including 
contemporary social media 
strategies that are easy to access.  
Continuing on from the work 

over the last year I have been 
working on improving our 
national and international profile 
and collaborating with groups 
leading cardiac rehabilitation. 
To this end, I represented ACRA 
at the International Council of 
Cardiopulmonary Rehabilitation 
(ICCPR) meeting at the World 
Congress of Cardiology in Dubai 
December 2018. It was fascinating 
to hear what is happening in 
cardiac rehab around the globe.  
It was also an important 
opportunity to meet 
representatives from our region. 
The Singapore Heart Foundation 
has invited me to speak at their 
annual congress in October 
this year and it will be a great 
opportunity to mention ACRA’s 
work. I anticipate that they 
will be submitting abstracts to 
our conference as well as our 
colleagues from Hong Kong. 
No doubt some of their work is 
more relevant to our multicultural 
context than more distant 
countries. 

I have continued to co-chair 
the steering committee with 
Rachel Foreman (National Heart 
Foundation) to develop shared 
national quality indicators for 
cardiac rehab quality and 
you can expect to see the final 
selection announced soon. I 
represented the Association 
of Cardiovascular Nurses and 

Allied Professions at the European 
Society of Cardiology European 
Observational Research Program 
symposium in Nice in January and 
was blown away  
by the diversity they must consider 
when auditing for quality in 
cardiology care. My partners in  
the workshop included the 
Secretary General of Cardiology 
for Russia, Germany and Croatia 
– could not get more different 
contexts. In an effort to make 
sure national indicators are 
internationally relevant I met with  
Professor Patrick Doherty who is 
the Director for the National Audit 
of Cardiac Rehabilitation for 
the United Kingdom, the longest 
standing audit globally. Some 
important points he made relate  
to the need to audit for both 
delivery of quality care and 
outcome/effectiveness of care. 
Please don’t hesitate to ask about 
any of these initiativaes and don’t 
forget that your state presidents 
and representatives can advance 
any of your ideas nationally.

Robyn Gallagher 
President 

PRESIDENT’S REPORT

https://www.dailytelegraph.com.au/lifestyle/health/heart-attack-victims-denied-access-to-life-saving-program/news-story/1a3cbee8357624756156c196fc1bad80
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ACRA Website set for a revamp!
Bridget Abell – ACRA Qld 
President 

We are currently in the process 

of providing the ACRA website 

with a much needed update and 

revamp. You may have already 

noticed some changes to the 

homepage and conference 

sections. The update will not only 

make the website more user-

friendly but also make it easier to 

access member benefits such as 

the new mentoring program, local 

and national events, online videos 

and slides, publications and 

guidelines, news, job opportunities, 

a research showcase and our 

endorsement policy. The changes 

will be rolled out gradually during 

March and we would love your 

feedback on the new look and 

format, or suggestions for content 

you might like to see included. 

Please email qcra@acra.net.au 

with any feedback or suggestions.
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ACRA is committed to the support and professional 
development of our members. We understand that many 
of our members may be working in a new area, working 
autonomously or looking to build their network and 
advance their practice. 

Last year, we proudly launched our mentoring program 
at the Annual Scientific Meeting. Mentoring is an effective 
professional development strategy, which can contribute 
significantly to clinical, management and or research 
capability and career development. Mentoring is 
valuable for all health professionals. Typically, it is a one-
to-one relationship between a more experienced and less 
experienced individual. It is based upon encouragement, 
constructive comments, openness, mutual trust, respect 
and a willingness to learn and share.  

ACRA members have exclusive access to this program 
which allows access to our pool of varied and  
experienced mentors working in cardiovascular health. 
We are continually building our mentor database and are 
working on having mentors available in every state and 
territory. See the picture above to get a feel for some of the 
mentors who have offered their wisdom and services.

If you are interested in obtaining a mentor, all the 
information is available via the members portal on our 
ACRA website. And of course  we are always looking for 
mentors so if you feel you would like to contribute please 
contact Bridget Abell  
(bridget.abell@qut.edu.au) or Susie Cartledge  
(susie.cartledge@deakin.edu.au ) 

AUSTRALIAN 
CARDIOVASCULAR 
HEALTH AND 
REHABILITATION 
ASSOCIATION  
(ACRA) MENTORING 
PROGRAM

Did you know ACRA…
• ACRA has an active Twitter account?  

@acra_acra

• ACRA’s members include cardiologists, GPs, 
nurses, pharmacists, exercise physiologists, 
physiotherapists, social workers and other health 
professionals?

• ACRA commenced operating in 1989?

• ACRA developed an infographic to answer 
the question, why Cardiac Rehabilitation really 
matters? To download visit http://www.acra.net.
au/why-cardiac-rehabilitation-really-matters/

• ACRA has members from all states and territories 
and several from overseas?

• ACRA has been liaising with cardiologists and 
GPs to talk about the benefits of participating in 
cardiac rehabilitation with an aim to increase 
referrals and participation? Get your patients to 
read about the benefits of cardiac rehabilitation at 
http://www.acra.net.au/?s=cardiologist+advocacy
+statement+in+support+of+cardiac+rehabilitation

• ACRA developed its Core Components to inform 
best practice delivery of CR and SP for cardiac 
patients? To download visit http://www.acra.net.
au/acra-research-and-papers/

• ACRA runs an Annual Scientific Meeting 
every August with exceptional national and 
international speakers?

• One of the benefits of being an ACRA member is 
access to the ACRA Mentoring Program? Would 
you like to be a mentor or mentee? Click on 
http://www.acra.net.au/members-lounge/

• ACRA actively supports CR service delivery in 
many modes and forms; individual clinician led to 
multi-disciplinary team led, telephone/web based 
to face to face models; small rural facilities right 
through to the largest metropolitan centres?

• ACRA is a fantastic support network for novice and 
experienced clinicians and researchers?

• ACRA supports education and professional 
development events at local, state and national 
level?

• ACRA has videos of seven patients sharing their 
experiences of CR, on our website? To view visit 
http://www.acra.net.au/videos-importance-of-
cardiac-rehabilitation/

• ACRA collaborates actively with several national 
organisations, notably the National Heart 
Foundation of Australia and the Australian Centre 
for Heart Health?

• ACRA offers numerous prizes and awards for 
outstanding contributions to cardiac rehabilitation 
in Australia?

• ACRA is an active member of international 
networks of CR professionals and organisations?

• ACRA recently increased its membership to over 
450?

http://www.acra.net.au/why-cardiac-rehabilitation-really-matters/
http://www.acra.net.au/?s=cardiologist+advocacy+statement+in+support+of+cardiac+rehabilitation
http://www.acra.net.au/acra-research-and-papers/
http://www.acra.net.au/members-lounge/
http://www.acra.net.au/videos-importance-of-cardiac-rehabilitation/
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Dear ACRA Members: 

As the current Chair of ICCPR, I am writing on behalf 
of our Executive to formally introduce ourselves, share 
with you our history, and inform you of our activities. 
It is only by engaging CR programs, that we can all 
achieve our mission to improve chronic cardiac care 
and patient outcomes globally. 

Did you know years ago there was a “World Council 
of CR”? They held their last conference back in 2004 
in Dublin, Ireland. The council served an important 
purpose of bringing together CR professionals around 
the world, but unfortunately ran out of funds and 
disbanded. 

ICCPR was “born” around 2010, back when Steve 
Woodruffe was ACRA President. We hosted a series of 
meetings with the leads of many of the CR societies 
globally, to talk about ways to again formally work 
together and formulate our shared mission. This 
resulted in our international Charter (published 
in our association journal JCRP volume 33[issue 
2] in 2013; https://journals.lww.com/jcrjournal/
Fulltext/2013/03000/International_Charter_on_
Cardiovascular_Prevention.10.aspx), which was 
endorsed by 15 CR or like-minded societies, including 
ACRA. 

This coalition of associations then went on to become 
a formal member of the World Heart Federation (WHF). 
We are a Council comprised of named representatives 
from the Board of Directors of member associations. 
We are currently 34 association members strong (see 
Figure 1), with good coverage across all corners of the 
globe. We also recently added a member category 
of “friends”, for those colleagues in countries where 
CR is burgeoning, yet no CR-type association exists 
to formally join us; we have 11 such friends as official 
members. We meet via webconference quarterly, and 
meet in-person biennially in conjunction with WHF’s 
conference (World Congress of Cardiology). 

You might be interested in perusing our website at  
www.globalcardiacrehab.com. There we collate the 
resources of all our member associations, including 
links to CR guidelines, registries, training opportunities, 
quality indicators / performance measures, standards, 
as well as newsletters. If you know of additional 
resources with global applicability you feel we have 
missed, please let us know.  

KEY ICCPR PROJECTS:

ICCPR has led, been involved with, or showcased 
other, seminal reviews in the CR area, summarizing for 
example CR benefits, registries, national CR delivery, 
costs & cost-effectiveness, and quality in all countries 
around the world (see our website). 

Our members told us what they really needed 
was advocacy for more delivery. Hence, we 
surveyed all countries to determine what were the 
CR reimbursement sources around the world, and 
secured “success stories” from countries with better 
reimbursement and capacity (see BMC HSR, volume 
16, 2016) to circulate along with our advocacy toolkit 
(http://globalcardiacrehab.com/advocacy/). We also 
advocate for CR through our participation in World 
Health Organization’s Rehab2030 initiative (http://
www.who.int/disabilities/care/rehab-2030/en/) where 
they are developing a package of rehabilitation 
interventions, inclusive of rehab for ischemic heart 
disease.

Using the most rigorous of methods, we convened an 
international panel of experts through our extensive 
network and developed a consensus statement on 
CR delivery in low-resource settings. It is available on 
ECRI’s Guideline Clearinghouse (https://guidelines.
ecri.org/; in addition to being published in Heart & 
Progress in CVD). In the statement, we put forward 
recommendations on how to deliver each CR core 
component in an evidence-based, affordable and 
feasible manner. 

We have a companion certification program, 
where trainees can view a module corresponding 
to each core component, to increase capacity 
to deliver CR in low-resource settings (see: http://
globalcardiacrehab.com/training-opportunities/
certification/). Approximately 1,000 cardiologists in 
India recently completed the certification, earning the 
CRFC designation. 

We also undertook a survey of every CR program 
around the world! Overall, 112/203 (54.7%) countries 
in the world offer CR, of which we collected data in 
93 (N=1,081 programs completed surveys). Results 
of the study are now being disseminated (see for 
example https://www.mdpi.com/2077-0383/7/9/260 
and https://www.sciencedirect.com/science/article/
pii/S0167527318343894?via%3Dihub). We have for the 
first time quantified the number more CR spots needed 
in each country, and what is delivered where it is 
available. I will be honoured to present the results at 
your upcoming annual meeting, August 7th online. 

Finally, our most recent initiative has been around 
increasing CR utilization. We have updated the 
Cochrane review on interventions to increase CR 
utilization. We found interventions that significantly 
increase CR enrolment, adherence and completion 
(resources collated here: http://sgrace.info.yorku.ca/
tools-to-promote-cardiac-rehabilitation-utilization/). 
Based on the evidence, we convened an international 

ALL ABOUT THE INTERNATIONAL COUNCIL 
OF CARDIOVASCULAR PREVENTION AND 
REHABILITATION (ICCPR)

https://journals.lww.com/jcrjournal/Fulltext/2013/03000/International_Charter_on_Cardiovascular_Prevention.10.aspx
www.globalcardiacrehab.com
http://globalcardiacrehab.com/advocacy/
http://www.who.int/disabilities/care/rehab-2030/en/
https://guidelines.ecri.org/
http://globalcardiacrehab.com/training-opportunities/certification/
https://www.mdpi.com/2077-0383/7/9/260
https://www.sciencedirect.com/science/article/pii/S0167527318343894?via%3Dihub
http://sgrace.info.yorku.ca/tools-to-promote-cardiac-rehabilitation-utilization/
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writing panel to put forward a joint ICCPR and CACPR 
position statement. We have received endorsement 
from ~20 CR societies globally to date, including ACRA, 
and hope it will be published soon. 

We have developed an online course for inpatient 
cardiac healthcare providers regarding how 
to promote CR use in their patients, to facilitate 
implementation of statement recommendations. 

See: http://learnonthego.ca/Courses/promoting_
patient_participation_in_CR/story_html5.html. Once we 
are done evaluating it, we will genericize the referral 
information to be applicable to any location, and 
disseminate it more broadly.

In closing, we hope you will find ICCPR to be a 
companion resource to all that ACRA offers you, 
bringing you ideas and perspectives from all corners 
of the globe. If you are ever looking for contacts, 
resources etc. in another part of the world, please do 
not hesitate to reach out to us. 

Sincerely, 

Sherry L Grace, PhD, FCCS, CRFC

Chair, ICCPR 

Member, CACPR, AACVPR & EAPC 

Professor, York University & Director of CR Research, 
University Health Network, Toronto

globalcardiacrehab@gmail.com

ALL ABOUT THE INTERNATIONAL COUNCIL 
OF CARDIOVASCULAR PREVENTION AND 
REHABILITATION (ICCPR) CONT.

http://learnonthego.ca/Courses/promoting_patient_participation_in_CR/story_html5.html
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The 2019 ACRA ASM presents an innovative program 
with the emphasis on “Cardiac Rehabilitation: Building 
Bridges”. This theme is being particularly relevant to the 
changing landscape of health around the country and 
the opportunities into the future of cardiac rehabilitation. 
The 2019 ASM will host several internationally and 
nationally renowned guest speakers including Professor 
Philip Moons of University of Leuven, Belgium, Professor 
Mark Haykowsky of University of Texas, US, and Professor 
Sherry Grace of York University, Toronto, Canada. 
National guests included Professor Chris Semsarian, Dr 
Clare Arnott and Dr Gemma Figtree.

CALL FOR ABSTRACTS

ACRA 2019 Annual Scientific Meeting will be held on 
5-7 August 2019 at the Kirribilli Club Sydney, New South 
Wales. It will bring together world leaders in cardiac 
care, with a focus on “Building Bridges”.  We encourage 
you to submit an abstract.  

WHY SUBMIT TO ACRA

• This conference is an exceptional opportunity to 
showcase your work and network with passionate 
national and international cardiac professionals.

• By sharing your issues, innovations, and research, you 
will be able to work with your colleagues to improve 
the cardiovascular care of patients.

• All abstracts will undergo a blind peer-review process 
by the Scientific Committee.

• Once selected your work will be published in the 
conference proceedings and will be available online 
to all ACRA members

• There are many prestigious prizes to be won 

 • Best Research Presentation

 • Best Clinical Presentation

 • Best Clinical Excellence Showcase

 • People’s Choice Award

 • Best Poster

 Submission Categories

• Research Abstract

• Clinical Abstract

• Clinical Excellence Showcase: As debuted in 2018, 
these presentations are short (3 minutes), sharp, 
informative, informal, and above all: FUN!

SUBMIT YOUR WORK NOW

Submission deadline is 11.59pm Friday 5th April 2019

For Abstract submission and guidelines please use the 
following link: https://www.conferenceonline.com/
abstract/alogin/?clear=1&warehouse_id=1470

We will shortly be opening up registrations for ACRA 
ASM 2019 with a reduced cost for ACRA members and 
Earlybird participants. The full registration also includes 
the conference dinner at Luna Park under the Sydney 
Harbour Bridge and embraces 2 hours free rides on the 
Ferris Wheel or if it is raining, the famous Dodgem Cars!

Not a conference to be missed!

Notable speakers at ACRA ASM 2019

Dr Clare Arnott  
BMedSci MBBS(Hons) PhD  
FRACP CF

Clare is a staff specialist cardiologist at 
Royal Prince Alfred Hospital and Head of 
the Women’s Heart Clinic. She is a Senior 
Research Fellow at The George Institute for 
Global Health, a Senior Clinical Lecturer at 
the University of Sydney and a Visiting Fellow 

at the Heart Research Institute. Her clinical and research 
interests include women’s cardiovascular health, 
advanced cardiac imaging and cardiometabolic trials. 
She was awarded a Churchill Fellowship for Women’s 
Cardiovascular Health, completed at the Mayo Clinic 
(Rochester Minnesota) and Stanford University Hospital 
(Palo Alto, USA). Her current studies aim to elucidate 
the mechanisms linking hypertensive disorders of 
pregnancy to cardiovascular disease, educate women 
and healthcare workers and institute mechanisms to 
attenuate that risk. 

Dr Mark Haykowsky

Mark Haykowsky is a Professor and Moritz 
Chair in Geriatrics in the College of Nursing 
and Health Innovation at The University of 
Texas at Arlington. Professor Haykowsky’s 
research program examines the biological 
mechanisms for the decline in health-

related fitness in individuals at risk for or with heart failure, 
and role of exercise training to improve cardiovascular 
and skeletal muscle function. A second research focus 
is in the Cardio-Oncology field with specific focus on 

https://www.conferenceonline.com/abstract/alogin/?clear=1&warehouse_id=1470
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the role of exercise training to prevent cardiovascular 
deconditioning and cardiac toxicity associated with 
anti-cancer therapy. A final focus is sport cardiology and 
cardiac mechanics during exercise in athletes.

Dr Melody Ding

Dr. Melody Ding is an Associate Professor 
at Sydney School of Public Health, the 
University of Sydney, Australia.  She works 
broadly at the intersection of physical 
activity, epidemiology and chronic disease 
prevention. She completed her PhD in public 

health from the University of California San Diego in 
2012 & has successfully brought in around two million 
dollars of research funding since then. At an early stage 
of her career, she has published more than 120 journal 
articles with more than 4000 citations. She led the 2016 
Lancet Series on Physical Activity and Health http://www.
thelancet.com/series/physical-activity-2016. Much of 
her work has been reported by the media, reaching 
more than a billion people from around the world. As 
a holder of Heart Foundation Future Leader Fellowship 
and the University of Sydney SOAR fellowship, Melody 
is building a theme of research on environment and 
chronic disease prevention among the culturally and 
linguistically diverse populations in Australia.

Dr Philip Moons

Dr. Philip Moons is Professor of Healthcare 
and Nursing Science at the Department 
of Public Health and Primary Care at the 
KU Leuven - University of Leuven, Belgium; 
visiting professor at the Institute of Health 
and Care Sciences of the University of 

Gothenburg, Sweden; and honorary professor at the 
Department of Paediatrics and Child Health of the 
University of Cape Town in South Africa. 

Philip has published more than 280 articles in 
international, peer-reviewed journals; and presented 
over 300 abstracts at national and international 
conferences. He is mainly involved in outcome and 
quality of life research in congenital heart disease, 
and developed and implemented the role of 
advanced practice nurse in the Adult Congenital 
Heart Disease Program of the University Hospitals of 
Leuven. Furthermore, he coordinated large-scale 
implementation projects on discharge management. 
The spearhead of Philip Moons’ research is ‘Transition 
and Care’.

For his work, Philip Moons received the Martha N. Hill 
New Investigators Award 2004 from the American Heart 
Association and the Atie Immink New Investigators 
Award 2008 from the European Society of Cardiology. He 
is fellow of the American Heart Association (FAHA) and 
the European Society of Cardiology (FESC). In 2014, he 
was inducted as Fellow of the American Academy of 
Nursing (FAAN), which is a prestigious recognition for his 
work and his contribution to nursing.

Full CV: http://perswww.kuleuven.be/philip_moons

Professor Chris Semsarian  AM 

Prof Semsarian is a cardiologist with a 
specific research focus in the genetic 
basis of cardiovascular disease. He trained 
at the University of Sydney, Royal Prince 
Alfred Hospital, and Harvard Medical 
School. A focus area of his research is in the 

investigation and prevention of sudden cardiac death 
in the young, particularly amongst children and young 
adults. Prof Semsarian has an established research 
program which is at the interface of basic science, 
clinical research and public health, with the ultimate 
goal to prevent the complications of genetic heart 
diseases in our community. 

Prof Semsarian is the lead of the Cardiovascular 
Genetic Diseases Flagship of Australian Genomics. 
He has published over 240 peer-reviewed scientific 
publications, in the highest-ranking cardiovascular 
and general medical journals. He has also been the 
primary supervisor of over 30 PhD, honours, and medical 
honours students since 2003, and is an active member 
of the mentoring program at the University of Sydney, 
particularly in supporting gender equity. 

He has led major community programs in the area 
of prevention of sudden death, including having 
defibrillators in all public places including sporting 
grounds, as well as organised programs to teach 
CPR to all members of the community. Prof Semsarian 
was awarded a Member in the General Division of 
the Order of Australia (AM) on January 26, 2017 for 
significant service to medicine in the field of cardiology 
as a clinician, administrator and educator, and to the 
community.

Sherry L. Grace, PhD, FCCS

Sherry L. Grace, PhD, FCCS holds her 
primary appointment as Full Professor 
in the Faculty of Health at York University. 
She is also appointed at the University 
Health Network, University of Toronto, as Sr. 
Scientist with Toronto Rehabilitation Institute’s 

Cardiovascular Rehabilitation & Prevention Program, 
and is Director of Cardiac Rehabilitation Research with 
the Peter Munk Cardiac Centre. 

Prof. Grace’s research centers on optimizing post-acute 
cardiovascular care globally, as well as outcomes 
(including mental health). She has published over 225 
papers, and authored clinical practice guidelines 
internationally. She led the development of the pan-
Canadian quality indicators for cardiac rehabilitation, 
as well as national policy positions on systematic referral 
and utilization interventions. 

Prof. Grace has earned awards from the American and 
Canadian Associations of Cardiovascular Rehabilitation, 
among other societies. Finally, she was instrumental 
in the development of the International Council on 
Cardiovascular Prevention and Rehabilitation, serving 
on the Executive Board since inception.

http://www.thelancet.com/series/physical-activity-2016
http://perswww.kuleuven.be/philip_moons
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Heart Foundation 
Report March 2019    

ACRA Newsletter

Heart Foundation’s new 
Serial Killer Campaign and 
Heart Age Calculator
The Heart Foundation has launched a new brand 
campaign in mid - February to raise public 
awareness of Australia’s worst serial killer, heart 
disease killing 51 Australians a day.

As one of the calls to action people who visit the 
website are encouraged to complete the new 
Heart Age Calculator. 

Why has the Heart Foundation developed a Heart 
Age Calculator?

The Heart Foundation has launched the Heart 
Age Calculator to motivate and empower people 
to understand their risk of heart attack or stroke 
by determining their heart age. It aims to prompt 
them to visit their doctor for a heart health check. 

Who can use it?

The Heart Age Calculator is designed for people 
aged 35 to 75 years who do not have heart 
disease or have not had a heart attack or stroke. 

How to use it. 

Answer simple questions about age, sex, smoking 
and diabetes status, Body Mass Index, cholesterol 
levels, blood pressure levels and medication, and 
whether there is an immediate family history of 
heart attack or stroke prior to age 60.

If the calculator determines a consumer’s 

heart age is higher than their actual age, it 
recommends they see their doctor for a heart 
health check.

The Heart Age Calculator is available on the Heart 
Foundation’s website

Advocacy for cardiac 
rehabilitation
Mr Alexander Clark, Manager Advocacy, Heart 
Foundation Victoria, has been working with one 
of our honoraries, Dr Nick Cox, to do a blog on 
cardiac rehabilitation.

“We need to better understand what’s going 
on in cardiac rehabilitation services; we need 
to routinely monitor, and report on, cardiac 
rehabilitation data to get an accurate snapshot of 
the state of play. This monitoring and reporting 

will assist in driving service and quality 
improvements and allow benchmarking with best 
practice standards.”

To read the article in full

https://www.heartlungcirc.org/article/S1443-
9506(18)32026-2/pdf

Cate Ferry

https://www.heartlungcirc.org/article/S1443-9506(18)32026-2/pdf
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National Action Plan for 
Heart and Stroke
In late 2018, the Australian Government announced 
a National Heart and Stroke Action Plan, a 
commitment focusing on the prevention, control 
and research of cardiovascular disease. The 
Minister for Health provided funding to the Heart 
Foundation, to develop the plan in partnership with 
the Stroke Foundation. 

An Action Plan is vital to reduce the impact of 
heart disease and stroke on the individual, the 
community and the health care system, and 
achieve better outcomes for Australians affected 
by heart disease or stroke and their families.

The first step in developing the plan was to engage 
stakeholders to understand their experiences. 
An online survey was conducted in November/
December 2018 with people living with or caring 
for someone affected by cardiovascular disease 
and/or stroke, as well as health professionals, 
research institutions, peak bodies, government and 
other relevant stakeholders and organisations. The 
feedback is being used to guide the development 
of the Action Plan, and to prioritise key actions to 
drive improvement.

The Heart Foundation is currently working on 
developing the draft of the plan, which will go out 
for public consultation from 4-17th March.

Heart Week 2019
The Heart Week landing page is now live and the 
theme for Heart Week this year (Sunday 28 April - 
Saturday 4 May) is Heart Health Checks.  

The theme will continue the trajectory from the 
Serial Killer campaign (putting heart disease on 
the agenda) with an exclusive focus on what heart 
health checks are and what they involve. 

The landing page will be taking a staged 
approach to launch. 

The purpose of this initial landing page is to inform 
health professionals of the theme and allow them 
to register to receive a Heart Week pack when 
available. 

The final page will be live by the end of March. 
This will include an overview of theme, where to 
access resources, downloadable assets for social 
media engagement, webinars, videos, absolute 
risk guidelines, link to the Heart Age Calculator and 
a link to the Broken Promise campaign. 

You can view the landing page here: https://
campaign.heartfoundation.org.au/heart-week

Heart Foundation Report March 2019 cont. 

https://campaign.heartfoundation.org.au/heart-week
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By Robert Zecchin RN MN

NB: The title mirrors / reflects ACRA’s continuing efforts to provide its members with up to date research, 
both locally and internationally, to highlight potential best practice and evidence in cardiac rehabilitation.

The following are excerpts of recent research articles which may:

a. encourage further research in your department

b. make you reflect on your daily practice

c. enable potential change in your program 

d. All of the above

A CORNER OF RESEARCH FOR 
AUSTRALIA

1.  Secondary prevention therapies in 
acute coronary syndrome and relation  
to outcomes: observational study. 
Clara K Chow, David Brieger, Mark Ryan, Nadarajah Kangaharan, 
Karice K Hyun, Tom Briffa, for the CONCORDANCE Investigators.
Heart Asia 2019; 11. doi: 10.1136/heartasia-2018-011122 

OBJECTIVE: To ascertain the use of secondary 
prevention medications and cardiac rehabilitation 
after an acute coronary syndrome (ACS) and the 
impact on 2-year outcomes. 

METHODS: CONCORDANCE (Cooperative National 
Registry of Acute Coronary care, Guideline 
Adherence and Clinical Events) is a prospective, 
observational registry of 41 Australian hospitals. 
A representative sample of 6859 patients with an 
ACS and 6 months’ follow-up on 31 May 2016 were 
included. The main outcome measure was use of 
≥75% of indicated medications (≥4/5 (or ≥3/4 if 
contraindicated) of angiotensin-converting enzyme 
(ACE) inhibitor/angiotensin receptor blocker, beta-
blocker, lipid-lowering therapy, aspirin and other 
antiplatelet).  Major adverse cardiovascular events 
(MACE) included myocardial infarction, stroke or 
cardiovascular death.                                                   

RESULTS: The mean age was 65±13 years, 29% were 
women, and the mean Global Registry of Acute 
Coronary Events (GRACE) score was 106±30. At 
discharge, 92% were on aspirin, 93% lipid-lowering 
therapy, 78% beta-blocker, 74% ACE/angiotensin 
receptor blocker and 73% a second antiplatelet; 
89% were taking ≥75% of medications at discharge, 
78% at 6 months and 66% at 2 years. At 6 months, 
38% attended cardiac rehabilitation, 58% received 
dietary advice and 32% of smokers reported quitting. 
Among 1896 patients followed to 2 years, death/
MACE was less frequent among patients on ≥75% vs 

<75% of medications (8.3% vs 13.9%; adjusted OR 0.75, 
95 % CI 0.56 to 0.99), and was less frequent in patients 
who attended versus who did not attend cardiac 
rehabilitation (4.6% vs 13.4%; adjusted OR 0.44, 95% CI 
0.31 to 0.62).

CONCLUSIONS: Use of secondary prevention 
therapies diminishes over time following an ACS. 
Patients receiving secondary prevention had 
decreased rates of death and MACE at 2 years.

The Good News: Latest research that CR has an 
impact on mortality and morbidity after 2 years in an 
Australian context. It is in concordance in what we 
already know!

2. Predictors of physical activity 
among rural adults following cardiac 
rehabilitation.
Quirk J; Parfitt G; Ferrar K; Davison K; Dollman J Rehabilitation 

Psychology. 63(4):495-501, 2018 Nov. 

OBJECTIVE: Cardiac rehabilitation aims to reduce 
the likelihood of recurrent cardiac events through 
physical activity (PA) and education. There is limited 
understanding about the predictors of physical 
activity behaviour in rural adults beyond rehabilitation. 
This study explored predictors of regular physical 
activity in rural adults, 6-12 months post cardiac 
rehabilitation.  

METHODS: A self-report questionnaire (quantitative 
cross-sectional design) was mailed to a simple 
random sample of rural South Australians who 
previously participated in cardiac rehabilitation (n = 
315). Regression modelling was adjusted for physical 
activity history and gender to examine psychological, 
social, and environmental predictors of (a) current 
leisure-time physical activity, self-reported through 
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the Godin Leisure Time Exercise Questionnaire 
expressed as the Leisure Score Index (LSI) and the 
weekly frequency of physical activity bouts that 
cause sweating (“sweat frequency”), and (b) stage of 
physical activity behaviour change according to the 
Transtheoretical Model of Behaviour Change (“Stage 
of PA change”).    

RESULTS: All measures of self-efficacy (barriers, task, 
and relapse), social assimilation, and self-regulation 
predicted LSI, whereas all measures of self-efficacy 
and self-regulation predicted both “Stage of PA 
change” and “sweat frequency.” Self-regulation 
explained the highest percentage of explained 
variance in LSI (31.6%) and “sweat frequency” (12.5%). 
Home social support additionally predicted “Stage of 
PA change”; there were no environmental predictors 
of any of the outcome measures.    

CONCLUSION: Similar to urban populations, the 
predictors of post-cardiac-rehab physical activity 
among rural adults predominantly emanate from the 
psychological domain. Findings support the need 
to strengthen the focus of cardiac rehabilitation 
program design on self-management skills and 
behaviours. (PsycINFO Database Record (c) 2018 APA, 
all rights reserved).

The Good News: Mind over body matters!

3.  The talk test-A costless tool for 
exercise prescription in Indian cardiac 
rehabilitation. 
Saini M; Kulandaivelan S; Devi P; Saini V. Indian Heart Journal. 70 

Suppl 3:S466-S470, 2018 Dec. 

Exercise-based cardiac rehabilitation (CR) plays 
a vital role in improving function and preventing 
mortality of cardiovascular disease (CVD) patients. 
Outpatient (Phase II and III) CR is almost non-existent 
in India because of several reasons such as time, cost, 
distance, education level, scarcity of resources and so 
forth. Cardiologists or cardiac surgeons can directly 
advise patients and their family members to do an 
optimal dose of exercise in low-resource settings, that 
is, rural, low-income, or low-educated patients. Talk test 
is a no-cost, subjective tool for exercise prescription 
which is gaining popularity in CR because of its 
simplicity. This brief descriptive review covers history, 
administration, physiological mechanisms, reliability 
and validity, and safety among cardiac patients 
along with limitations of the ‘talk test’. This review also 
theoretically discusses how the talk test could be 
used in primary and secondary prevention of CVD. 
Finally, it advocates Indian CR team to use this simple 
validated tool as a self-monitoring tool of exercise 
intensity.   

Copyright © 2018 Cardiological Society of India. 
Published by Elsevier B.V. All rights reserved.

The Good News: Do u talk the walk!

4.   Effects of exercise modalities on 
central haemodynamics, arterial stiffness 
and cardiac function in cardiovascular 
disease: Systematic review and meta-
analysis of randomized controlled trials.                                                                                                      
Zhang Y; Qi L; Xu L; Sun X; Liu W; Zhou S; van de Vosse F; 
Greenwald SE. PLoS ONE [Electronic Resource]. 13(7):e0200829, 

2018. 

BACKGROUND: Exercise is accepted as an important 
contribution to the rehabilitation of patients with 
cardiovascular disease (CVD). This study aims to better 
understand the possible causes for lack of consensus 
and reviews the effects of three exercise modalities 
(aerobic, resistance and combined exercise) on 
central haemodynamics, arterial stiffness and cardiac 
function for better rehabilitation strategies in CVD.                                                    

METHODS: The electronic data sources, Cochrane 
Library, MEDLINE, Web of Science, EBSCO (CINAHL), 
and ScienceDirect from inception to July 2017 were 
searched for randomized controlled trials (RCTs) 
investigating the effect of exercise modalities in adult 
patients with CVD. The effect size was estimated as 
mean differences (MD) with 95% confidence intervals 
(CI). Subgroup analysis and meta-regression were 
used to study potential moderating factors.                                                                                            

RESULTS: Thirty-eight articles describing RCTs with a 
total of 2089 patients with CVD were included. The 
pooling revealed that aerobic exercise [MD (95%CI) 
= -5.87 (-8.85, -2.88), P = 0.0001] and resistance 
exercise [MD (95%CI) = -7.62 (-10.69, -4.54), P<0.00001] 
significantly decreased aortic systolic pressure (ASP). 
Resistance exercise significantly decreased aortic 
diastolic pressure [MD (95%CI) = -4(-5.63, -2.37), 
P<0.00001]. Aerobic exercise significantly decreased 
augmentation index (AIx) based on 24-week exercise 
duration and patients aged 50-60 years. Meanwhile, 
aerobic exercise significantly improved carotid-
femoral pulse wave velocity (cf-PWV) [MD (95%CI) = 
-0.42 (-0.83, -0.01), P = 0.04], cardiac output (CO) [MD 
(95% CI) = 0.36(0.08, 0.64), P = 0.01] and left ventricular 
ejection fraction (LVEF) [MD (95%CI) = 3.02 (2.11, 3.93), 
P<0.00001]. Combined exercise significantly improved 
cf-PWV [MD (95%CI) = -1.15 (-1.95, -0.36), P = 0.004] 
and CO [MD (95% CI) = 0.9 (0.39, 1.41), P = 0.0006]. 
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CONCLUSIONS: Aerobic and resistance exercise 
significantly decreased ASP, and long-term aerobic 
exercise reduced AIx. Meanwhile, aerobic and 
combined exercise significantly improved central 
arterial stiffness and cardiac function in patients with 
CVD. These findings suggest that a well-planned 
regime could optimize the beneficial effects of 
exercise and can provide some evidence-based 
guidance for those involved in cardiovascular 
rehabilitation of patients with CVD.

The Good News: Exercise to your heart’s content!

5.  Mandatory criteria for cardiac 
rehabilitation programs: 2018 guidelines 
from the Portuguese Society of 
Cardiology.
Abreu A; Mendes M; Dores H; Silveira C; Fontes P; Teixeira M; 
Santa Clara H; Morais J. Revista Portuguesa de Cardiologia. 
37(5):363-373, 2018 May.  

Cardiac rehabilitation (CR) is a multidisciplinary 
process for patients recovering after an acute cardiac 
event or with chronic cardiovascular disease that 
reduces mortality and morbidity and improves quality 
of life. It is considered a cost-effective intervention and 
is expressly indicated in the guidelines of the major 
medical societies. In Portugal, only 8% of patients 
discharged from hospital after myocardial infarction 
are included in CR programs. In Europe overall, the 
percentage admitted to CR programs is 30%, while in 
the USA it is 20-30%. In view of the underuse of CR in 
Portugal, we call the attention of the health authorities 
to the need to increase the number and national 
coverage of CR programs, while maintaining high 
quality standards. The aim is for all patients resident 
in Portugal who are eligible for CR programs to have 
the same opportunities for access and attendance. 
In order to preserve the benefits and safety of this 
intervention, CR needs to be performed according to 
international guidelines. The fact that various initiatives 
in this field have been developed by different 
professional groups, some of them non-medical, that 
do not follow the European guidelines, has prompted 
us to prepare a series of norms defining mandatory 
criteria for CR, based on current knowledge and 
evidence. In this way we aim to ensure that the 
required increase in the number of CR programs, 
linked in a national network of CR centres, does not 
detract from the need to maintain their efficacy and 
quality. These criteria should serve as the basis for the 
future accreditation of CR centres in Portugal. 

Copyright © 2018. Publicado por Elsevier Espana, S.L.U.                  

The Good News: We know where Portugal is at and in 
some place where they have been!

6. National trends in admission for 
cardiac rehabilitation after a myocardial 
infarction in France from 2010 to 2014. 
Gabet A; De Peretti C; Iliou MC; Nicolau J; Olie V. Archives of 

cardiovascular diseases. 111(11):625-633, 2018 Nov.  

BACKGROUND: Follow-up care and rehabilitation 
services [soins de suite et readaptation (SSR)], 
especially cardiac rehabilitation (CR), constitute a key 
stage for patients who have had an acute myocardial 
infarction (AMI). 

AIMS: To study admission to SSR, especially for CR, 
among patients hospitalized for AMI in France in 2014, 
and its temporal trend between 2010 and 2014. 

METHODS: We used the French National Hospital 
Database to select patients hospitalized with a main 
diagnosis of AMI (identified by ICD-10 codes I21 to I23) 
in the first semester of each year from 2010 to 2014. 
We then searched for rehabilitation admission in the 6 
months after the index hospitalization. We calculated 
age-standardized rates of admission for CR and for 
other rehabilitation purposes. The average annual 
percentage change in admission rates was analysed 
by Poisson regression. 

RESULTS: In 2014, among the 29,424 patients 
hospitalized for an AMI in the first 6 months of the 
year, 10,873 (36.9%) were subsequently admitted to 
SSR units. More specifically, the age-standardized 
rate of patients hospitalized in CR units reached 
28.4% (n=8380), and was greater among men 
(29.6%, n=6707) than among women (24.9%, n=1673). 
Between 2010 and 2014, rates of admission for CR 
increased by 5.0% per year in men and 6.6% per year 
in women. We found a great increase in ambulatory 
CR management, which accounted for half of the 
admissions for CR in 2014. 

CONCLUSIONS: Favourable trends in rates of 
admission for CR were reported in both sexes and at 
all ages, except the oldest. The increase in ambulatory 
management contributed to these changes. Despite 
these trends, rates of admission for CR after AMI 
remain low.  

Copyright © 2017 Elsevier Masson SAS. All rights 
reserved.

The Good News: France know that they have 
increased admission rates to CR! Does Australia?
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7. Cardiac rehabilitation in patients with 
acute coronary syndrome with primary 
percutaneous coronary intervention is 
associated with improved 10-year survival.
Sunamura M; Ter Hoeve N; van den Berg-Emons RJG; Boersma E; 
van Domburg RT; Geleijnse ML.European Heart Journal Quality 

of Care & Clinical Outcomes. 4(3):168-172, 2018 07 01. 

AIMS: We aimed to assess the effects of a 
multidisciplinary cardiac rehabilitation (CR) program 
on survival after treatment with primary percutaneous 
coronary intervention (pPCI) for acute coronary 
syndrome (ACS). 

METHODS: Using propensity matching analysis, a total 
of 1159 patients undergoing CR were 1:1 matched 
with ACS patients who did not undergo CR and 
survived at least 60 days. The Kaplan-Meier analyses 
and multivariate Cox regression analysis were applied 
to study differences in survival.    

RESULTS: During follow-up, a total of 335 (14.5%) 
patients had died. Cumulative mortality rates at 5 
and 10 years were 6.4% and 14.7% after CR and 10.4% 
and 23.5% in the no CR group (P < 0.001). Cardiac 
rehabilitation patients had 39% lower mortality than 
non-CR controls [10-year mortality 14.7% vs. 23.5%; 
adjusted hazard ratio (HR) 0.61; 95% confidence 
interval (CI) 0.46-0.81]. A total of 915 (78.9%) patients 
completed CR and had 46% lower mortality than 
those who did not complete CR (10-year mortality 
13.6% vs. 18.9%; adjusted HR 0.54; 95% CI 0.42-0.70). 
Conclusion: Patients who underwent pPCI for ACS, 
with a CR program had lower mortality than their 
non-CR counterparts. Mortality was particularly low in 
patients who completed the program. In conclusion, 
CR is still beneficial in terms of survival.      

The Good News: CR completion is better than non-
completion is better than not attending at all!

8. Assessment of Physical Activity 
by Wearable Technology during 
Rehabilitation after Cardiac Surgery: 
Explorative Prospective Monocentric 
Observational Cohort Study.  
Thijs I, Fresiello L, Oosterlinck W, Sinnaeve P, Rega F. JMIR Mhealth 

Uhealth. 2019 Jan 31; 7(1):e9865. doi: 10.2196/mhealth.9865. 

BACKGROUND: Wearable technology is finding its way 
into clinical practice. Physical activity describes patients’ 
functional status after cardiac surgery and can be 
monitored remotely by using dedicated trackers. 

OBJECTIVE: The aim of this study was to compare the 
progress of physical activity in cardiac rehabilitation 
by using wearable fitness trackers in patients 

undergoing coronary artery bypass surgery by either 
the conventional off-pump coronary artery bypass 
(OPCAB) or the robotically assisted minimally invasive 
coronary artery bypass (RA-MIDCAB). We hypothesized 
faster recovery of physical activity after RA-MIDCAB in 
the first weeks after discharge as compared to OPCAB.                                                 

METHODS: Patients undergoing RA-MIDCAB or OPCAB 
were included in the study. Each patient received a 
Fitbit Charge HR (Fitbit Inc., San Francisco, CA) physical 
activity tracker following discharge. Rehabilitation 
progress was assessed by measuring the number of 
steps and physical activity level daily. The physical 
activity level was calculated as energy expenditure 
divided by the basic metabolic rate.                  

RESULTS: A total of 10 RA-MIDCAB patients with a 
median age of 68 (min, 55; max, 83) years and 12 
OPCAB patients with a median age of 69 (min, 50; max, 
82) years were included. Baseline characteristics were 
comparable except for body mass index (RA-MIDCAB: 
26 kg/m²; min, 22; max, 28 versus OPCAB: 29 kg/m²; 
min, 27; max, 33; P<.001). Intubation time (P<.05) was 
significantly lower in the RA-MIDCAB group. A clear 
trend, although not statistically significant, was observed 
towards a higher number of steps in RA-MIDCAB 
patients in the first week following discharge.                  

CONCLUSIONS: RA-MIDCAB patients have an 
advantage in recovery in the first weeks of revalidation, 
which is reflected by the number of steps and physical 
activity level measured by the Fitbit Charge HR, as 
compared to OPCAB patients. However, unsupervised 
assessment of daily physical activity varied widely and 
could have consequences with regard to the use of 
these trackers as research tools., ©Isabeau Thijs, Libera 
Fresiello, Wouter Oosterlinck, Peter Sinnaeve, Filip Rega. 

Originally published in JMIR Mhealth and Uhealth 
(http://mhealth.jmir.org), 31.01.2019.   

The Good News: This study is looking at the Fit Bit 
component of CR in minimally invasive CABG!

9. Standards and core components for 
cardiovascular disease prevention and re
habilitation.                                                                                                                         
Cowie A, Buckley J, Doherty P, Furze G, Hayward J, Hinton S, Jones 
J, Speck L, Dalal H, Mills J on behalf of the British Association 
for Cardiovascular Prevention and Rehabilitation (BACPR 
Heart. 2019 Jan 30. pii: heartjnl-2018-314206. doi: 10.1136/
heartjnl-2018-314206. [Epub ahead of print]

In 2017, the British Association for Cardiovascular 
Prevention and Rehabilitation published its 
official document detailing standards and core 
components for cardiovascular prevention and 
rehabilitation. Building on the success of previous 
editions of this document (published in 2007 and 
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2012), the 2017 update aims to further emphasise 
to commissioners, clinicians, politicians and the 
public the importance of robust, quality indicators 
of cardiac rehabilitation (CR) service delivery. 
Otherwise, its overall aim remains consistent with 
the previous publications-to provide a precedent 
on which all effective cardiovascular prevention 
and rehabilitation programmes are based and 
a framework for use in assessment of variation in 
service delivery quality. In this 2017 edition, the 
previously described seven standards and core 
components have both been revised to six, with 
a greater focus on measurable clinical outcomes, 
audit and certification. The principles within the 
updated document underpin the six-stage pathway 
of care for CR, and reflect the extensive evidence 
base now available within the field. To help improve 
current services, close collaboration between 
commissioners and CR providers is advocated, with 
use of the CR costing tool in financial planning of 
programmes. The document specifies how quality 
assurance can be facilitated through local audit, 
and advocates routine upload of individual-level 
data to the annual British Heart Foundation National 
Audit of Cardiac Rehabilitation, and application 
for national certification ensuring attainment of a 
minimum quality standard. Although developed 
for the UK, these standards and core components 
may be applicable to other countries. © Author(s) 
(or their employer(s)) 2019. Re-use permitted under 
CC BY-NC. No commercial re-use. See rights and 
permissions. Published by BMJ.

The Good News: Hot off the press – update of the 
BACBR Standards!

10. Interventions to promote patient 
utilisation of cardiac rehabilitation. 
Carolina Santiago de Araújo Pio Gabriela SS Chaves Philippa 
Davies Rod S Taylor Sherry L Grace Cochrane Systematic Review 

- Intervention Version published: 01 February 2019  

BACKGROUND: International clinical practice 
guidelines routinely recommend that cardiac 
patients participate in rehabilitation programmes for 
comprehensive secondary prevention. However, data 
show that only a small proportion of these patients 
utilise rehabilitation.     

OBJECTIVES: First, to assess interventions provided 
to increase patient enrolment in, adherence to, and 
completion of cardiac rehabilitation. Second, to 
assess intervention costs and associated harms, as 
well as interventions intended to promote equitable 

CR utilisation in vulnerable patient subpopulations.

METHODS:  Review authors performed a search 
on 10 July 2018, to identify studies published since 
publication of the previous systematic review. 
We searched the Cochrane Central Register of 
Controlled Trials (CENTRAL); the National Health 
Service (NHS) Centre for Reviews and Dissemination 
(CRD) databases (Health Technology Assessment 
(HTA) and Database of Abstracts of Reviews 
of Effects (DARE)), in the Cochrane Library 
(Wiley); MEDLINE (Ovid); Embase (Elsevier); the 
Cumulative Index to Nursing and Allied Health 
Literature (CINAHL) (EBSCOhost); and Conference 
Proceedings Citation Index Science (CPCIS) on 
Web of Science (Clarivate Analytics). We checked 
the reference lists of relevant systematic reviews for 
additional studies and also searched two clinical 
trial registers. We applied no language restrictions.                                                                                                      
We included randomised controlled trials (RCTs) 
in adults with myocardial infarction, with angina, 
undergoing coronary artery bypass graft surgery or 
percutaneous coronary intervention, or with heart 
failure who were eligible for cardiac rehabilitation. 
Interventions had to aim to increase utilisation of 
comprehensive phase II cardiac rehabilitation. We 
included only studies that measured one or more 
of our primary outcomes. Secondary outcomes 
were harms and costs, and we focused on equity.                                                                                                                                          
  Two review authors independently screened the titles 
and abstracts of all identified references for eligibility, 
and we obtained full papers of potentially relevant 
trials. Two review authors independently considered 
these trials for inclusion, assessed included studies for 
risk of bias, and extracted trial data independently. 
We resolved disagreements through consultation with 
a third review author. We performed random effects 
meta regression for each outcome and explored 
prespecified study characteristics.                                                                                                                     

RESULTS:  Overall, we included 26 studies with 5299 
participants (29 comparisons). Participants were 
primarily male (64.2%). Ten (38.5%) studies included 
patients with heart failure. We assessed most studies 
as having low or unclear risk of bias. Sixteen studies 
(3164 participants) reported interventions to improve 
enrolment in cardiac rehabilitation, 11 studies (2319 
participants) reported interventions to improve 
adherence to cardiac rehabilitation, and seven 
studies (1567 participants) reported interventions to 
increase programme completion. Researchers tested 
a variety of interventions to increase utilisation of 
cardiac rehabilitation. In many studies, this consisted 
of contacts made by a healthcare provider during or 
shortly after an acute care hospitalisation.  
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Low‐quality evidence shows an effect of interventions 
on increasing programme enrolment (19 comparisons; 
risk ratio (RR) 1.27, 95% confidence interval (CI) 1.13 to 
1.42). Meta‐regression revealed that the intervention 
deliverer (nurse or allied healthcare provider; P = 
0.02) and the delivery format (face‐to‐face; P = 0.01) 
were influential in increasing enrolment. Low‐quality 
evidence shows interventions to increase adherence 
were effective (nine comparisons; standardised 
mean difference (SMD) 0.38, 95% CI 0.20 to 0.55), 
particularly when they were delivered remotely, 
such as in home‐based programs (SMD 0.56, 95% 
CI 0.37 to 0.76). Moderate‐quality evidence shows 
interventions to increase programme completion 
were also effective (eight comparisons; RR 1.13, 95% CI 
1.02 to 1.25), but those applied in multi‐centre studies 
were less effective than those given in single‐centre 
studies, leading to questions regarding generalisability. 
A moderate level of statistical heterogeneity 
across intervention studies reflects heterogeneity in 
intervention approaches. There was no evidence 
of small‐study bias for enrolment (insufficient studies 
to test for this in the other outcomes) With regard to 
secondary outcomes, no studies reported on harms 
associated with the interventions. Only two studies 
reported costs. In terms of equity, trialists tested 
interventions designed to improve utilisation among 
women and older patients. Evidence is insufficient 
for quantitative assessment of whether women‐
tailored programmes were associated with increased 
utilisation, and studies that assess motivating women 
are needed. For older participants, again while 
quantitative assessment could not be undertaken, 
peer navigation may improve enrolment.

CONCLUSIONS:  Interventions may increase cardiac 
rehabilitation enrolment, adherence and completion; 
however the quality of evidence was low to moderate 
due to heterogeneity of the interventions used, 
among other factors. Effects on enrolment were larger 
in studies targeting healthcare providers, training 
nurses, or allied healthcare providers to intervene 
face‐to‐face; effects on adherence were larger 
in studies that tested remote interventions. More 
research is needed, particularly to discover the best 
ways to increase programme completion.                  

The Good News: Hotter off the press than the previous 
one!

11. Guidelines for the Delivery and 
Monitoring of High Intensity Interval 
Training in Clinical Populations.     
Taylor JL, Holland DJ, Spathis JG, Beetham KS, Wisløff U, Keating 
SE, Coombes JS Prog Cardiovasc Dis. 2019 Jan 24. pii: S0033-
0620(19)30031-3. doi: 0.1016/j.pcad.2019.01.004. [Epub ahead of 
print]

High intensity interval training (HIIT) is now recognized 
in international clinical-based exercise guidelines as 
an appropriate and beneficial adjunct to moderate 
intensity continuous training. HIIT involves alternating 
periods of high intensity aerobic exercise with 
light recovery exercise or no exercise, allowing for 
greater physiological stimulus and adaptation than 
moderate intensity continuous training (MICT) for 
cardiorespiratory fitness and other cardio-metabolic 
processes. However, there is no universal criteria 
or framework for the prescription and monitoring 
of HIIT in clinical populations, and safety concerns 
remain a common barrier for implementing HIIT as 
standard care. Historically, exercise intensity has been 
prescribed using heart rate (HR) targets derived from 
either a predicted maximal HR (HRmax) or from an 
attempt to objectively measure HRmax. However, 
using this approach alone has a number of limitations. 
Here we provide guidelines to improve the delivery 
of HIIT in cardio-metabolic populations using 1) A 
framework for HIIT prescription using a combination 
of objective and subjective measures of exercise 
intensity, and 2) Clinical considerations for assessment 
and monitoring to maximize patient safety. The 
framework involves an individualized step-by-step 
process to calculate, validate, and calibrate HR 
target zones for HIIT training to allow for appropriate 
workload prescription and progression. We strongly 
recommend this framework be used in future clinical 
trials investigating HIIT.

Copyright © 2019. Published by Elsevier Inc.

The Good News: This study is a HIIT for exercise training 
in CR!

More next time!
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I was very fortunate to be 
awarded the South Australian 
Premiers’ Office and Nursing 
and Midwifery Office of South 
Australia fellowship for 2018/2019. 
My goal was to investigate how 
international heart failure (HF) 
services have improved the quality 
of care for people with HF by 
implementing innovative models 
of care with specialist cardiologist 
and nurse specialist input across 
the entire care pathway, resulting 
in optimising the prevention, 
management and care of the 
patient with HF.  Additionally, l 
explored how dedicated HF 
teams redesigned pathways 
of care that strengthened links 
in the community with general 
practitioners (GP), general 
practice nurses and other health 
care providers thus improving 
outcomes for patients regardless 
of where they enter the healthcare 
system.  

I was overwhelmed with the 
generosity of all my hosts and 
inspirational nurses who made 
my study tour such a success.  I 
am extremely grateful for their 
openness in sharing experiences 
of what worked and what didn’t 
and their expert knowledge and 
advice.  

On a personal note, l dedicated 
this study tour to my sister Wendy 
who lost her loved son Nathan 
from complications of sepsis 
resulting in multisystem organ 
failure when signs of deteriorating 
patient were missed.   Our 
experiences being on the other 
side of the healthcare system 
was not a positive one and this 
left a lasting impression on me 
as a clinical specialist.  For a 
period of time l withdrew from 
all professional meetings and 
commitments having developed 
social anxiety which resulted in 
loss of confidence in my clinical 
abilities.

Now as my sister battles lung 
cancer we brace ourselves for 
re-entering the healthcare system 
l am driven to empower our 
patients and their caregivers to 
have a voice as it is essential for 
their long-term engagement in 
self-care. Every person accessing 
the healthcare system today has a 
unique journey and we must strive 
to accommodate any challenging 
physical, psychological and 
professional adjustments.  It was 
my sister who encouraged me to 
commit to this study tour and re-
engage in my professional career 
and strive to make a difference.  
This lead to also investigating 
how we involve patients and their 
families in health care decision 
making that is flexible to their 
individual needs and priorities 
regardless of where they enter the 
healthcare system.  

l was able to examine how the 
role of NP and HF nurse specialist 
is acknowledged and supported 
with many senior cardiologists 
particularly in The Netherlands and 
Sweden, demonstrating expert 
clinical supervision and strongly 
promote this position as essential 
in coordinating quality healthcare 
across all healthcare settings 
enabling the HF services and 
clinics to gain full economic value 
of their contributions.   

This study tour allowed me 
valuable firsthand experience of 
how compliance with European 
Society of Cardiology (ESC) 
clinical practice guidelines 
resulted in improved outcomes 
for people living with HF by 
following pathways that included 
“smooth and efficient transition 
to community care, follow up 
that embraces consultation 
with specialist HF cardiologists 
and nurse specialists, long term 
monitoring, patient therapeutic 
education, cardiac rehabilitation, 
optimisation of medical treatment 
and psychosocial support“ (Heart 
Failure Network Policy 2018).

The tour consisted of four country 
visits across the United Kingdom, 
Ireland, The Netherlands and 
Sweden consisting of various 
meetings and opportunities 
examining integrated HF services 
and nurse led clinics within 
tertiary and primary care centres. 
I was very fortunate to investigate 
how these models of care have 
been successful in redesigning 
evidence-based healthcare 
systems across Europe and how 
each model is appropriate to 
each healthcare setting. This 
provided me with the opportunity 
to understand the barriers and 
enablers of these models and 
how they can be adapted for 
implementation into my work 
setting.   

I was thrilled to meet with 
Professor Anna Stromberg, 
Professor of Nursing at Linköping 
University, Sweden who was 
extremely generous with her time 
in sharing her vast knowledge, 
extensive research and clinical 
guidance in the area of nurse-led 
HF clinics throughout Europe.  Prof 
Stromberg has been a leading 
force in Europe and instrumental 
in demonstrating how nurse 
led clinics across all healthcare 
sectors have decreased hospital 
admissions, days spent in hospital, 
reduced hospital costs, improved 
compliance and quality of life 
(Stromberg 2003).

The success of incorporating a 
smooth transition from hospital to 
primary and secondary care that 
is appropriate to each individual 
setting is challenging. However 
as l have learnt throughout this 
study tour it is essential to address 
the needs of people with HF 
by redesigning current care 
pathways and implementing 
clear policy initiatives and 
forward-thinking strategies 
to reduce the physical and 
emotional burden HF poses.

Kathryn O’Toole received a Fellowship and visited 
HF-Clinics in Sweden and The Netherlands in 2018. 
Kathryn O’Toole - South Australian Premiers’ Office and Nursing and Midwifery Office of South Australia for 2018/19
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Prof Ken McDoanld and 
Bronagh Travers 

Prof. McDonald was instrumental 
in developing the St Vincent’s 
Chronic Cardiovascular Disease 
Management Unit integrating 
the Heart Failure Unit (HFU). Prof 
McDonald has been influential 
in the expansion of the HFU into 
the proficient evidence based 
clinical service providing expert 
care for over 5,000 patients 
with a variety of cardiovascular 
diseases.  Prof McDonald was 
very generous with his time with 
me to discuss the screening 
process for this service, which 
has a strong focus on prevention 
of CVD and HF. Those patients 
40 years and over, who have 
been identified as having one 
cardiovascular risk factor such as 
high blood pressure or diabetes 
by their GP or identified while 
an inpatient are referred to the 
STOP HF for further investigation 
for early detection of HF and 
other cardiovascular diseases. I 
was able to see first-hand in the 
STOP HF clinic of how this model 
which is now a routine clinical 
service, has resulted in improving 
the pathway of identifying those 
at risk of HF and for those living 
with HF.  

During this visit to the Heart 
Failure Unit (HFU) l met with 
Bronagh Travers Clinical Nurse 
Specialist (CNS) who hosted my 
time in the unit and was gracious 
in spending a great amount of 
time answering my questions 
and allowing me to shadow her 
team during a very busy clinic. 

Dr Josiane Boyne

I was very excited to visit Dr 
Josiane Boyne the Heart Failure 
Nurse Specialist at The Maastricht 
University Medical Centre in 
The Netherlands and l was not 
disappointed. Josiane is heavily 
involved with several national and 
international research projects 
that follow the ESC guidelines to 
emphasize the importance of a 
seamless system of care across 
primary and secondary care. 
I was particularly impressed 
with their philosophy of health 
recovery, health preservation and 
health promotion. Most often in 
current healthcare organisations 
there are grand statements to this 
effect however l found this centre 
truly delivers the most outstanding 
healthcare that is truly efficient, 
and person centred. I was able 
to observe the hospital’s policy 
of how they “do not only want to 
cure people when they are ill, but 
rather keep them healthy for as 
long as possible and prevent the 
need for care” and this highlighted 
to me what can be achieved 
when the vision for integrative 
healthcare based or truly patient 
centred care is matching and 
directed by the healthcare 
organisation.

Maastricht University Medical 
Centre has been able to 
incorporate the true essence of 
person centred that is responsive 
to the needs and preferences of 
patients and families so it’s not 
surprising for me to be impressed 
with the success of care 
coordination across care settings 
and communication involvement 
of family and carers and access 

to care regarded as essential 
in preventive care. Person 
centred care within Maastricht 
University Medical Centre is a 
vital component of expert HF 
care with associated benefits 
that reduce mortality, reduce 
emergency department return 
visits, enhanced medication 
adherence, and improved 
clinical care. 

I met with Carys Barton for the 
day who is one of the founding 
members of the dedicated 
multi-disciplinary team that 
has been established for each 
of the five Local Care Network 
(LCN) areas of Lambeth and 
Southwark. This innovative model 
of care consists of a consultant 
cardiologist and specialist HF 
nurse for each LCN, and includes 
pharmacists, a physiologist, a 
psychologist and psychiatrist.  
I learnt how they have been 
instrumental in integrating 
not only hospital care across 
Guy’s and St Thomas’ hospitals, 
King’s College Hospital but also 
in the community and more 
importantly strengthening links 
with GPs and primary care. Carys 
explained, Guy’s and St Thomas’s 
and Kings College Hospitals 
NHS Foundation Trusts received 
funding for 2 years from Guys and 
St Thomas’s Charity to develop 
an Integrated Multidisciplinary 
Heart Failure Service across 
the two hospital trusts and the 
communities of Southwark and 
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Lambeth to improve outcomes 
for patients. The key to success of 
this pathway was found be the 
lead role of HF specialist nurse 
who is influential in following the 
entire patient journey, co-ordinate 
care across all care settings, 
liaising with multidisciplinary care 
team and has the most patient 
contact. The more l learnt about 
this collaborative project, the 
more l can visualise how this 
would be the most useful and 
realistic project that would prove 
extremely beneficial for the future 
direction within our healthcare 
system and in particular my work 
setting.  

Prof Anna Strömberg and Prof 
Tiny Jaarsma

My reason for visiting Prof Anna 
Strömberg resulted from being 
a long time admirer of her 
immense work in numerous 
studies demonstrating the benefits 
of HF nurse specialist clinics and 
HF management programs for 
patients discharged from hospital 
resulting in improves outcomes 
and reduces mortality.  Her 
studies have shown this type of 
follow up care is associated with 
reductions in rehospitalisation, 
days in hospital, healthcare costs, 
event free episodes, improved 
compliance, self-care behaviours 
and quality of life compared 
to usual care (Stromberg et al 
2003). Prof Stromberg explained, 

Sweden established the first 
nurse led HF clinic in Linköping 
in 1990 and during the past 
decade have been the world 
leaders in Europe in providing 
expert evidence based care 
in HF care focusing on patient 
education and nurse led HF 
clinics resulting in improved care 
and reduction in healthcare 
costs. She explains “it is not clear 
which components are the most 
effective” however, non-random 
and random-control trials 
completed during her thesis study 
showed nurse led HF clinic with an 
emphasis on patient education 
and intensified follow up post 
hospital discharge have been 
responsible for 85% reduction 
of admissions, 41% reduction 
in healthcare costs, improved 
quality of life, functional capacity, 
symptoms, exercise tolerance 
and compliance (Strömberg et 
al 2003).  I had the opportunity 
to view Prof Stromberg’s HF clinic, 
very impressed with the quality of 
expertise in both the clinical and 
patient centred care and was 
impressed with the professional 
collaboration between 
the cardiologist and nurse 
particularly including the patient 
and caregiver in all components 
of the consultation.  

I have to say l was a little “star 
struck” in meeting Prof Stromberg 
who was so generous with 
her time and sharing of her 
knowledge. She has encouraged 
me to challenge myself to 
develop new models of care 
based on my learning’s of this 
study tour that will improve the 
care patients with HF and the 
healthcare system.   

Professor Tiny Jaarsma RN 
NFESC FAHA FAAN 

Professor in Caring Sciences at 
the Faculty of Health Sciences 
of the University of Linköping, 
Sweden.

Another highlight of my study tour 

was meeting with Prof Jaarsma 
to discuss her research focuses 
on the consequences of HF 
for patients and their families 
and interventions to enhance 
their self-care and learn more 
about how this philosophy can 
be implemented into our HF 
services.  Prof Jaarsma described 
her involvement in the policy 
initiatives across Europe aimed at 
improving care for patients with 
acute heart failure before, during 
and post hospitalization and 
she stresses what has previously 
been discussed. This seems to 
be a constant thread across 
Europe that a smooth transition 
to follow-up care is essential and 
champions such as Prof Jaarsma 
are achieving positive outcomes 
in standardising HF pathways.   

Maria Liljeroos Registered nurse, 
PhD

I was very privileged to meet 
and spend a day with Maria and 
to learn more about how she 
was able to introduce nurse led 
clinics into primary care settings 
in Sweden. She commenced 
with explaining how she has the 
privilege of working between the 
best of two worlds where she can 
contribute to both clinical work 
and research to improve care 
for patients and families living 
with heart failure. Her extensive 
research identified HF clinics are 
common within most Swedish 
hospitals but less common in 
primary care settings. In 2010, 
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Maria was involved with a HF 
process of change within a local 
council area of Sweden to ensure 
evidence based care for HF 
patients continued across the 
chain of care. Maria’s experience 
of introducing nurse led HF clinics 
in primary care settings formed 
the basis for her PhD thesis with 
study endpoints where she 
described the implementation of 
nurse led clinics in primary care, 
explore the patients experience 
and to evaluate the effects on in 
hospital health care consumption. 
Her research has shown since 
2012, there has been a significant 
decrease in the number of 
hospital admissions per year (970 
vs 763) p=0,001 and length of 
stay decreased by 15%, p=0,001 
which is important decrease for 
HF patients compared to patients 
with other medical diagnoses 
(Liljeroos et al 2014).  

There are so many lessons 
to learn from the extensive 
work in person centred care 
from Sweden, which deserves 
mentioning within this report for its 
work on quality improvement and 
developing integrated healthcare 
services. For example, The 
Healthcare Service in the Region 
Jönköping County is a regional 
health authority that cares for 
approximately 340,000 people in 
southern Sweden and comprises 
of three hospitals, each with an 
emergency room.  Unfortunately, 
l did not have the opportunity 
to visit but they have been kind 
enough to communicate with 
me and l must highlight what 
they have achieved. In 1997, 
Jönköping Healthcare Service 
recognised from their ground-
breaking quality improvement 
project that there was a need 
to create a culture dedicated 
to person-centeredness.   This 
improvement needed to be 
personal, vigorous and more 
importantly required valuable 
commitment from executive and 
senior governance.  Jönköping 

Healthcare Service has shown 
what can be accomplished by 
having the foresight to focus on 
improvement, person-centred 
care and customer focus, 
supported by senior leadership 
and management teams

The study tour did highlight the 
urgent need to encourage policy 
makers to focus their attention 
on providing adequate funding 
and providing equity of care to 
meet the needs for people with 
HF. Also, it’s imperative to provide 
the same urgency for access 
to quality of care and optimise 
care transitions to primary and 
secondary care based on 
experiences from our European 
counterparts that will result in 
improved adherence to clinical 
guidelines.  

The study tour investigations 
reinforced the benefits of 
implementing an ambulatory 
HF unit within our care setting 
or alternatively in the adjacent 
hospital where our cardiologists 
have visiting and admission 
rights. l strongly believe this 
innovative system of care will 
result in significant patient and 
organisational outcomes as 
displayed by HF day clinics in 
Sweden and rapid assess HF 
clinics in Ireland.  
My investigations found this care 
essential link between primary 
and secondary care resulted in 
rapid assess for patients at risk of 
emergency admission within a 
same day clinic that operated 
during business hours. This will 
provide and excellent and cost-
effective systems of care that 
adheres to recommendations 
for hospital avoidance strategies 
which l will strongly advocate for 
while stimulating research into 
new therapies for improving HF 
care and promoting acute heart 
failure prevention.  

This extraordinary opportunity 
has afforded me many wonderful 
gifts both professionally and 

personally. I was very touched by 
the generosity of my hosts for their 
time and sharing of their expertise 
and nursing staff who went out 
of their way to make me feel 
welcome and included.   

Nursing can be a challenging 
profession and having inspiring 
role models and leaders such 
as Anna Stromberg and Tiny 
Jaarsma in Sweden. Their 
encouragement and valuable 
support both leading up to and 
during the study tour has been a 
highlight.  

As nurses we are not comfortable 
in celebrating our achievements 
however, l have been inspired to 
acknowledge and be proud of 
what l have accomplished within 
my career thus far and to keep 
striving for more.   

I have developed a clear vision 
of the influences and inspirations 
from my hosts that will drive 
me to accomplish goals and 
strategies for the future that will 
endeavour to coordinate HF care 
that is adaptive to the needs 
and expectations of our patients 
rather than our organisations.  

“As a nurse we have the 
opportunity to heal the heart, 
mind, soul and body of our 
patients, their families and 
ourselves”
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STATE PRESIDENTS’ REPORTING
SOUTH AUSTRALIA
President: Jenny Finan

Vice President: Jeroen Hendriks

State Representative: Natalie Simpson

Secretary: Annette Ferguson

Treasurer: Renee Henthorn

Rural Representative: Nicole Dawes

Heart Foundation SA – Sabine Drilling

CATCH Representative: Claudine Clark

Ordinary Members: Louise de Prinse, 
Sanchia Shute, Celine Gallagher, 
Michelle Iadanza, Susan Sierp, Rhonda 
Naffin, Kathryn O’Toole, Sabine Drilling

CHANGE IN COMPOSITION EXECUTIVE 
ACRA SA/NT AND VACANCIES

In April the two-year Presidency term will 
come to an end and current SA/NT President Jenny 
Finan will officially step down. Jeroen Hendriks will 

take over from her. Next year the 
two-year term for Annette Ferguson 
who runs the secretariat will also 
come to an end. Therefore, we are 
currently calling for EOI for these 
roles. If you are interested in an 
active role within the ACRA SA/NT 
Executive, please contact us.

SA/NT Membership 

Current members: 68 members

Member Profiles

Celine Gallagher about to obtain the title of Doctor in 
Philosophy 

Celine is a cardiovascular nurse 
with over 20 years of clinical 
experience. Her first cardiology-
based position was in the 
Coronary Care Unit (CCU) of the 
Royal Free Hospital in London, 
UK in 1998. She also worked in 
the CCU of the Royal Brompton 
Hospital in London and from here 

undertook a Master of Science degree in Cardiology 
which involved the establishment and evaluation of a 
nurse led angina clinic using a cognitive behavioural 
therapy approach (the Angina Plan). This clinic is still 
in practice today. She also managed the Implantable 
Cardioverter Defibrillator patient support group at the 
Royal Brompton Hospital. She then moved to St Mary’s 
Hospital where she held a position as a Cardiac 
Specialist Nurse which involved the management of 
a rapid access chest pain clinic, a nurse led PCI clinic 

and providing support to Emergency Department 
clinicians in the management of acute MI. 

Celine returned to Adelaide in 2005 and held positions 
in two CCU’s before taking on the role of Clinical 
Practice Consultant in Cardiac Rehabilitation at the 
Royal Adelaide Hospital in 2010. In 2013 Celine joined 
the team at the Centre for Heart Rhythm Disorders 
at the University of Adelaide and in 2015 she began 
her doctoral studies. She has an interest in novel 
models of care delivery which is reflected in her PhD 
by investigating potential pathways to improving 
patient outcomes and reducing health care burden 
in atrial fibrillation (AF). Her PhD has focussed on the 
full spectrum of AF care from prevention to enhanced 
patient and health care outcomes. Her projects have 
included a reassessment of the literature exploring the 
impact of alcohol consumption on incident AF risk, a 
review of twenty-year data comparing hospitalisation 
for AF in Australia to two other common cardiovascular 
conditions (heart failure and myocardial infarction), 
a study exploring reasons and predictors of hospital 
readmissions in AF, a review of the literature for the 
integrated care approach in AF and a randomised 
controlled feasibility study in collaboration with the 
University of Sydney, exploring the impact of nurse led 
management in AF. 

Celine has finalised her Doctoral Thesis and is looking 
forward to continuing postdoctoral studies with the 
multidisciplinary team at the Centre for Heart Rhythm 
Disorders. As part of this team her future research will 
explore ways in which outcomes can be improved in 
the AF population and how this can be incorporated in 
to the spectrum of cardiac rehabilitation and the ACRA.

SA/NT ACRA STATE

ACRA SA/NT covers South Australia and the Northern 
Territory. On an annual basis ACRA SA/NT organises 
three ordinary meetings to communicate with its 
members. A number of educational events are also 
organised which are free of charge for our members 
to attend. 

We are aware that all meetings and activities will 
be organised in SA, and that distance and travel 
cost may be a limiting factor for NT members to 
attend activities. This is the reason that we have been 
reaching out to our present and previous members in 
the NT, as well as to the cardiac rehabilitation services 
at Healthy Living NT to investigate how to improve 
their involvement in our state activities and how we 
can advance collaboration and interaction between 
our members in SA and NT. 

While we are collating responses, we would 
appreciate sharing experiences from other states on 
similar issues, as well as any ideas of members from 
other states on how we could achieve this.

President:  
Jenny Finan 

State 
representative: 

Natalie Simpson
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MEETING AND EDUCATION AGENDA 2019

25 MAY Educational day event and AGM

19 JUNE Ordinary meeting

25 SEPT Members Only Dinner

19 OCT Educational event 

27 NOV Ordinary meeting

SAVE THE DATE EDUCATION SEMINAR 25 MAY 2019

On Saturday 25 May 2019 we will be organising our 
full day education seminar entitled: ‘Cardiovascular 
conditions and their treatment: Multidisciplinary 
perspectives and psychological aspects of care’. An 
education seminar not to be missed!

CARDIOVASCULAR CONDITIONS AND THEIR 
TREATMENT: MULTIDISCIPLINARY PERSPECTIVES AND 
PSYCHOLOGICAL ASPECTS OF CARE

Date: Saturday 25th May 2019

Location: SAHMRI, North Terrace

0900 – 0930  
Registration and Coffee

0930 – 1015  
LVAD to support the failing heart  
Dr James Gunton – Flinders Medical Centre 

1015 – 1100   
Nursing aspects in the management of the LVAD 
patient,  Lee-Anne Horsfall – Flinders Medical Centre  

1100 – 1130  
Morning tea

1130 – 1215  
The true impact of living with LVAD – A patient 
perspective,  Mr and Ms Mcandie 

1215 – 1300        
Sleep apnoea screening and treatment as part of 
cardiac rehabilitation?  
Dr. Kadhim Kadhim – Centre for Heart Rhythm 
Disorders – University of Adelaide  

1300 – 1400  
Lunch and AGM

1400 – 1445  
Depression and Anxiety in patients with 
cardiovascular conditions.  
Phillip Tully – University of Adelaide

1445 – 1530   
Cognitive Behaviour Therapy – Principles & Practice   
Mr Dominic Gallagher – Director CBT Institute 

1530 – 1600  
Certificates of attendance, evaluation forms, 
goodbye drink

Heart Foundation Report for 
ACRA SA/NT Meeting 27th 
February 2019

Nurse Ambassador Program

2019 Program commencing Friday 
1st March with 30 participants, 
from: 

2 Ashford, 6 FMC, 1 FPH, 1 Naracoorte, 7 RAH, 2 St 
Andrews, 2 Primary Care metro Adelaide, 9 Primary 
Care country (Country SA PHN Scholarships- inclusive 
of 1 nurse and 1 Aboriginal Health Worker from 
Aboriginal Health Services)

The program has been rebranded in line with the 
Heart Foundations restructure to include other health 
professionals, commencing in 2019 with Aboriginal 
health workers from Country SA. The program will 
now be known as the Heart Foundation Health 
Professional Ambassador Program and next year we 
will more than likely be opening up to other health 
professionals, i.e. allied health.

Attendees will be undertaking a workplace activity 
as part of the program, aligning with the Heart 
Foundation strategic plan, which includes patient 
support, awareness of warning signs of heart attack 
and Absolute Risk Assessment.

Serial Killer Campaign 

The campaign officially launched on Sunday 17 
February with digital advertising and printed press, 
as well as the Heart Foundation website and social 
media channels. The campaign aims to raise 
awareness of Australia’s worst serial killer, Heart 
Disease. The calls to action from this campaign are: 
to encourage people to visit their GP for a heart 
health check, access the Heart Foundation website 
and Heart Foundation Helpline for more information 
and complete the heart age calculator

Launch of Heart Age Calculator with Serial Killer 
Campaign

Available on the Heart Foundation website. The 
calculator tells the user their heart age compared to 
their actual age. Intended for people aged 35 to 75 
years old. The tool is used as a prompt for consumers 
to discuss heart health with their doctor.  

Heart Health Checks

On Sunday the Federal Government, the Federal 
Opposition and the Greens committed to support the 
introduction of a specialised heart health check for 
all Australians at risk of heart disease

STATE PRESIDENTS’ REPORTING CONT.

 

 

CATCH Report – 26/09/2018 (Claudine Clark)  

Recent work includes: 

• CR Service Quality Model – Metro and Country LHN representatives and Heart Foundation 
representative are meeting to look at accreditation of CR services in SA. Currently in the process 
of establishing KPIs. Some work identified with Carolyn Astley’s project at the SA Translation 
Centre which ties in with what we are trying to achieve. Next meeting scheduled for 31 Oct 2018 
(workshop). 

• ACS Dashboard – Last CR Coalition meeting involved discussion and demonstration of the SA 
Health Quality Information & Performance Hub by Rosanna Tavella, in particular the ACS 
Dashboard and more specifically the CR stream of the dashboard. It looked at the use of the CATCH 
database as a source for data collection and how this data would meet the SA CR Quality Indicators 
(as per Carolyn Astley’s project). It highlighted the importance of data entry into the CATCH 
database to accurately reflect the activity of each CR service in the state. Done accurately, this 
could serve as evidence for additional resources for our services as the dashboard is designed as 
an organisation-wide reporting tool to provide transparency across all public LHNs. 

• I understand that it is difficult to attend meetings such as the Coalition Meetings due to all our 
conflicting times with CR programs and clinics, so I urge you to email any feedback to Rosy 
Tirimacco (chair) or myself for any upcoming meetings as your input is the most effective way for 
meaningful change to occur. Without our voice, there will remains a disconnect between the 
decision makers and what is relevant to us and what we do at the coalface. 
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• Cardiac Rehabilitation Service Quality Model 
– A workshop held 31 October 2018 with good 
attendance from public and private metro CR 
nurses, country CR nurses, Heart Foundation and 
the South Australian Health and Medical Research 
Institute (SAHMRI). The Recommended Framework 
for Cardiac Rehabilitation 2004 was discussed as 
the framing tool for evidence-based guidelines for 
best practice, and also incorporating Australian 
Cardiovascular Health and Rehabilitation 
Association (ACRA) Core Components of 
Cardiovascular Disease Secondary Prevention and 
Cardiac Rehabilitation 2014. 

• An abstract which was submitted to the 15th 
National Rural Health Conference for the CATCH GP 
Hybrid/Telephone Program has been accepted 
for oral presentation, titled “Delivery of outpatient 
cardiac rehabilitation using a GP Hybrid Program/
Telephone Program model”. The conference is to 
be held 24-27 March 2019 in Hobart and the oral 
presentation will be delivered by Claudine Clark.

• CATCH Telephone Program – the waiting period 
for enrolment is < 7 days. Commenced routine 
Obstructive Sleep Apnoea screening using 
the STOP-BANG questionnaire (not on CATCH 
database). Further developed Phase 2 Completion 
Summary to include clinical outcomes at pre-
commencement, post-completion, 6 month review 
and 12 month review – sent to patient, GP and 
Cardiologist. 

Rural Report

• Currently there are thirteen Country Health SA Local 
Health Networks (CHSA LHN) funded through the 
GP Plus Strategy to provide Cardiac Rehabilitation 
services.

• All sites are very busy with excellent local and 
metropolitan referral numbers via iCCnet CATCH.

News

• As part of the SA Health Covernance Reform – six 
new regional Local Health Networks (LHN’s) led by 
Governing Boards will replace the CHSA LHN from 1 
July 2019.  Country Health SA LHN will cease to exist 
as a legal entitly on the 30 June 2019.

• The Country Governance Reform Project Team 
is managing the transition of staff, functions and 
services.  The funding and transition of Cardiac 
Rehabilitation services has not yet been mentioned 
in documentation provided for staff consultation/
feedback.  

Training Opportunities
• The Flinders Program training has been offered to 

all Cardiac Rehabilitation Coordinators who have 
not yet undertaken this training (fully funded by the 
PHN County SA).

• The Melbourne5 day Cardiac Rehabilitation 
training program is being offered to all country 
coordinators that have not yet completed the 
program.

WA REPORT
I would like to acknowledge the 
traditional owners of the land from 
which we send this report. The Whajuck 
people of the Noongar nation and pay 
our respects to the wisdom of the elders 
past, present and emerging.

President – Helen McLean

Vice President – Hazel Mountford

ACRA-WA state representative – Lily 
Titmus

Secretary – Nikki Strahan

Treasurer – Julie Prout

Country representative – Anne-Marie 
Dunnet

Heart Foundation representatives -  
Julie Smith & Shelley McRae

General committee members 

Joanna Clark

Tracy Swanson

Craig Cheetham

Nicola Gordon

Gabby Plimer

Welcome to new members: 

We extend a warm welcome to new and returning 
members Trish Jones, Carolyn Adams, Jane Stott and 
Anna Collins who joined at our November workshop

Professional development events:

NOVEMBER WORKSHOP: Smashing Mindsets and 
changing habits

2018 November workshop saw interactive discussions 
of case studies where we learnt the science 
behind behaviour change and found ways to help 
our patients using active listening, motivational 
interviewing, goal setting and behaviour activation 
techniques – practical tools were provided. Feedback 
was excellent with evaluations reading “brilliant 
format,” great event! We had a diverse group of CRSP 
clinicians from those new to Cardiac rehabilitation to 
many with extensive experience.  

TELEHEALTH COLLABORATIVE EVENTS

We kicked of the first of our monthly telehealth 
collaborative events in February – which focussed on 
nutrition - this video will be available on  
www.subacutecare.org.au
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The sessions can be 
viewed live through 
WA telehealth and are 
especially aimed at rural 
and remote clinicians 
Post event all sessions can 
be viewed by all ACRA 
members by clicking on 
the links below: 

https://www.youtube.com/watch?v=fjP1ibPRpSg

https://www.youtube.com/watch?v=UdnmwSTZyPY&fe
ature=youtu.be 

https://www.youtube.com/watch?v=sEmGMpNjpk8&fe
ature=youtu.be

NEXT EVENT IN THE TELEHEALTH SERIES
AGM

Once again, a fantastic evening was had by all at our 
AGM – we thank our sponsors Emily Hall from Pfizer and 
Les Sharp from Menarini for there support over many 
years – we feel very spoilt to enjoy a beautiful dinner 
sitting on the Swan River. All formalities were conducted 
including the Presidents report, Treasurers Report, Heart 
Foundation report and the forming of the 2019 ACRA-
WA committee saw 2 new members join our state 
executive. Thank you to those who have given their 
time and wisdom over the years and welcome to those 
new committee members.

The educational content for the evening saw Dr Kaitlyn 
Lam, Consultant Cardiologist Fiona Stanley Hospital 
and Dr Andrew Maiorana, Head of Department 
Exercise Physiology collaboratively present a thought 
provoking session on Heart Failure and Atrial Fibrillation. 
Best practice guidelines are great but we must always 
give individualised holistic care. Great to see such 
passion especially from Kaitlyn.

In the west we are looking forward to coming to the 
Sydney Annual Scientific Meeting – we know Rob, Cate 
and Dawn will be delivering a highly educational and 
fun event. We look forward to our WA members testing 
their presentations at our upcoming SYMPOSIUM on 
the 24th of JULY.

With much gratitude

Helen Mclean ACRA-WA President

Please don’t hesitate to contact me for further 
information regarding these events, projects or 
mentorship. helen.mclean@health.wa.gov.au

NSW REPORT
Progress with ACRA 
NSW/ACT Cardiac 
Rehabilitation Minimum Data Set

• A formal Memorandum of 
Understanding will be signed shortly 
by the ACI and the Heart Foundation 
on behalf of the NSWCR Data Sub 
Working Group to develop a process 
for the collection of state-wide 
cardiac rehabilitation data and a 
reporting system for NSW cardiac 
rehabilitation services.

• Prof Robyn Gallagher (Sydney Uni) has 
completed preliminary data analysis 
of the repeat cardiac rehab audit 
(March – May 2017). The results will be 
sent back to participating sites shortly.

• A webinar by NSW Agency for 
Innovation on the results of the Minimum Data 
Set for Cardiac Rehabilitation is set for the 20the 
February 2019 between 2.30pm and 3.30pm.
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• A paper on the development of the cardiac 
rehab minimum dataset and 2016 pilot test 
entitled, Development of quality indicators for 
cardiac rehabilitation in Australia: A modified 
Delphi method and pilot test, was published in 
August in Heart, Lung and Circulation https://doi.
org./10.1016/j.hlc.2018.08.004. 

• Robert Zecchin (ACRA NSW/ACT President) is 
representing NSW/ACT at the Improving Cardiac 
Rehabilitation Measurement in Australia Think Tank.  
Discussions are still ongoing in the development 
of the national CR quality indicators and 
accompanying data dictionary. 

ACRA NSW/ACT Annual Scientific Meeting/
Professional Development

The ACRA NSW/ACT Professional Development 
Committee have scheduled the following education 
evening for ACRA members. Professor Stuart Thomas 
is at the forefront of AFib ablation in Australia with the 
introduction of the single ring isolation of pulmonary 
veins and with his earlier surgical technique (Star 
Procedure) in the mid-1990s showing to be more 
effective ablation technique than the modified Cox-
Maze procedure.

Also the ACRA ASM 2019 Organising and Scientific 
Committees have just announced a call for abstracts 
for ACRA ASM 5th – 7th August 2019 Sydney (see 
below). We would like to showcase all the research in 
cardiac rehabilitation nationally and internationally.

NSW/ACT Membership

Stable at 121 financial members as of December 2018.

TACR REPORT
Our AGM will be held on March 22nd 
coinciding with a ‘round table’ discussion 
of members regarding cardiac 
rehabilitation in the state.

John Aitkin is stepping down after several 
years as our representative on the EMC. 
Due to work and family commitments, he 
is no longer able to fulfil the position. We 
thank him for his dedication and support 
during his tenure. The new representative 
will be elected at the AGM.

We are being faced with many different 
models and options for the provision of 
cardiac rehabilitation and improving 
access for our patients. No doubt there 
will be robust discussion amongst our 
members as to what we can incorporate 
within our existing human resources in 
times of economic constraints.  

The RHH is trialling a simple KPI data collection format 
based on that developed in NSW.  We anticipate that 

this will become statewide given that our patients are 
frequently referred to other hospitals within the state 
for procedures before returning to their local program. 
Tracking outcomes for these patients within our 
respective local services can ultimately provide us with 
evidence related to gaps within so that we can lobby 
for extra resources to enhance our services.

The Heart Foundation is running a health Ambassador 
program in 2019 with 3 compulsory and an optional 
fourth workshop throughout the year.  Sixteen health 
professionals from around the state have registered 
with the first workshop held on February 22nd. A report 
on this will be in the next newsletter.

Sue Sanderson

Tas-ACRA president.

VICTORIA REPORT
The ACRA Vic Committee have 
been working hard behind the 
scenes over the Summer holidays 
– preparing for both our Clinical 
Practice Day held on March 4th 
and also our newest project – that 
of organising the 2020 ASM! 

While Carmel 
and Susie 
were working 
hard looking 
at 2020 ASM 
venues (they 
have currently 
looked at six 
venues and 
phoned and 
emailed many 
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more!) they did reward themselves with the odd glass 
of champagne along the way! Here we are at The 
Sofitel. 

ACRA ASM 2020 

While we lock down a venue for the 2020 ASM we 
are also beginning to get our organising committees 
assembled. Being part of a conference organising 
committee is a great experience and another skill to 
put on your CV! We will soon be calling for volunteers 
to join us on the following committees:

- Organising Committee: a working committee who 
oversee the running of the conference

- Scientific Committee: organising the program 
content, including submitted abstracts and invited 
speakers

- Sponsorship Committee: Seeking out sponsors and 
securing some funds so we can put on a great 
event 

- Social Committee: Organising all the social 
functions to do with the conference (welcome 
drinks, pre-conference walks, conference dinner)

You don’t have to be from Victoria to join one of these 
committees. The majority of meetings will be held via 
teleconference and correspondence will be via email.

If you would like to know more or are interested in 
helping us organise 2020, feel free to drop us an email 
at acravictoria@acra.net.au 

ACRA Vic Membership

We currently have 146 members and welcomed many 
new members recently; Kate Demir, Halena Kopania, 
Tania Hobbs, Wendy Hempill, Josie Ley, Dianne 
McPherson and Ward 5A at Bendigo Health! 

We have recently done a big push to encourage new 
members to join – with many of our new committee 
members being able to spread the ACRA word 
amongst their colleagues. We look forward to meeting 
many of new members on the 4th of March and to 
continue to build our Victorian ACRA Community. 

ACRA Vic Clinical Practice Day

We have been in countdown mode until our next 
ACRA Vic event – our Clinical Practice Day in March. 
This event titled  “Matters of the Heart and Mind” held 
on the 4th of March and featured a workshop with 
Chelsea Baird on chronic disease, cognition and self-
management. This was a new interactive workshop, so 
we look forward to feedback.

We are pleased to continue to offer our education 
events via videoconference and had 18 delegates 
registered to attend via the wonders of the 
internet! As we are continually trying to improve 
our videoconferencing platform and keep costs 
to our members low, this time we used the Zoom 
videoconferencing platform. In our testing at the 
venue a couple of weeks ago it passed with flying 
colours and we thank new committee member, 

current treasurer and IT guru Jonathan Rawstorn for 
manning the system on the day. 

We were fortunate to have some great sponsors for 
this day. Thanks goes to Zoll (Gold Sponsor), Cardihab 
(Bronze Sponsor), AstraZeneca (Bronze Sponsor), and 
Lite n Easy (snacks).

ACRA Vic Committee – profile of our two new 
members

At our October AGM we were lucky enough to 
(willingly!) co-opt two new members. They have both 
proven to be great assets so far. 

Michael Kolarik (RN, B.App Sci(ChinMed) Dip.
RM(Tui Na) Grad.Cert(DiabEd))

In 2007, the Clayton Community 
Rehabilitation Centre (CRC) inherited 
the Cardiac Rehabilitation Program 
(CRP Phase 2) from Monash Heart 
Acute Services. Through this, my 
gradual transition from cardio 
thoracic surgery-cardiology, 
subacute rehabilitation to 

community cardiac nursing was complete. 

As a Cardiac Nurse and adult educator (including 
diabetes) I enjoy being involved in the general 
rehabilitation aspects of my role. I am fortunate to be 
working within a brilliant multi-disciplinary team that 
aims to empower our clients to set realistic goals, to 
physically prosper and to self-manage their medical 
issues whenever possible.

I hope that my clinical experience and enthusiasm 
is useful to the ACRA Vic Committee in these times 
of innovation and change in the health system. 
Personally, I believe in the flexible delivery of our 
cardiac programs to our respective communities. Most 
importantly, I feel privileged to be able to listen, share 
stories and build rapport with client’s, encouraging 
them to share in our common humanity, sufferance, 
hope and joy. 

My name is Linda Macaulay. I 
live in Ballarat, a major regional 
city in Victoria, with my school-
aged daughter and partner.I 
have experience in medical & 
surgical nursing, critical care and 
outpatients’ clinics.

I completed my post-graduate Diploma of Critical 
care/Cardiac care in 2012. From there I completed 
my Masters of Nursing Practice, followed by a Masters 
of Nursing Practice- Nurse Practitioner. Last year I 
became endorsed as a Nurse Practitioner – Cardiac 
& Chronic Illness.

I am currently working as a Clinical Nurse 
Consultant in a large multi-disciplinary outpatient 
Cardiopulmonary Rehabilitation program, and 
have done so for the past eight years. I also work 
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as a Clinical Nurse Specialist on a Cardiovascular/
Medical ward which houses the Stroke Unit. I 
am about to commence in a new role as Nurse 
Practitioner of an outpatient Heart failure clinic, which 
will run in conjunction with a Respiratory Clinic.

I have enjoyed the fantastic networking, support 
and exchange of knowledge made possible as 
a member of the Victorian branch of ACRA. I am 
excited to join the committee so that I can facilitate 
the dissemination of current evidence-based practice 
and participate in and encourage research. I also 
aim to introduce people of all disciplines who work 
with patients who are recovering from chronic illness, 
to the benefits of membership with ACRA. 

I am passionate that all Victorians suffering from 
cardiovascular disease are given the opportunity to 
attend a quality rehabilitation program. Evidence 
shows that this is vital to reduce mortality and 
morbidity. It also helps them to gain the skills and 
confidence needed to enable them to understand 
and manage their own health condition. This means 
that they can lead a happy and meaningful life, and 
resume or retain their valuable role in the community.

I look forward to speaking at our Victorian Clinical 
Practice Day on March 4, and also to catching up 
with colleagues from other programs and meeting 
new ACRA members. Hopefully the train from Ballarat 
to Melbourne will not be late, so that I can greet 
attendees on arrival on this day!

QUEENSLAND REPORT 
Upcoming Professional 
Development: Evidence-based 
Practice Webinar

With the national conference behind 
us, ACRA-Qld has been busy planning 
a year of professional development 
activities. 

We are proud to announce that our first 
professional development opportunity 
for 2019 will be a one-hour online 
webinar at 1:30pm on Thursday the 28th 
March.

In this first part of a two-part series, 
we will guide you through the initial 
steps of bringing a more evidence-
based approach to your practice. The 
interactive webinar will include the 
chance ask questions of the presenter 
as well as work through some posed activities. Topics 
include:

• Learning about Evidence-Based Practice and why it 
is important

• Learning how to turn clinical/patient problems into 
answerable questions

• Learning how to navigate the maze of research to 
find a study to answer your question

While this session will be held free for Queensland 
members, we are offering ACRA members from other 
states the chance to join for the discounted price 
of $10. For more information or to book please visit: 
https://qcrablog.wordpress.com/2019/02/18/free-
professional-development-webinar-to-be-hosted-by-
acra-qld/

Part 2 of the Webinar series will be held in early May to 
coincide with Heart Week.

Save the date for the ACRA-Qld Annual Symposium!

ACRA-Qld will once again hold our annual symposium 
in 2019. This is scheduled for Friday the 25th of October 
at the Russell Strong Auditorium, Princess Alexandria 
Hospital, Brisbane. 

The theme for this year’s event is “Not the Everyday 
Bread and Butter” focussing on some of the less 
common conditions being seen in cardiac 
rehabilitation such as SCAD, pulmonary hypertension 
and post-transplant patients. The day will feature a 
mixture of invited speakers, clinical and research 
topics, and plenty of networking opportunities. As in 
previous years, we will be offering the symposium via 
video-conference link (limited places) for those from 
outside the Brisbane area or interstate who cannot 
attend in person. 

Please feel free to get in touch with us at  
qcra@acra.net.au if you would like further details 
about this event, or to suggest activities or topics you 
would like included in the symposium and future 
professional development events.

Welcome new members!
We start 2019 with 74 members across the state, 
representing a wide variety of health professionals and 
regions. In particular, the ACRA-Qld committee would 
like to welcome Jeremy dela Vega, Amanda McGuire, 
Julia Tripper and Rebecca Pich who all joined us in the 
last few months.

Don’t forget to let your colleagues know about the 
benefits of becoming an ACRA-Qld member in 2019.

Are you interested in joining a Cardiac 
Rehabilitation professional development/peer 
support group?

ACRA-Qld is seeking expressions of interest from 
cardiac rehabilitation professionals who might be 
interested in joining a professional development/
peer support group that meets via teleconference 
quarterly. It is proposed that meetings would last 
for one-hour with time for case studies, a specific 
presentation and general discussion. The idea of the 
group would be to:

• provide an opportunity for networking

• support early career or isolated practitioners
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• discuss the latest evidence and influence on 
clinical practice

• discuss professional issues affecting the delivery of 
CR in Queensland (and other states)

• seek opinion from colleagues about professional, 
service or clinical questions

If you would consider taking part in one of these 
meetings, please let us know by emailing qcra@acra.
net.au. A commitment isn’t required at this stage but if 
we have enough interest from members we will look 
at putting something together later in the year. Please 
note: this is not intended to act as a one-on-one 
mentoring program for those benefits you can join 
ACRA’s national mentoring program.

First report on the Cardiac Rehabilitation Module of 
the Queensland Cardiac Outcomes Registry

The Statewide Cardiac Clinical Network published 
the results of the Cardiac Rehabilitation module of 
the Queensland Cardiac Outcomes Registry (QCOR) 
for the first time in November 2018. QCOR was able to 
concentrate on and generate a CR-specific web-
based module that supported clinical practice. A 
new registry tool was built to not only capture clinical 
indicators and key data points for reporting purposes, 
but also supported the practice of CR service delivery 
at the point of care. 

The report provides the first annual audit of clinical 
indicators and CR service throughput for the latter 
part of 2017. The focus is on the referral to, and 
uptake of outpatient CR, as well as identified clinical 
indicators extracted from the pre- assessment phase.

The full report can be accessed at:

https://clinicalexcellence.qld.gov.au/priority-areas/
clinician-engagement/statewide-clinical-networks/
cardiac
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