
INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.
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PATIENTS’ PERCEPTIONS AND BELIEFS     
CONTRIBUTING TO NON-INTENTION TO 

ATTEND CARDIAC REHABILITATION          
PROGRAM: A LOCAL PERSPECTIVE

ABSTRACT

OBJECTIVE
This study aimed to explore the perceptions and beliefs of patients 
contributing to non-intention to attend Cardiac Rehabilitation (CR).
METHODS
A cross-sectional study in which a total number of 148 voluntary 
patients were enrolled to local CR programs for the research. Purpo-
sive sampling method was used and the data was collected in 6 
months. A structured questionnaire was used to collect data regard-
ing socio-demographic characteristics and patients’ beliefs and 
perceptions related to non-intention to attend CR.
RESULTS
64.8% of the 148 patients had intended to attend CR and mean age 
(± SD) of patients was 54.8 (± 12.3) years with 64.9% males. For cate-
gorical variables, Spearman Correlation test was used in which 
patients’ intention to attend CR was significantly associated with 
ethnicity (P < 0.01), patient diagnosis and procedure (P < 0.001) and 
residential area (P < 0.001). Conversely, no association has been 
found between gender, age, educational status, and the use of 
tobacco with the patients’ intentions for CR. Misconceptions about 
CR were identified as the key barriers for non-intention to attend CR. 
These findings reflected patients’ lack of knowledge about CR 
course content (55.8%), misperceptions that exercise should be 
avoided to prevent fatigue in cardiac patients (71.2%), walking on 
treadmill would be more difficult than walking on floor (67.3%) and 
uncertainty about the suitability and necessity of exercise for their 
personal mode of heart disease (40.4%). Moreover, other barriers 
reported were transport difficulties (73.1%), unavailability of atten-
dants to accompany (25%), and work responsibilities (17.3%).
CONCLUSIONS
Lack of knowledge about CR benefits and misperceptions about 
personal suitability are reported to as key barriers. Comprehensive 
information delivery about the benefits of CR, motivation and 
endorsement by the physician to attend CR programs and accessi-
bility of CR sites nearby residence could be used to address barriers 
in attending CR.

KEYWORDS
beliefs, cardiac rehabilitation, coronary heart disease, perceptions, 
intentions, non-attendance
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INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-

12

DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.

INTRODUCTION

The epidemic of cardiovascular disease (CVD) is a 
global phenomenon1. As the 21stcentury proceeds, 
it is clear that CVD has become a pervasive and 
entrenched cause of morbidity and a leading 
contributor to mortality making it the number one 
cause of deaths globally1. It is estimated that CVDs 
account for about 17.5 million deaths in 2012 (i.e. 
31% of all global deaths). Furthermore, it is not 
surprising that CVD related mortality is higher than 
all forms of cancers combined2. Among these 
deaths, 7.4 million attributed to coronary heart 
disease (CHD) and 6.7 million attributed to stroke. 
The American Heart Association (AHA) projects this 
number to grow to greater than 23.6 million by 
20303. 

Moreover, among developed and developing 
nations, CVD related mortality rates and patterns 
are different. In developed countries, CVD related 
mortality accounts for about 38%4. CVD as a 
number one killer results in over 4 million deaths in 
Europe and over 1.9 million deaths in European 
Union (EU) every year5. In United States (US), the 
total number of yearly mortality is about 610,000 
people i.e. 1 in every 4 deaths6. 

However, the rate of CVD deaths in low and 
middle-income countries is 28%, which accounts for 
three fourth of the global death toll4. For the last 
decade, the presentation of classical CVD risk 
factors in the developing world (including, India 
and China) is increasing. Substantially, there is also a 
constant increase in the coronary and cerebrovas-
cular events in these countries. It is projected that in 
2020 CVD will become the major cause of morbidity 
and mortality in the developing nations as well7.

As a result of epidemiological transition, during the 
last decade the burden of non-communicable 
diseases (NCDs) such as cardiovascular diseases, 
including stroke and heart diseases, cancers, 
diabetes, mental disorders and chronic obstructive 
pulmonary diseases (COPD) have been increased 
in Pakistan. It is a grave fact that each day 2000 
Pakistanis lose their lives from this preventable men-
ace8.

According to the United Nations (UN) report these 
so-called “lifestyle diseases” could cost Pakistan 
nearly US $ 300 million in 2025. The epidemic of NCDs 
have taken per capita health expenditure to 36.11 
US $ in 2014, which is nearly unbearable for the 
12.5% of total population that are living below the 
national poverty line according to the World Bank3. 
Globally, the total healthcare cost related to CVDs 
is greater than $320.1 billion9.

Modifiable risk factors for CVDs, that can be treated 
or changed, include hypertension, diabetes, hyper-
cholesteremia, overweight or obesity, sedentary 

lifestyle, nutrients deficiency, energy dense diet, 
tobacco use and alcohol intake10. Corrective mea-
sures to these factors can improve efficacy of 
preventing CVD related morbidity and mortality 
over three quarters of the present statistics11.

Hospital Cardiac Rehabilitation (HCR) is a multidisci-
plinary program that can help improve life quality 
after CVD events as well as it can also help to 
prevent recurrence of such episodes. The program 
consists of physical activity counseling and training, 
education on managing risk factors and reducing 
stress. Recent guidelines of American Heart Associa-
tion (AHA) and the American College of Cardiology 
Foundation (ACCF) related to the management 
and prevalence of CHD provides a Class I–level 
recommendation for referral to CR programs12. 

The promising benefits of cardiac rehabilitation 
include reductions in morbidity and mortality, 
increased exercise tolerance and improved quality 
of life and psychological wellbeing. These health 
benefits have been evident in several RCTs and 
meta-analyses11-14. A meta-analysis, conducted in 
Canada, showed that CR resulted in 17% reductions 
in myocardial infarction (MI) events at 12 months 
and 47% reductions in mortality rates at 24 months15.

There is a suboptimal utilization of CR programs, 
despite of its robust evidence of therapeutic effica-
cy and improvements in psychosocial wellbeing14. 
Many studies proved decline in CR attendance 
among cardiac patients. In a study, only 34.7% of 
respondents who had experienced a heart attack 
attended outpatient cardiac rehabilitation16. In 
Canada, among 5886 subjects who underwent 
coronary angiography and referred to CR program 
only 2900 subjects (i.e. 49.3%) completed the full 
duration of the CR program17. In European coun-
tries, the ratio of participation in formal rehabilita-
tion program is as less as one third of total referred 
patients18. 

There is very limited availability of structured outpa-
tient CR programs in middle income countries. And 
the attendance rate in these limited accessible CR 
programs is dismally low. A cross sectional study, 
conducted in a tertiary care hospital in Karachi, 
Pakistan showed that only 36.2% of 416 referred 
cardiac patients attended CR18. However, patient 
characteristics and contributing barriers to attend 
CR still need to be elucidated. 

The barriers of underutilization of CR programs in 
middle income countries are reported to be unvary-
ing with those in the high-income countries19. A 
systematic review of factors associated with poor 
utilization of CR programs reported barriers at three 
inter-connected levels i.e. patient level, provider 
level, and system level barriers20. The predominantly 
proclaimed patient-related CR barriers document-
ed in present literature included older age, low 

socioeconomic status (SES), role obligations and 
subsequent time conflicts i.e. job timings inflexibility, 
fear of loss of salary, self-employment, lack of health 
insurance, patient disinterest, co morbidities, low 
education attainment, female sex, patients' beliefs 
about their illness, low self-efficacy and limited 
family and social support20-24. Physician should 
ensure the all potential candidates are referred to 
CR, before they get discharge from the hospital21.

At the health-system level, there are also many 
barriers to CR provision including limited availability 
of CR programs, lack of health insurance coverage 
,poor patient-provider relationship, lack of 
programs availability at peripheral areas and 
low-income communities, long travel distance, 
limited or inflexible hours of operation, and 
gender-dominated programs24-25.

The decreasing attendance rate can prove the 
existence of factors that influence participation of 
patients in cardiac rehabilitation programs. Factors 
that are identified include poor referral or lack of 
physician reinforcement, limited follow up, lack of 
health insurance, job responsibilities, dependency 
on attendants, home or work priorities, poor acces-
sibility and limited availability of structured outpa-
tient programs, long distant centers, conveyance 
problems and unavailability of secure parking 
areas, lack of knowledge about CR benefits, lack of 
perceived need for rehabilitation, limited culturally 
diverse setups and gender-dominated programs. 
Therefore, surgical procedure is also a decisive 
factor in CR enrollment. Another study revealed 
that patients who undergone elective CABG 
surgery and who had easy access to the CR center 
had better attendance rates than their counter-
parts23. Studies also concluded that non attendant 
participants have a limited understanding of CR 
and its role in reducing their risks for future cardiac 
events23,24. Moreover, patients who underwent 
major cardiac surgery i.e. coronary artery bypass 
graft (CABG) had a better participation rate at CR 
compared to those with other cardiac diagnosis or 
less invasive procedures25. 

In most countries, physician referral is the prerequi-
site step for CR participation. Studies have shown 
that lack of physician referral to CR is the key barrier 
to optimal utilization of CR programs in developed 
nations23,25. Another barrier contributing to poor 
participation at CR is low SES.

Cardiac patients at 11 hospitals across Ontario were 
studied and it was found that patients with low SES 
had lower rates of CR referral and enrollment when 
compared to patients with high SES.

In order to gain the maximum potential for preven-
tion strategies, based on healthier lifestyle, 
increased physical activity, and appropriate man-
agement of classical cardiovascular risk factors, it is 

important to address the remaining gaps in the 
evidence. Moreover, the European Guidelines on 
Cardiovascular Disease Prevention in Clinical Prac-
tice – 2012 mentioned that the reasons for change 
in the behaviors of both populations and the 
people are incompletely understood and is still 
required to be explored. Hence, there is a greater 
need to clearly apprehend the reasons for poor 
uptake of CR in the local scenario. This would even-
tually help to gain deeper insights for formulating 
better policies and designing appropriate strategies 
to achieve long-lasting sustainable impacts in com-
bating the ‘Greatest Mankind Epidemic.’

Moreover, to best of our knowledge, no significant 
studies have been conducted in our country which 
explored the barriers contributing to non-intention 
to attend CR programs. Therefore, the present study 
aimed to explore the perceptions and beliefs of 
patients contributing to non-intention to attend CR.

METHODOLOGY

A cross-sectional study was conducted at Tabba 
Heart Institute (THI) to investigate factors associated 
with CR attendance. THI is located in Karachi which 
is a private tertiary care hospital, and it provides 
cardiac care to a mixture of people from low to 
high income strata. Moreover, THI is a 
state-of-the-art cardiac hospital which is the only 
set up in the city that offers supervised cardiac 
rehabilitation program. The Preventive Cardiology 
and Cardiac Rehabilitation Department at THI 
provides tailored CR program based on American 
Heart Association (AHA) and American College of 
Sports Medicine (ASCM) recommendations, which 
is a minimum of 2 sessions per week, for 9 weeks or 
preferably 3 sessions per week, for 6 weeks with 
supervised exercise, cardiac education and diet 
consultation. CR team is designed by keeping in 
view a multi-disciplinary approach which included 
dietitian, physiotherapists trained for CR, cardiac 
nurses, diabetes educator and other allied health 
professionals, working in close coordination with 
cardiologists/cardiac surgeons. 

Selection of participants for the study was based on 
referred or eligible patients during the defined 
period of data collection. The patients were invited 
to participate in the study by the concerned CR 
staff, prior to hospital discharge. Patients who had 
sustained a cardiac event, suffered from acute 
coronary syndrome (ACS) or undergone any cardi-
ac surgery were considered eligible for the study. 
Patients were not included in the study who did not 
give consent, not in a stable state of mind, suffered 
with any functional impairment, in which exercise 
was contraindicated or who suffered from a 
life-threatening significant morbidity for-example, 
terminal cancer.

A total number of 150 voluntary patients (>18 years) 

who were referred or eligible to CR program were 
enrolled for the research. The sampling method was 
purposive. All details of eligible patients were 
logged by CR staff as data collectors either enroll-
ing or refusing for CR programs. A detailed question-
naire was used to collect socio-demographic char-
acteristics and patients’ perceived suitability, bene-
fits and barriers to CR programs.

The data collection took place between August, 
2014 and January, 2015. The CR coordinator         
provided patients with information about the struc-
ture of CR program including the duration, session 
length, fee structure and the services that would be 
included as well as the inclusion criteria (e.g. Acute 
Myocardial Infarction (AMI), Permanent Pace 
Maker (PPM), Percutaneous Coronary Intervention 
(PCI), Coronary Artery Bypass Graft (CABG), Percu-
taneous Trans venous Mitral Commissurotomy 
(PTMC) and valve replacement surgeries). Informed 
consent was obtained from patients and their deci-
sion makers (e.g. husband, father or son), especially 
in the case of female patients to be culturally sensi-
tive and adapt local values. The data analysis was 
performed using SPSS (Statistical Package for Social 
Sciences), Version 16. Age was computed as mean 
± SD. Percentages and frequencies were calculat-
ed for continuous variables. Spearman correlation 
test was computed to test association between 
categorical variables. A value of P < 0.05 was 
considered statistically significant.

RESULTS

64.8% of the 148 patients stated that they intended 
to attend CR. The mean age (± SD) of patients was 
54.88 (± 12.3) years and 64.9% were males. For cate-
gorical variables, Spearman Correlation test was 
used to assess the association between intention to 
attend CR and the patients’ characteristics. 
Patients’ intention to attend CR was significantly 
associated with ethnicity (rs .235, P < 0.01), patient 
diagnosis and procedure (rs .551, P < 0.001) and 
residential area (rs .309, P < 0.001). Conversely, no 
association has been found between gender, age, 
educational status, and the use of tobacco with the 
patients’ intentions to opt CR services. Majority of 
the patients who have undergone Coronary Artery 

Bypass Graft (CABG) surgery have shown their 
intention to attend CR. Furthermore, above 90% of 
the patients dwelling in Karachi were also willing to 
attend rehabilitation services.



INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.

INTRODUCTION

The epidemic of cardiovascular disease (CVD) is a 
global phenomenon1. As the 21stcentury proceeds, 
it is clear that CVD has become a pervasive and 
entrenched cause of morbidity and a leading 
contributor to mortality making it the number one 
cause of deaths globally1. It is estimated that CVDs 
account for about 17.5 million deaths in 2012 (i.e. 
31% of all global deaths). Furthermore, it is not 
surprising that CVD related mortality is higher than 
all forms of cancers combined2. Among these 
deaths, 7.4 million attributed to coronary heart 
disease (CHD) and 6.7 million attributed to stroke. 
The American Heart Association (AHA) projects this 
number to grow to greater than 23.6 million by 
20303. 

Moreover, among developed and developing 
nations, CVD related mortality rates and patterns 
are different. In developed countries, CVD related 
mortality accounts for about 38%4. CVD as a 
number one killer results in over 4 million deaths in 
Europe and over 1.9 million deaths in European 
Union (EU) every year5. In United States (US), the 
total number of yearly mortality is about 610,000 
people i.e. 1 in every 4 deaths6. 

However, the rate of CVD deaths in low and 
middle-income countries is 28%, which accounts for 
three fourth of the global death toll4. For the last 
decade, the presentation of classical CVD risk 
factors in the developing world (including, India 
and China) is increasing. Substantially, there is also a 
constant increase in the coronary and cerebrovas-
cular events in these countries. It is projected that in 
2020 CVD will become the major cause of morbidity 
and mortality in the developing nations as well7.

As a result of epidemiological transition, during the 
last decade the burden of non-communicable 
diseases (NCDs) such as cardiovascular diseases, 
including stroke and heart diseases, cancers, 
diabetes, mental disorders and chronic obstructive 
pulmonary diseases (COPD) have been increased 
in Pakistan. It is a grave fact that each day 2000 
Pakistanis lose their lives from this preventable men-
ace8.

According to the United Nations (UN) report these 
so-called “lifestyle diseases” could cost Pakistan 
nearly US $ 300 million in 2025. The epidemic of NCDs 
have taken per capita health expenditure to 36.11 
US $ in 2014, which is nearly unbearable for the 
12.5% of total population that are living below the 
national poverty line according to the World Bank3. 
Globally, the total healthcare cost related to CVDs 
is greater than $320.1 billion9.

Modifiable risk factors for CVDs, that can be treated 
or changed, include hypertension, diabetes, hyper-
cholesteremia, overweight or obesity, sedentary 

lifestyle, nutrients deficiency, energy dense diet, 
tobacco use and alcohol intake10. Corrective mea-
sures to these factors can improve efficacy of 
preventing CVD related morbidity and mortality 
over three quarters of the present statistics11.

Hospital Cardiac Rehabilitation (HCR) is a multidisci-
plinary program that can help improve life quality 
after CVD events as well as it can also help to 
prevent recurrence of such episodes. The program 
consists of physical activity counseling and training, 
education on managing risk factors and reducing 
stress. Recent guidelines of American Heart Associa-
tion (AHA) and the American College of Cardiology 
Foundation (ACCF) related to the management 
and prevalence of CHD provides a Class I–level 
recommendation for referral to CR programs12. 

The promising benefits of cardiac rehabilitation 
include reductions in morbidity and mortality, 
increased exercise tolerance and improved quality 
of life and psychological wellbeing. These health 
benefits have been evident in several RCTs and 
meta-analyses11-14. A meta-analysis, conducted in 
Canada, showed that CR resulted in 17% reductions 
in myocardial infarction (MI) events at 12 months 
and 47% reductions in mortality rates at 24 months15.

There is a suboptimal utilization of CR programs, 
despite of its robust evidence of therapeutic effica-
cy and improvements in psychosocial wellbeing14. 
Many studies proved decline in CR attendance 
among cardiac patients. In a study, only 34.7% of 
respondents who had experienced a heart attack 
attended outpatient cardiac rehabilitation16. In 
Canada, among 5886 subjects who underwent 
coronary angiography and referred to CR program 
only 2900 subjects (i.e. 49.3%) completed the full 
duration of the CR program17. In European coun-
tries, the ratio of participation in formal rehabilita-
tion program is as less as one third of total referred 
patients18. 

There is very limited availability of structured outpa-
tient CR programs in middle income countries. And 
the attendance rate in these limited accessible CR 
programs is dismally low. A cross sectional study, 
conducted in a tertiary care hospital in Karachi, 
Pakistan showed that only 36.2% of 416 referred 
cardiac patients attended CR18. However, patient 
characteristics and contributing barriers to attend 
CR still need to be elucidated. 

The barriers of underutilization of CR programs in 
middle income countries are reported to be unvary-
ing with those in the high-income countries19. A 
systematic review of factors associated with poor 
utilization of CR programs reported barriers at three 
inter-connected levels i.e. patient level, provider 
level, and system level barriers20. The predominantly 
proclaimed patient-related CR barriers document-
ed in present literature included older age, low 

socioeconomic status (SES), role obligations and 
subsequent time conflicts i.e. job timings inflexibility, 
fear of loss of salary, self-employment, lack of health 
insurance, patient disinterest, co morbidities, low 
education attainment, female sex, patients' beliefs 
about their illness, low self-efficacy and limited 
family and social support20-24. Physician should 
ensure the all potential candidates are referred to 
CR, before they get discharge from the hospital21.

At the health-system level, there are also many 
barriers to CR provision including limited availability 
of CR programs, lack of health insurance coverage 
,poor patient-provider relationship, lack of 
programs availability at peripheral areas and 
low-income communities, long travel distance, 
limited or inflexible hours of operation, and 
gender-dominated programs24-25.

The decreasing attendance rate can prove the 
existence of factors that influence participation of 
patients in cardiac rehabilitation programs. Factors 
that are identified include poor referral or lack of 
physician reinforcement, limited follow up, lack of 
health insurance, job responsibilities, dependency 
on attendants, home or work priorities, poor acces-
sibility and limited availability of structured outpa-
tient programs, long distant centers, conveyance 
problems and unavailability of secure parking 
areas, lack of knowledge about CR benefits, lack of 
perceived need for rehabilitation, limited culturally 
diverse setups and gender-dominated programs. 
Therefore, surgical procedure is also a decisive 
factor in CR enrollment. Another study revealed 
that patients who undergone elective CABG 
surgery and who had easy access to the CR center 
had better attendance rates than their counter-
parts23. Studies also concluded that non attendant 
participants have a limited understanding of CR 
and its role in reducing their risks for future cardiac 
events23,24. Moreover, patients who underwent 
major cardiac surgery i.e. coronary artery bypass 
graft (CABG) had a better participation rate at CR 
compared to those with other cardiac diagnosis or 
less invasive procedures25. 

In most countries, physician referral is the prerequi-
site step for CR participation. Studies have shown 
that lack of physician referral to CR is the key barrier 
to optimal utilization of CR programs in developed 
nations23,25. Another barrier contributing to poor 
participation at CR is low SES.

Cardiac patients at 11 hospitals across Ontario were 
studied and it was found that patients with low SES 
had lower rates of CR referral and enrollment when 
compared to patients with high SES.

In order to gain the maximum potential for preven-
tion strategies, based on healthier lifestyle, 
increased physical activity, and appropriate man-
agement of classical cardiovascular risk factors, it is 

important to address the remaining gaps in the 
evidence. Moreover, the European Guidelines on 
Cardiovascular Disease Prevention in Clinical Prac-
tice – 2012 mentioned that the reasons for change 
in the behaviors of both populations and the 
people are incompletely understood and is still 
required to be explored. Hence, there is a greater 
need to clearly apprehend the reasons for poor 
uptake of CR in the local scenario. This would even-
tually help to gain deeper insights for formulating 
better policies and designing appropriate strategies 
to achieve long-lasting sustainable impacts in com-
bating the ‘Greatest Mankind Epidemic.’

Moreover, to best of our knowledge, no significant 
studies have been conducted in our country which 
explored the barriers contributing to non-intention 
to attend CR programs. Therefore, the present study 
aimed to explore the perceptions and beliefs of 
patients contributing to non-intention to attend CR.

METHODOLOGY

A cross-sectional study was conducted at Tabba 
Heart Institute (THI) to investigate factors associated 
with CR attendance. THI is located in Karachi which 
is a private tertiary care hospital, and it provides 
cardiac care to a mixture of people from low to 
high income strata. Moreover, THI is a 
state-of-the-art cardiac hospital which is the only 
set up in the city that offers supervised cardiac 
rehabilitation program. The Preventive Cardiology 
and Cardiac Rehabilitation Department at THI 
provides tailored CR program based on American 
Heart Association (AHA) and American College of 
Sports Medicine (ASCM) recommendations, which 
is a minimum of 2 sessions per week, for 9 weeks or 
preferably 3 sessions per week, for 6 weeks with 
supervised exercise, cardiac education and diet 
consultation. CR team is designed by keeping in 
view a multi-disciplinary approach which included 
dietitian, physiotherapists trained for CR, cardiac 
nurses, diabetes educator and other allied health 
professionals, working in close coordination with 
cardiologists/cardiac surgeons. 

Selection of participants for the study was based on 
referred or eligible patients during the defined 
period of data collection. The patients were invited 
to participate in the study by the concerned CR 
staff, prior to hospital discharge. Patients who had 
sustained a cardiac event, suffered from acute 
coronary syndrome (ACS) or undergone any cardi-
ac surgery were considered eligible for the study. 
Patients were not included in the study who did not 
give consent, not in a stable state of mind, suffered 
with any functional impairment, in which exercise 
was contraindicated or who suffered from a 
life-threatening significant morbidity for-example, 
terminal cancer.

A total number of 150 voluntary patients (>18 years) 

who were referred or eligible to CR program were 
enrolled for the research. The sampling method was 
purposive. All details of eligible patients were 
logged by CR staff as data collectors either enroll-
ing or refusing for CR programs. A detailed question-
naire was used to collect socio-demographic char-
acteristics and patients’ perceived suitability, bene-
fits and barriers to CR programs.

The data collection took place between August, 
2014 and January, 2015. The CR coordinator         
provided patients with information about the struc-
ture of CR program including the duration, session 
length, fee structure and the services that would be 
included as well as the inclusion criteria (e.g. Acute 
Myocardial Infarction (AMI), Permanent Pace 
Maker (PPM), Percutaneous Coronary Intervention 
(PCI), Coronary Artery Bypass Graft (CABG), Percu-
taneous Trans venous Mitral Commissurotomy 
(PTMC) and valve replacement surgeries). Informed 
consent was obtained from patients and their deci-
sion makers (e.g. husband, father or son), especially 
in the case of female patients to be culturally sensi-
tive and adapt local values. The data analysis was 
performed using SPSS (Statistical Package for Social 
Sciences), Version 16. Age was computed as mean 
± SD. Percentages and frequencies were calculat-
ed for continuous variables. Spearman correlation 
test was computed to test association between 
categorical variables. A value of P < 0.05 was 
considered statistically significant.

RESULTS

64.8% of the 148 patients stated that they intended 
to attend CR. The mean age (± SD) of patients was 
54.88 (± 12.3) years and 64.9% were males. For cate-
gorical variables, Spearman Correlation test was 
used to assess the association between intention to 
attend CR and the patients’ characteristics. 
Patients’ intention to attend CR was significantly 
associated with ethnicity (rs .235, P < 0.01), patient 
diagnosis and procedure (rs .551, P < 0.001) and 
residential area (rs .309, P < 0.001). Conversely, no 
association has been found between gender, age, 
educational status, and the use of tobacco with the 
patients’ intentions to opt CR services. Majority of 
the patients who have undergone Coronary Artery 

Bypass Graft (CABG) surgery have shown their 
intention to attend CR. Furthermore, above 90% of 
the patients dwelling in Karachi were also willing to 
attend rehabilitation services.



INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.

INTRODUCTION

The epidemic of cardiovascular disease (CVD) is a 
global phenomenon1. As the 21stcentury proceeds, 
it is clear that CVD has become a pervasive and 
entrenched cause of morbidity and a leading 
contributor to mortality making it the number one 
cause of deaths globally1. It is estimated that CVDs 
account for about 17.5 million deaths in 2012 (i.e. 
31% of all global deaths). Furthermore, it is not 
surprising that CVD related mortality is higher than 
all forms of cancers combined2. Among these 
deaths, 7.4 million attributed to coronary heart 
disease (CHD) and 6.7 million attributed to stroke. 
The American Heart Association (AHA) projects this 
number to grow to greater than 23.6 million by 
20303. 

Moreover, among developed and developing 
nations, CVD related mortality rates and patterns 
are different. In developed countries, CVD related 
mortality accounts for about 38%4. CVD as a 
number one killer results in over 4 million deaths in 
Europe and over 1.9 million deaths in European 
Union (EU) every year5. In United States (US), the 
total number of yearly mortality is about 610,000 
people i.e. 1 in every 4 deaths6. 

However, the rate of CVD deaths in low and 
middle-income countries is 28%, which accounts for 
three fourth of the global death toll4. For the last 
decade, the presentation of classical CVD risk 
factors in the developing world (including, India 
and China) is increasing. Substantially, there is also a 
constant increase in the coronary and cerebrovas-
cular events in these countries. It is projected that in 
2020 CVD will become the major cause of morbidity 
and mortality in the developing nations as well7.

As a result of epidemiological transition, during the 
last decade the burden of non-communicable 
diseases (NCDs) such as cardiovascular diseases, 
including stroke and heart diseases, cancers, 
diabetes, mental disorders and chronic obstructive 
pulmonary diseases (COPD) have been increased 
in Pakistan. It is a grave fact that each day 2000 
Pakistanis lose their lives from this preventable men-
ace8.

According to the United Nations (UN) report these 
so-called “lifestyle diseases” could cost Pakistan 
nearly US $ 300 million in 2025. The epidemic of NCDs 
have taken per capita health expenditure to 36.11 
US $ in 2014, which is nearly unbearable for the 
12.5% of total population that are living below the 
national poverty line according to the World Bank3. 
Globally, the total healthcare cost related to CVDs 
is greater than $320.1 billion9.

Modifiable risk factors for CVDs, that can be treated 
or changed, include hypertension, diabetes, hyper-
cholesteremia, overweight or obesity, sedentary 

lifestyle, nutrients deficiency, energy dense diet, 
tobacco use and alcohol intake10. Corrective mea-
sures to these factors can improve efficacy of 
preventing CVD related morbidity and mortality 
over three quarters of the present statistics11.

Hospital Cardiac Rehabilitation (HCR) is a multidisci-
plinary program that can help improve life quality 
after CVD events as well as it can also help to 
prevent recurrence of such episodes. The program 
consists of physical activity counseling and training, 
education on managing risk factors and reducing 
stress. Recent guidelines of American Heart Associa-
tion (AHA) and the American College of Cardiology 
Foundation (ACCF) related to the management 
and prevalence of CHD provides a Class I–level 
recommendation for referral to CR programs12. 

The promising benefits of cardiac rehabilitation 
include reductions in morbidity and mortality, 
increased exercise tolerance and improved quality 
of life and psychological wellbeing. These health 
benefits have been evident in several RCTs and 
meta-analyses11-14. A meta-analysis, conducted in 
Canada, showed that CR resulted in 17% reductions 
in myocardial infarction (MI) events at 12 months 
and 47% reductions in mortality rates at 24 months15.

There is a suboptimal utilization of CR programs, 
despite of its robust evidence of therapeutic effica-
cy and improvements in psychosocial wellbeing14. 
Many studies proved decline in CR attendance 
among cardiac patients. In a study, only 34.7% of 
respondents who had experienced a heart attack 
attended outpatient cardiac rehabilitation16. In 
Canada, among 5886 subjects who underwent 
coronary angiography and referred to CR program 
only 2900 subjects (i.e. 49.3%) completed the full 
duration of the CR program17. In European coun-
tries, the ratio of participation in formal rehabilita-
tion program is as less as one third of total referred 
patients18. 

There is very limited availability of structured outpa-
tient CR programs in middle income countries. And 
the attendance rate in these limited accessible CR 
programs is dismally low. A cross sectional study, 
conducted in a tertiary care hospital in Karachi, 
Pakistan showed that only 36.2% of 416 referred 
cardiac patients attended CR18. However, patient 
characteristics and contributing barriers to attend 
CR still need to be elucidated. 

The barriers of underutilization of CR programs in 
middle income countries are reported to be unvary-
ing with those in the high-income countries19. A 
systematic review of factors associated with poor 
utilization of CR programs reported barriers at three 
inter-connected levels i.e. patient level, provider 
level, and system level barriers20. The predominantly 
proclaimed patient-related CR barriers document-
ed in present literature included older age, low 

socioeconomic status (SES), role obligations and 
subsequent time conflicts i.e. job timings inflexibility, 
fear of loss of salary, self-employment, lack of health 
insurance, patient disinterest, co morbidities, low 
education attainment, female sex, patients' beliefs 
about their illness, low self-efficacy and limited 
family and social support20-24. Physician should 
ensure the all potential candidates are referred to 
CR, before they get discharge from the hospital21.

At the health-system level, there are also many 
barriers to CR provision including limited availability 
of CR programs, lack of health insurance coverage 
,poor patient-provider relationship, lack of 
programs availability at peripheral areas and 
low-income communities, long travel distance, 
limited or inflexible hours of operation, and 
gender-dominated programs24-25.

The decreasing attendance rate can prove the 
existence of factors that influence participation of 
patients in cardiac rehabilitation programs. Factors 
that are identified include poor referral or lack of 
physician reinforcement, limited follow up, lack of 
health insurance, job responsibilities, dependency 
on attendants, home or work priorities, poor acces-
sibility and limited availability of structured outpa-
tient programs, long distant centers, conveyance 
problems and unavailability of secure parking 
areas, lack of knowledge about CR benefits, lack of 
perceived need for rehabilitation, limited culturally 
diverse setups and gender-dominated programs. 
Therefore, surgical procedure is also a decisive 
factor in CR enrollment. Another study revealed 
that patients who undergone elective CABG 
surgery and who had easy access to the CR center 
had better attendance rates than their counter-
parts23. Studies also concluded that non attendant 
participants have a limited understanding of CR 
and its role in reducing their risks for future cardiac 
events23,24. Moreover, patients who underwent 
major cardiac surgery i.e. coronary artery bypass 
graft (CABG) had a better participation rate at CR 
compared to those with other cardiac diagnosis or 
less invasive procedures25. 

In most countries, physician referral is the prerequi-
site step for CR participation. Studies have shown 
that lack of physician referral to CR is the key barrier 
to optimal utilization of CR programs in developed 
nations23,25. Another barrier contributing to poor 
participation at CR is low SES.

Cardiac patients at 11 hospitals across Ontario were 
studied and it was found that patients with low SES 
had lower rates of CR referral and enrollment when 
compared to patients with high SES.

In order to gain the maximum potential for preven-
tion strategies, based on healthier lifestyle, 
increased physical activity, and appropriate man-
agement of classical cardiovascular risk factors, it is 

important to address the remaining gaps in the 
evidence. Moreover, the European Guidelines on 
Cardiovascular Disease Prevention in Clinical Prac-
tice – 2012 mentioned that the reasons for change 
in the behaviors of both populations and the 
people are incompletely understood and is still 
required to be explored. Hence, there is a greater 
need to clearly apprehend the reasons for poor 
uptake of CR in the local scenario. This would even-
tually help to gain deeper insights for formulating 
better policies and designing appropriate strategies 
to achieve long-lasting sustainable impacts in com-
bating the ‘Greatest Mankind Epidemic.’

Moreover, to best of our knowledge, no significant 
studies have been conducted in our country which 
explored the barriers contributing to non-intention 
to attend CR programs. Therefore, the present study 
aimed to explore the perceptions and beliefs of 
patients contributing to non-intention to attend CR.

METHODOLOGY

A cross-sectional study was conducted at Tabba 
Heart Institute (THI) to investigate factors associated 
with CR attendance. THI is located in Karachi which 
is a private tertiary care hospital, and it provides 
cardiac care to a mixture of people from low to 
high income strata. Moreover, THI is a 
state-of-the-art cardiac hospital which is the only 
set up in the city that offers supervised cardiac 
rehabilitation program. The Preventive Cardiology 
and Cardiac Rehabilitation Department at THI 
provides tailored CR program based on American 
Heart Association (AHA) and American College of 
Sports Medicine (ASCM) recommendations, which 
is a minimum of 2 sessions per week, for 9 weeks or 
preferably 3 sessions per week, for 6 weeks with 
supervised exercise, cardiac education and diet 
consultation. CR team is designed by keeping in 
view a multi-disciplinary approach which included 
dietitian, physiotherapists trained for CR, cardiac 
nurses, diabetes educator and other allied health 
professionals, working in close coordination with 
cardiologists/cardiac surgeons. 

Selection of participants for the study was based on 
referred or eligible patients during the defined 
period of data collection. The patients were invited 
to participate in the study by the concerned CR 
staff, prior to hospital discharge. Patients who had 
sustained a cardiac event, suffered from acute 
coronary syndrome (ACS) or undergone any cardi-
ac surgery were considered eligible for the study. 
Patients were not included in the study who did not 
give consent, not in a stable state of mind, suffered 
with any functional impairment, in which exercise 
was contraindicated or who suffered from a 
life-threatening significant morbidity for-example, 
terminal cancer.

A total number of 150 voluntary patients (>18 years) 

who were referred or eligible to CR program were 
enrolled for the research. The sampling method was 
purposive. All details of eligible patients were 
logged by CR staff as data collectors either enroll-
ing or refusing for CR programs. A detailed question-
naire was used to collect socio-demographic char-
acteristics and patients’ perceived suitability, bene-
fits and barriers to CR programs.

The data collection took place between August, 
2014 and January, 2015. The CR coordinator         
provided patients with information about the struc-
ture of CR program including the duration, session 
length, fee structure and the services that would be 
included as well as the inclusion criteria (e.g. Acute 
Myocardial Infarction (AMI), Permanent Pace 
Maker (PPM), Percutaneous Coronary Intervention 
(PCI), Coronary Artery Bypass Graft (CABG), Percu-
taneous Trans venous Mitral Commissurotomy 
(PTMC) and valve replacement surgeries). Informed 
consent was obtained from patients and their deci-
sion makers (e.g. husband, father or son), especially 
in the case of female patients to be culturally sensi-
tive and adapt local values. The data analysis was 
performed using SPSS (Statistical Package for Social 
Sciences), Version 16. Age was computed as mean 
± SD. Percentages and frequencies were calculat-
ed for continuous variables. Spearman correlation 
test was computed to test association between 
categorical variables. A value of P < 0.05 was 
considered statistically significant.

RESULTS

64.8% of the 148 patients stated that they intended 
to attend CR. The mean age (± SD) of patients was 
54.88 (± 12.3) years and 64.9% were males. For cate-
gorical variables, Spearman Correlation test was 
used to assess the association between intention to 
attend CR and the patients’ characteristics. 
Patients’ intention to attend CR was significantly 
associated with ethnicity (rs .235, P < 0.01), patient 
diagnosis and procedure (rs .551, P < 0.001) and 
residential area (rs .309, P < 0.001). Conversely, no 
association has been found between gender, age, 
educational status, and the use of tobacco with the 
patients’ intentions to opt CR services. Majority of 
the patients who have undergone Coronary Artery 

Bypass Graft (CABG) surgery have shown their 
intention to attend CR. Furthermore, above 90% of 
the patients dwelling in Karachi were also willing to 
attend rehabilitation services.

Table 1: Association of Factors with Intention of patients to Attend Cardiac
Rehablitation

Characteristics

Gender

Male 63.5(61)

36.5(35)

72.9(70)

9.4(9)

2.1(2)

3.1(3)

3.1(3)

3.1(3)

-----

6.2(6)

23.7(483)

31.6(645)

27.9(570)

16.8(343)

12.5(12)

7.3(7)

10.4(10)

16.7(16)

22.9(22)

22.9(22)

7.3(7)

24(23)

76(73)

3.1(3)

78.1(75)

10.4(10)

5.2(5)

3.1(3)

91.6(88)

8.4(8)

67.3(35)

32.7(17)

50(26)

13.5(7)

3.8(2)

5.8(3)

5.8(3)

9.6(5)

1.9(1)

9.6(5)

19.5(44)

36.3(82)

31.9(72)

12.4(28)

13.5(7)

23.1(12)

5.8(3)

19.2(10)

9.6(5)

21.2(11)

7.7(4)

26.9(14)

73.1(38)

38.2(2)

17.3(9)

25(13)

50(26)

3.8(2)

67.3(35)

32.7(17)

Female

Urdu Speaking

Sindhi

Balochi

Punjabi

Pathan

Memon

Hindu

Others*

49 years or less

50-59 years

60-69 years

70 years or above

No Formal Eucation

Primary

Secondary

Matriculation

Intermediate

Graduation

Post Graduation

Current User

Non-User

AMI

CABG

PCI

Angina

VR

Karachi

Outside Karachi

-0.01(0.86)

0.23(<0.01)

0.01(0.89)

-0.01(0.196)

-0.03(0.693)

0.55(<0.001)

0.30 (<0.001)

Ethnicity

Age Group

Education

Use of Tobacco

Admitting Diagnosis and Procedures

Residence

Intender Group
(N=96)
%(N)

Non-Intender Group
(N=52) rs(p-value)
%(N)



INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.

AMI indicates acute myocardial infarction; CABG, 
coronary artery bypass graft surgery; CR, cardiac 
rehabilitation; PCI, percutaneous coronary interven-
tion; VR, valve repair/ replacement.

Among the non-intenders group, 50% of the 
patients with Angina refused to participate in CR 
program. The main reasons given for not intending 
to attend CR were the perceptions of exercise as 
tiring or painful and that the program would be 
difficult and unnecessary. Moreover, 73.1% of the 
non-intenders reported to have transport difficulties.

Among total patients (including intenders and 
non-intenders both), about 36.5 % reported that 
they should take rest and avoid exertion after AMI, 
PCI and CABG. Only 8.8% of the respondents report-
ed that commitment to family responsibilities is a 
barrier to CR attendance with only 18.9% reported 
unavailability of attendants as a major hurdle to 
achieve optimum participation at CR. Moreover, a 
total of 55.8% patients were unaware of the CR 
course content

Table 2: Patient’s Perception and Beliefs Associated with Intension to Attend Cardiac Rehablitation

Patients Perception and Beliefs

Exercise may be harmful to me

I should rest and avoid physical extention 
after AM/CABG/ PCI

I should avoid exercise if i feel tired

CR would involve mainly physical exercise 
and is only appropiate for patients who were 
previously fit

Walking on treadmill is dificult that walking 
on floor

My job is a barrier to attend CR

I have transport difficulties

I have commitment to my family 
responsibilities

Attendance are not avaliable to accompany
at CR services

CR is a necessary part of my treatment

CR is unnecessary, espacially to my personal 
mode of heart attact

I am aware of the CR course content

Participation at CR would enable me to 
return to work early

I really need to improve my fitness level

I would recommend CR to others

Intender Group
(N=96)
% (N)

Yes

13.5(13) 75(72) 11.5(11) 7.7(4) 88.5(46) 3.8(2)

41.7(40) 46.9(45) 11.5(11) 26.9(14) 67.3(35) 5.8(3)

66.7(64) 19.8(19) 13.5(13) 71.2(37) 23.1(12) 5.8(3)

36.5(35) 14.6(14) 49(47) 9.6(5) 55.8(29) 34.6(18)

39.6(38) 46.9(45) 13.5(13) 67.3(35) 25(13) 7.7(4)

21.9(21) 75(71) 3.1(3) 17.3(9) 53.8(28) 28.8(15)

28.1(27) 67.7(65) 4.2(4) 73.1(38) 25(13) 1.9(1)

10.4(10) 81.2(78) 8.3(8) 5.8(3) 67.3(35) 26.9(14)

15.8(15) 75.8(72) 8.4(8) 25(13) 50(26) 25(13)

96.9(93) 3.1(3) 92.3(48) 7.7(4)

7.3(7) 38.5(37) 54.2(52) 11.5(6) 48.1(25) 40.4(21)

67.7(65) 17.7(17) 14.6(14) 38.5(20) 55.8(29) 5.8(3)

95.8(92) 2.1(2) 2.1(2) 86.5(45) 3.8(2) 9.6(5)

80.2(77) 13.5(13) 6.2(6) 80.8(42) 9.6(5) 9.6(5)

99(95) 1(1) 88.5(46) 1.9(1) 9.6(5)

No Unsure Yes No Unsure

Non-Intender Group
(N=52)
% (N)



INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.
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INTRODUCTION

With the advent of research, the professionals and 
multidisciplinary teams have modified the notion of 
rehabilitation from optimizing the function of the 
client physically to the consideration of psychoso-
cial aspects of life1,2. The element of rehabilitation 
was re-presented by World Health Organization’s 
International Classification of Functioning, Disability, 
and Health (ICF) where the health was stressed in 
terms of disability3,4. Several studies after 2007 were 
acknowledged for representing activity limitation 
and participation restriction especially for neurolog-
ical diseases. Additionally, emphasis was laid s study 
on adapting a holistic model of rehabilitation 
encompassing the psychological, physical and the 
emotional needs of the disabled5,6.

Interestingly, the concept of disability was replaced 
from the medical model to the social model of 
disability where not only the impairments of the 
clients were dealt but the participation in the 
society was also considered7. The reason given by 
the professionals for adapting the medical model 
was due to the advent of new techniques and 
modernized technologies that have decreased the 
death rates8. Similarly, the increasing frequency and 
severity of the impairment due to the long term 
neurological disorder further raised the rate of 
disability8,9. These disabilities restricted the patients 
to participate in the mainstreams of social activities7 
thus affecting empowerment. Therefore, empower-
ment is considered to be a capability to make deci-
sions, providing opportunities to live with individuali-
ty10,11 where self-determination and independence 
are also considered12. The individuality achieved 
may enable the client in setting their own goals and 
creating new opportunities by removing the barriers 
to face the new environment 13,14. Therefore a new 
concept emerged for the individuals with long term 
chronic disorders to restore the normal function, 
enabling and supporting to gain individuality and 
having control over them in the community15.

Both empowerment and enablement has been 
used simultaneously but empowerment is the 
process of providing the opportunity to the individu-
al to take control where as enablement is support-
ing the individual to achieve the desired goal14. 
Although no universally agreed definition is being 
provided by the researcher for both enablement 
and empowerment but still are considered as multi-
dimensional concepts with different individuals, 
communities and organizations providing different 
perspectives which is unique to every individual1,16. 
Stewart et al. in a study distinguished between the 
two, where empowerment provides feeling to the 
disabled to have the control over ones’ self and 
work actively whereas enablement is about learn-
ing new skills, removing the barriers and exploring 
new areas14. However, empowerment and enable-
ment both provides self-esteem, control over deci-

sions and actions affecting the health as well as the 
opportunities to the disabled to master over the 
environmental factors17. Moreover, the emphasis 
was laid on the improvement of the physical, 
psychological and social aspects of life, where 
vocational training and activities of daily living were 
especially considered8,14. Furthermore importance 
was given on the uniqueness of the work provided 
by enablement with the improvement in function 
and generation of a feeling of control by the 
individual. A framework was required where the 
patients desired goals were placed as the most 
significant and an integral part also fulfilling the 
treatment criteria of the professionals18. Therefore, 
an enablement framework was put forward that 
may be considers as an ideal for the disabled where 
the requirements, role, abilities, coping strategies 
and desires of the may be considered as well as 
creating a relationship between client and patient19

The first frame work for planning, implementing and 
evaluating patient’s education was presented by 
Stamleret al.20 where the testing of the framework 
against several content areas was done to ensure 
that the frame-work may be used for multiple-con-
tents. The goal of the patient was considered as an 
integral part of the framework. Moreover, the idea 
of enablement was clarified by determining the 
defining attribute, constructing model, related and 
contrary cases and identifying antecedents and 
consequences20,21. While reviewing the literatures in 
the fields of sociology, health, psychology and 
education different concepts were presented 
where the conflicts were recorded between the 
psychological and sociological literatures. However, 
sociological literatures provided more of the nega-
tive perspective of the enablement then the 
psychological literatures22. Furthermore, the 
researcher also pointed out two major aspects of 
enablement frame work: firstly, the framework had 
identified the goals desired by the client, compo-
nents required to complete the goals (that is reha-
bilitation) and comparison of the needs (such as to 
become healthy). Secondly, the framework may be 
used to plan, implement and evaluate the effective 
education with respect to the patient desires22. 
However, it is vital for the patient and cares to 
receive appropriate information and education 
from the essential resources in order to be an 
‘informed patient’23,24 and to get involved in the 
decision-making. However the reliability and validity 
of the information achieved by the patients is still 
questionable25.

Furthermore, enablement framework may also be 
considered as a significant approach for the 
disabled where confidence to control and manage 
one’s life at any situation is provided with the help of 
the health care professionals thus a step to become 
an ‘expert patient’26. The notion of the expert 
patient has been recently emerged to modernize 
the health programs 27 and to provide a better qual-

ity of life 27,28 by linking the patients’ ideas of empow-
erment26. Expert patients have confidence, 
information and skills to manage the disability by 
communicating with the professionals and devel-
oping the client-professional relationship. The expert 
patients are skilled with the communication and 
knowledge through the self-management/ex-
pert-program that are especially designed by the 
NHS for the long term and chronic neurological 
disorders especially stroke, multiple sclerosis, cere-
bral palsy26. Problem solving, decision making, 
resource utilization, discussion with the professionals 
and taking actions are the core skills taught to the 
expert patients during the self-management 
programs29. Moreover, self-management programs 
have been termed as a key towards the mainte-
nance and improvement of health where patients’ 
desires are of fundamental importance26. Even 
though the literature has revealed that the 
expert-management programs have played a 
fundamental role in reducing the admission during 
the emergency incidents, readmission to the hospi-
tal and re-hospitalization30 yet the major difficulty 
faced by the patient is the level of disability that 
can only be managed rather than being cured. 
Paradoxically, compliance and management of 
the health both are expected by the patient’s 
expertise which may be suggested as a natural 
desire and a significant aspect of patient’s life31. The 
studies conducted by the researchers 23,31,32 previ-
ously have revealed the conflicts between the 
professionals and the expert patients due to the 
misinterpretation of the professional information by 
the patient and an insecurity of losing power by the 
practitioners33.

However, a study conducted by Prof. Julie Barlow 
has shown that expert management programs has 
not only reduced the severity of symptoms but has 
also improved life satisfaction among the disabled30 
since are aimed to enable the patient to achieve 
the goals by making them more active. Another 
report documented in King’s Fund revealed that, 
7% out of 9.1% people from the ethnic minority com-
munities are at present using the expert-patient 
programs where participation depends on the 
extend of injury, age, social support and educa-
tion29. However, different responses of the individu-
als with respect to the psychosocial problems faced 
by the disabled individually but NHS is taking keen 
interest to deal the problems through the 
expert-management programs especially in the 
rural and deprived areas26.

Another study was conducted to test the enable-
ment of the patient in the highly-deprived areas 
before and after the consultation by using the 
Patient Enablement Instrument (PEI)34. The study 
assessed the impact of the encounter on the 
patient’s ability to cope with and the understanding 
of the health problem by using a General Health 
Questionnaire GHQ-12 and the distress was also 

documented35,36. A comparison made between the 
most and least deprived areas resulted in a 
decreased enablement in the most deprived area. 
However, an increase in the psychosocial stress of 
the patient, long term illness and GP stress were also 
documented for the most deprived area. However 
a significant relationship was found between the 
severity of deprivement and professionals’ empa-
thy. The results also indicates a lower satisfaction 
rate of patient in the most deprived that is GHQ= 
41.6% which was reduced to almost half in the least 
deprived area that is 28.1%. Almost 30% of the 
patients wanted to discuss psychosocial problems 
whereas 65% documented more than one problem. 
However, the emphasis has been laid on consider-
ing the psychological and social conditions espe-
cially of the deprived area since these may lead to 
depression37.

Moreover, Hammell acknowledges majority of 
health care professionals while providing the 
interventions to improve the specific skills only focus 
on the targets to be achieved by the clients where-
as neglecting the personal and psychosocial issues 
thereby unsatisfying the patients2. Although the 
prediction of the success of the treatment is directly 
depended on the patients’ satisfaction still physio-
therapist are reluctant to communicate and 
provide realistic information38. The barrier for the 
physiotherapist is the extent and the time of recov-
ery and to meet expectations of patients and care-
givers such as high recovery is expected by the 
patients suffering from stroke before being 
discharged. Wiles et al. reported the expectation of 
the recovery while interviewing 16 stroke patients 
and the physiotherapists in a longitudinal study39. 
Three sessions of interviews were taken to assess the 
deficits of movement, function and mood. Howev-
er, the motor deficits improved in the 1st and the 3rd 
sessions still the over-optimistic behavior of the 
patients towards the recovery was not appreciated 
by the physiotherapist. Therefore, a special consid-
eration should be given by the physiotherapist 
towards the communication strategies since verbal 
therapies may provide skills to the clients to replace 
activity limitation and social restriction with enable-
ment and participation40,41 as well as living well with 
impairments42.

Physiotherapist aims to implement the standardized 
treatment protocols for every individuals during 
rehabilitation still the level of management differs 
with respect to the level of disability9. However, 
outcome major remains similar that is to maximize 
the participation of the client in the environment7 
where the life situations are dealt with on the daily 
basis. For this reason, natural environment such as 
home, school and community may be considered 
as the most essential to increase the motor behavior 
especially for children suffering from CP7. Research-
ers have documented that the interventions should 
be implemented where activities occur daily espe-
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DISCUSSION

We aimed to develop a sound evaluation of 
patient’s beliefs regarding CR after sustaining a 
cardiac event, suffering from acute coronary 
syndrome (ACS) or undergoing any cardiac surgery 
and ascertain the association between such 
beliefs, perceptions and participation rates at the 
CR program. Results obtained from the current 
study demonstrated that in consistent to previous 
observations, the number of attendees intending to 
join the CR amongst eligible patients is relatively 
low10,16 making it 65 % in the observed study. 

Factors that had no association with patient’s inten-
tion regarding CR services were gender, age, 
educational status, and the use of tobacco. This 
contradicts many of the studies where these factors 
were considered as major barriers in CR atten-
dance. However, these differences in our results are 
possibly due to the fact that in the present study we 
only considered patients’ intention to participate in 
CR and not the actual attendance rate.

Cultural and ethnic differences have been shown 
to be the major detrimental factors of underused 
rehabilitation services. It is noteworthy that majority 
of ethnic groups who have shown significant inten-
tion to attend CR were Urdu Speaking (72.9%) and 
Sindhi (9.4%). These findings strongly support the 
conclusion drawn from a study done to assess the 
hierarchy of multiple barriers to participation in 
cardiac rehabilitation and preventive program in 
Israel, where ethnicity was considered to be a 
salient predictor of enrollment in CR programs. 
Therefore, with the goal of increasing participation, 
considerable efforts need to be expanded to use 
patient and cultural specific CR programming to 
reduce potential cultural and ethnic barriers.

Perceptions about course content and effective-
ness of CR were found to be major factors amongst 
non-attendees in the current study. A total of 55.8% 
patients were unaware of the CR course content. 
Similarly, the strongest predictors of lifestyle changes 
following a cardiac event were found to be the 
perceived benefits associated with CR and percep-
tions related to self-efficacy. Comprehensive 
teaching related to the course and its effectiveness 
can prove to be a factor in increasing attendance 
rate of patients.

Role of referral status has been well documented in 
the available literature and according to the previ-
ous studies the variability in referral status was 
explained by the strength of physician endorse-
ment of CR services and the poor screening of 
in-hospital healthcare team to refer potential 
candidates to the CR services. However, in the 
present study, 96.4% of eligible patients were 
referred to CR by their physician. Therefore, it can 
be inferred that the lack of reinforcement, limited 

provision to CR services and lack of accessibility are 
attributed to low attendance rate in our region.

Results of previous study have shown that AMI 
patients who viewed their medical condition as 
symptomatic, and with severe consequences were 
more likely to attend CR. Concurrently, in our study 
patients who have undergone CABG surgery are 
more intended to participate than those who had 
suffered angina and undergone PCI. Our results are 
consistent with the previous studies, where it was 
found that CR uptake is higher after CABG surgery 
than with AMI not treated with revascularization 
procedures. Therefore, special attention needs to 
be directed towards Angina and PCI patients and 
comprehensive information should be delivered 
regarding the benefits and efficacy of CR to their 
medical condition and quality of life.

CONCLUSIONS

Although patients’ socio-demographic characteris-
tics and clinical profile are significantly associated 
with their intention to attend CR programs, but the 
key barriers reported are the lack of knowledge 
about CR benefits, transport unavailability and 
ethnic background. Comprehensive information 
delivery about the benefits of CR, motivation and 
reinforcement by the physician to attend CR 
programs and accessibility of CR sites nearby 
residence could be used to address barriers in 
attending CR.
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cially for the disabled children, since the motor 
learning skills may be established better when taken 
as a part of daily routine43 yet a number of studies 
neglected the environmental factors during the 
rehabilitation44. A study was conducted on 25 
chronic stroke patients to examine the effective-
ness of a four week dual-task exercise based 
program on the walking ability44. Results revealed a 
significant increase in the motor–task along with 
gait speed and cadence but the reliability of the 
study was questionable. Since, the increase in the 
gait speed and motor control were in the clinical 
setting where a controlled, predictable and unclut-
tered environment was present. On the other hand, 
a study conducted on 55 children suffering from 
mild to moderate spastic cerebral palsy, aged 2 to 
7 years, receiving the functional physical therapy in 
the natural environment, improved the motor skill 
more than the improvement of the children abilities 
in the reference group as was measured on the 
Pediatric Evaluation of Disability Inventory (PEDI). 
Therefore environment may be considered essential 
to teach the individuality especially to the children 
suffering from CP7.

Moreover, in a review of papers Mihaylov et al, 
identified various environmental factors that 
influence participation of the disabled children. 
However, other various barriers such as inappropri-
ate footwear, medication, dependence, noise and 
unavailability of space restricted the participation 
and freedom of the children in the study45. In addi-
tion, other significant factors that influence the level 
of participation of the child such as building the 
structure, loss of income and provision of equipment 
considered as essential for rehabilitation were not 
considered32. Furthermore, the disabled child is 
depended directly or indirectly on the care-
givers/parents hence the parental awareness 
should be provided by the physiotherapists parental 
neglection has been documented. Also, while 
setting the goals for the disabled the caregiver/par-
ents and the client both perspectives should be 
given priorities by the physiotherapist46. However, 
the enabling approach may reduce the burden the 
parents/care givers of the disabled child as a signifi-
cant time is spent by the care giver and the rate is 
still increasing day by day. However, caring and 
care giving is a complex activity requiring set of 
knowledge, skills and values and the practitioners 
may take account of the complexities especially 
faced by the parents of the disabled suffering from 
chronic childhood illness as a disruption in the sense 
of control is seen in the mother leading to a 
decrease in empowerment47. An appreciation of 
shared-decision has been recorded in the literature 
where exchange of information, deliberation about 
the treatment options and then implementation of 
the treatment has been a suggested as significant19. 
However, a rehabilitation program tailored accord-
ing to the needs and requirement of the individual 
may improve the participation in the community19.

Mayo et al. interviewed 434 patients with 1st ever 
stroke in the community with a follow up of 2 years 
to estimate the influence of stroke on the extent of 
activity, participation and quality of life (QOL)37.A 
comparison was being made when 486 communi-
ty-dwelling controls were interviewed by telephone. 
The researcher documented 90.6/100 on the Barth-
el Index for the stroke group whereas 39% of 
patients had limitation in functional activities. In 
addition, 54% reported limitations with higher-level 
activities of daily living where the housework and 
shopping, and 65% reported restrictions in participa-
tion in the community activities. Furthermore, the 
QOL reported to be 7 points lower than the controls 
on the SF-36 scale47. The researcher also indicated 
that almost 50% of the community-dwelling stroke 
population are unable to participate independent-
ly in the community since more than 70% had at 
least one difficulty in performing the activities of 
daily living (ADLs). As meaningful activity limitation 
along with boredom was also reported providing an 
indication of the worsening of the QOL which may 
be considered as the significant outcome measure 
in the clinical trials48. However, in another study a 
researcher after interviewing 28 families empha-
sized on the development of significant scale for the 
measurement of QOL for CP49.

Recently, the researchers are keener to explore the 
participation of the stroke patients more as may be 
considered as one of the most significant long term 
disorder that restricts the activities in the communi-
ty. The evidence was presented in a study where 
the stroke patients documented to be among three 
most restricted disorders49. The comparison was 
made among 126 participants suffering from neuro-
muscular disease, rheumatoid arthritis, spinal cord 
injury, fibromyalgia on a recently developed ques-
tionnaire; Impact on Participation and Autonomy 
(IPA). More over emotional distress was found to be 
the most important contributing factor to the restric-
tion faced by the participants. However, the major 
limitation of the study was the low response rate 
that may have directly affected the results and a 
lack of the controls may have induced a bias 
factor. However, multidimensional approaches such 
as the enabling approach may contribute to 
increase the QOL by decreasing the anxiety, 
depression and stress faced by the disabled.

Literature reports professionals as being an ‘agent’ 
where responsibility lies on the agent to provide the 
consumer (patient) the desired treatment50.

A new approach has been placed by the research-
ers known as evidence based patient-choice 
(EBPC) approach where evidence-informed 
choice and shared decision making are both 
appreciated51. Therefore, the evidence based 
information is being provided to the patients in 
order to facilitate the abilities of the clients in 
making decisions. However, mutual respect, hones-

ty, trust may be considered as significant to 
promote the EBPC as well as the communication 
skills in the physiotherapist. Although the researchers 
appreciates EBPC as an enabling approach to 
enhance the participation of the disabled yet more 
research is required to implement into practice52.

However, different modernized technologies are 
being used by the researcher to provide comfort 
and feasibility to the disabled hence to encourage 
in decision making and planning goals with the 
practitioners. However, telemedicine, has been a 
new approach towards enablement by empower-
ing the patient to convey the desires to the health 
care professionals however telemedicine may be 
considered a way to generate a positive excite-
ment and enthusiasm to participate in the commu-
nity however, researchers reported a optimistic 
approach as patients often find video interviews 
less life threatening then face to face interviewing. 
Although, professional anxiety and discomfort has 
been reported. Also, Tele-consultants may be found 
to be at risk of privacy and assessment especially 
with the long term neurological disorders leading to 
dissatisfaction for the professional. Moreover, 
telemedicine may be inappropriate with the 
disabled children where environmental modifica-
tion and adaptation may be considered as most 
significant to increase the participation in the com-
munity. However, appropriate footwear, lowering 
the bed, widening the doors to allow the wheel 
chair access and many other factors may contrib-
ute to increase the participation of the children in 
the community. However the participation may 
also be improved by reducing the cognitive skills44. 
Recently the development of novel assistive tech-
nologies devices such as Assistive Technology for 
Cognition (ATC) has shown remarkable results in 
improving the participation of the disabled by 
improving the functional activities such as visual, 
auditory and language. Moreover, ATC may assist 
the patients to work independently as well as help 
to return to work since disability is considered as a 
significant barrier to work. Moreover, dairies, calen-
dars and pocket coaches may be used to enhance 
the participation as by providing independence to 
perform the activities of the daily living. However, 
the home-based rehabilitation programs may also 
be significant in provide optimal independence, 
teaching the problem-solving skills, building confi-
dence and preparing for the life that is the external 
environment.

CONCLUSION

The more enabling approach may be a new begin-
ning in the field of rehabilitation by enhancing 
participation, increasing power, individuality and 
confidence among the disabled. Physiotherapist 
and other health care professionals are aiming to 
restore the normal functions in the society, increas-
ing the decision-making and providing greater 

satisfaction, despite of the persistent sequelae of 
illness, such as impairments and disabilities. Howev-
er, NHS has played a vital role in promoting the 
enabling approach by providing the information 
through internet and even and recruiting the 
people to teach self-management program in the 
language as feasible to the patients. The informa-
tion gained through internet, as eHealth programs 
are considered quickest, latest and the most appro-
priate information. Moreover, the information 
attained has enabled the patients to be self-es-
teemed and has increased the power of making 
decisions. Moreover, new and modernized strate-
gies are used by the professionals such as telemedi-
cine, modification of the external environment and 
ATC to promote the participation of the disabled in 
the society. Although a number of challenges may 
be faced by the health care professionals in main-
taining the enabling approach especially in the 
rural and deprived area where the access to the 
services are limited (Mercer et al., 2007). Yet the 
practitioners may cope up with the barriers faced 
and especially by considering the psychosocial 
perspectives of the client and taking keen interest in 
promoting the EBPC and ultimately focusing on the 
enablement of the disabled.
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