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Secondary prevention (SP) measures include
lifestyle and pharmacologic interventions and
are integral to the care of patients with coro-
nary heart disease (CHD) (Smith et al., 2006).
Detailed SP recommendations are included in
multiple CHD treatment guidelines, including
acute myocardial infarction (AMI) (Antman
et al., 2008), percutaneous interventions (PCI)
(King et al., 2008), coronary artery bypass sur-
gery (CABG) (Eagle et al., 2004), and chronic
angina (Fraker & Fihn, 2007).

Translating guidelines into clinical practice
is challenging (Mehta et al., 2002; LaBresh,
Ellrodt, Gliklich, Liljestrand, & Peto, 2004;
Tricoci, Peterson, & Roe, 2006). Focused qual-
ity improvement (QI) strategies, such as the
American Heart Association’s (AHA) ‘‘Get
with the Guidelines’’ program (LaBresh et al.,
2004), are available to aid implementation of
post-AMI treatment recommendations before
hospital discharge and have improved pro-
cesses of care (Mehta et al., 2002; LaBresh
et al., 2004; Tricoci et al., 2006). To date, only
a few QI projects have targeted the transition
period between hospitalization and outpatient
care (Newby et al., 2006). Therapeutic guide-
lines are only effective if the patient hears,
understands, and follows the recommenda-
tions that are known to improve outcomes
after hospital discharge. Although hospitaliza-
tion for AMI presents a ‘‘teachable moment’’
for providers to teach about the diagnosis and
giving SP instructions, little is known about the
patients’ understanding of their condition or
the retention of information following hospital
discharge. Our overall goal was to identify op-
portunities for improvement in providing SP
discharge instructions for patients hospitalized
with AMI. The two specific aims of this study
were (1) to determine medical record docu-
mentation rates of SP instructions, and (2) to
explore patients’ understanding of their med-
ical diagnosis and recall of SP discharge
instructions provided during their AMI hospi-
talization.

Methods
Telephone surveys and hospital medical record
reviews were conducted (March 2006–February

2007) among patients discharged with an AMI
diagnosis from an academic medical center.
Criteria similar to those of the National Regis-
try of Myocardial Infarction (Rogers et al.,
2000) were used to identify patients who were
admitted to the hospital with suggestive signs
and symptoms of AMI, had a discharge diag-
nosis code of 410.X1 (International Classification
of Diseases, Ninth Revision), and at least one of
the following clinical criteria: electrocardio-
graphic evidence of AMI or increased level of
troponin I (41.5 ng/mL). Only patients dis-
charged to home (vs. discharged to a nursing
home or skilled nursing facilities) were consid-
ered eligible. The study was approved by the
academic medical center’s Institutional Review
Board.

Telephone contacts were attempted among
348 eligible patients within 60 days following
hospital discharge. If multiple admissions with
AMI occurred per patient during the study
period, only the index admission data were in-
cluded. A total of 159 (46%) patients com-
pleted the telephone interview. Reasons for not
completing the interview were unable to con-
tact within 60 days postdischarge (n 5 94),
disconnected phones (n 5 23), too ill or ques-
tionable cognition (n 5 24), deceased (n 5 19),
other/unknown (n 5 12), and patient declined
(n 5 17).

Based on literature review and clinical expe-
rience, the investigator-developed questionnaire
was pilot tested for clarity and feasibility with pa-
tients with a history of CHD and cardiovascular
health professionals. The questionnaire included
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(1) demographic information and perceived
general health, (2) medical information recalled
(reason for hospitalization, heart procedures,
and risk factors), (3) discharge instructions
(diet, physical activity, smoking cessation, cardiac
rehabilitation [CR], and follow-up physician
appointment), and (4) listing medications. Each
interview took approximately 10–15 min (mean,
12� 5 min). All interviews were conducted by a
trained interviewer. Medical record documenta-
tion provided information on diagnosis, cardi-
ovascular procedures, risk factors, SP discharge
instructions, and medications.

Microsoft Excel 2003 (Microsoft, Redmond,
WA) and SPSS 11.5 (SPSS Inc., Chicago, IL)
were used for data analyses. Frequency of cat-
egorical responses was described as proportions;
continuous variables were presented as means
and standard deviations. Most questions were
structured to obtain a definitive answer (e.g., Do
you recall the name of your heart condition
from your most recent hospital stay?) and cat-
egorized as ‘‘no,’’ ‘‘yes,’’ or ‘‘don’t know or
unsure.’’ If the response was ‘‘yes,’’ respondents
were asked to recall the information for that
specific question. If the patient responded ei-
ther ‘‘heart attack’’ or ‘‘myocardial infarction’’
for the name of their condition, a correct re-
sponse was recorded and alternate responses
were also listed. Responses of ‘‘no’’ and ‘‘don’t
know or unsure’’ were classified as a single cat-
egory. Multivariable logistic regression analyses
determined whether age, gender, race/ethnic-
ity, or having a cardiovascular interventional
procedure were independently associated with
patients’ recall of their diagnosis. Separate mul-
tivariable logistic regression models for each
CHD risk factor were used to determine if
age, gender, or race/ethnicity were associated

with individuals’ naming each of these risk fac-
tors as a contributing cause for their heart
condition.

Results
Table 1 compares baseline demographic
characteristics between responders and non-
responders. More nonrespondents were dis-
charged from noncardiology services. The
mean time from hospital discharge to tele-
phone interview among responders was 40.5
(�11.5) days. Table 2 describes the frequency
of responses when asked, ‘‘Do you recall the
name of your heart condition from your most
recent hospital stay?’’ Less than half (41%)
independently recalled heart attack or AMI
and 19% were unable to provide a specific

Table 1. Comparison of Baseline Characteristics between Responders and
Nonresponders to the Telephone Interview Following Hospital
Discharge with an Acute Myocardial Infarction

Respondents
(n 5 159)

Nonrespondents
(n 5 189) p-value

Gender: women, n (%) 59 (37) 82 (43) NS
Ethnicity: non-White, n (%) 36 (23) 63 (33) NS
Discharge service .02

Cardiology 129 (81) 150 (79)
Cardiovascular surgery 21 (13) 14 (7)
Other service 9 (6) 25 (13)

Age(years), mean (SD) 61.7 ( � 12.7) 61.2 ( � 14.1) NS
# Days hospitalized, mean (SD) 4.3 ( � 3.9) 5.1 (6.7) NS

Table 2. Frequency of Patient Recall
of Name of Heart Condition
During Hospitalization

Do you recall the name of your
heart condition from your most recent
hospital stay?

n (%
yes)

Heart attack or myocardial infarction 65 (41)
Blocked artery 42 (26)
Heart disease, other 12 (8)
Heart failure 8 (5)
Chest pain 2 (1)
Unsure/no recall 30 (19)

The specific interview question was ‘‘Do you recall
the name of your heart condition from your most
recent hospital stay?’’

The spontaneous, nonprompted responses were
tabulated in frequency counts. The number of
respondents is n 5 159.
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name for their heart event. However, when a
separate question was asked, ‘‘Did you have any
heart procedures during this hospital stay?’’
140 (88%) responded yes. When asked to
name the procedure, the information recalled
was congruent with medical record documen-
tation for both CABG (100%) and PCI (99%).

Two separate questions were asked about
CHD risk factors (Figure 1). When asked, ‘‘Do
you know of your risk factors or conditions that
may contribute to your heart problem,’’ few
patients were able to independently identify
personal risk factors that may have contributed
to their heart condition. Among those who did
not name a specific risk factor, we asked ‘‘has
anyone (e.g., a health professional) ever told
you that you have . . .?’’ for each of the major
risk factors. A larger proportion (compared
with the responders from the first, unprompt-
ed question) responded positively. The
prevalence of each risk factor varied. Thus
the denominator of the proportion differed
between risk factors, preventing us from for-
mally assessing whether risk factors were
recalled differentially. Only seven patients re-
ported having all major risk factors. Among
them, diabetes was most likely and physical

activity least likely to be reported without
prompting, but power was too low to demon-
strate the difference statistically.

In multivariable logistic regression models
(Table 3), gender was the only variable signifi-
cantly associated with independent recall of
AMI or ‘‘heart attack.’’ Women were more
likely than men (49% vs 36%) to correctly
name the diagnosis. Compared with younger
individuals, older patients were less likely to
name smoking as a contributing risk factor. Al-
though not statistically significant, we observed
a similar trend of older age being associated
with lower likelihood of recognizing other con-
ditions as risk factors for the heart event.

Table 4 shows the concordance between
medical record documentation and patients’
recall of SP instructions and compares overall
documentation and patient recall. Congruency
between documentation and patient recall
ranged from 53% to 90%. Figure 2 illustrates
patient responses to questions regarding CR
participation. Only 40% were currently en-
rolled or intending to enroll in CR. Varied
reasons were given for not enrolling in CR,
such as uninterested, unaware of CR, logistical
barriers, and medical concerns.
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Diabetes Tobacco use
(ever)

Abnormal
Chol
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46%
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27%
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14% 10%

n=50 n=105 n=111 n=113 n=65 n=29

Figure 1. The Proportion of Patients Identifying a Risk Factor as a Contributing
Cause to their Heart Condition

The specific interview questions concerning risk factors were (1) ‘‘Do you know of your risk factors or conditions
that may contribute to your heart problem?’’ (no prompt for risk factors was given by interviewer for risk factors).
(2) ‘‘Has anyone ever told you that you have . . .?’’(each risk factor not previously mentioned by the patient in
response to the first question was named by the interviewer).
The proportions indicate the number of patients who identified a risk factor independently (question #1) divided by
the sum of patients responding positively for questions #1 and #2 and displayed as the ‘‘n’’ for each risk factor
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No significant differences were observed be-
tween medical record documentation of SP
discharge medications and patients reporting
these medications at the time of the interview
(Table 5). When asked, ‘‘Did you fill all of your
new prescriptions?’’ 147 (95%) responded yes.
Among the eight who did not fill their pre-
scriptions, seven cited financial reasons, and
one respondent did not think he needed the
medications. The majority (98%) reported that
they took the medications as prescribed.

Discussion
SP therapies are integral to healthcare quality
among patients with AMI (Antman et al., 2008;
Smith et al., 2006). However, little is known
about how much patients understand about
their condition or the information they recall
after being discharged home after an AMI. We
found that many patients were unable to accu-
rately name their diagnosis or associate their
risk factors as a contributing cause, even if they
acknowledged having a particular risk factor.

Table 4. Proportions of Congruency between Medical Record (MR) Documentation
and Patient Recall of Receiving Instructions and Comparing the
Proportional Differences between Overall MR Documentation and
Patient Recall of the Instructions

Discharge Instructions Congruent Noncongruent
MR

Documentation
Patient
Recall p-value

Diet (n 5 156) 93 (60) 63 (40) 119 (76) 98 (63) o.05
Physical activity (n 5 156) 94 (60) 62 (40) 106 (68) 104 (67) NS
Smoking cessation (n 5 62)a 33 (53) 29 (47) 39 (62) 36 (57) NS
Cardiac rehabilitation (n 5 158) 109 (69) 49 (31) 67 (42) 86 (54) o.05
Clinic appointment (n 5 157) 141 (90) 16 (10) 149 (95) 148 (94) NS

Some MR documentation on discharge variables were missing due to no discharge summary available or pt
signing out AMA and not able to verify information from other documentation sources during hospital stay. Only
data with both recall and medical record documentation were included in this table.

aAlthough nonsmokers may have received information, they were not included in these analyses. Only current
and recent (quit o1 year) self-reported smokers were included where smoking cessation counselling was
deemed appropriate.

0% 10% 20% 30%

MD- not needed

Medical/too ill

Distance/Transportation

Not Aware of CR

Other/unknown

Not interested

n=156

Currently or planning
to enroll in CR

n=63

Not planning to
enroll in CR

n=63 

Not sure/unknown
n=30

20%

40%

40%

Proportion of reasons given for not
enrolling or planning to enroll in CR

n=86

Figure 2. Cardiac Rehabilitation (CR) Enrollment Rate and Reasons Given for
Those Not Enrolling in CR
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We also found that documentation rates of
important SP discharge instructions were sub-
optimal, but patient recall of SP advice was
even lower than what was documented for
many of the lifestyle recommendations.

Because AMI is a serious cardiac event, we
were surprised to find that less than half of re-
spondents were able to correctly name their
diagnosis. Although some patients described
their heart condition in general terms like
‘‘blocked artery’’ or ‘‘heart disease,’’ a sub-
stantial proportion was unable to recall any
specific term to describe the reason for their
hospitalization. This raises concern that pa-
tients may underestimate the seriousness of the
cardiac event (i.e., do not understand that
heart damage occurred) and may underesti-
mate their risk for future events. Another study
(Makaryus & Friedman, 2005) that examined
patients’ understanding of treatment plans and
diagnosis at discharge also reported that less
than half were able to name their diagnoses.
Although not limited to a cardiac population,
this study underscored the problem of patients’
low awareness about their condition that may
interfere with their ability to comply fully with
discharge treatment plans. Similarly, Flacker,
Park, & Sims (2007) reported that many older
patients recall their hospitalization in general
terms (problems related to heart, kidney, etc.),
but 10% were unable to explain why they had
been hospitalized.

Women in our study were more likely than
men to independently recall their AMI diag-
nosis. Similar gender differences were found in

a large, multicenter study (Dracup et al., 2008)
that assessed CHD patients’ level of knowledge
about heart disease and perceived risk factors
for a future AMI. Higher knowledge scores
were significantly related to female sex, young-
er age, higher education, and CR participation
(Dracup et al., 2008). Women were also more
likely than men to perceive their future AMI
risk as moderate to high. Awareness of heart
disease as the leading cause of death among
women has nearly doubled in the last decade
according to a nationally representative survey
of women (Mosca et al., 2006), at least in part
due to national campaigns such as the AHA’s
‘‘Go Red’’ and the National Heart, Lung, and
Blood Institute’s ‘‘Heart Truth’’ programs.
However, a less optimistic report about pa-
tients with established CHD cited that women
still received less aggressive SP therapies than
men (Cho, Hoogwerf, Huang, Brennan, & Ha-
zen, 2008).

Not surprisingly, we found that AMI patients,
who also had invasive interventions (CABG or
PCI), readily recalled these procedures. The
emergency atmosphere that surrounds a pa-
tient undergoing an invasive procedure will
most likely leave a more lasting impression of
the importance of this treatment than any ex-
planation of the underlying problem and
patients with interventional procedures have
tangible reminders of their hospital experi-
ences like an obvious surgical scar and or
detailed photographs or graphical illustrations
of how the invasive intervention ‘‘fixed’’
the immediate problem. However, recent data

Table 5. Proportions of Congruency/Noncongruency between Medical Record (MR)
Documentation of Discharge Medications and Patients’ Reporting the
Medications during the Interview and Comparing the Proportional Differences
between Overall MR Documentation and Patient Reporting the Medication

Secondary Prevention Medication Congruent
Non-

Congruent
MR

Documentation
Patient

Reported p-Value

Aspirin (n 5 146) 124 (85) 22 (15) 134 (92) 122 (84) NS
b-blocker (n 5 143) 129 (90) 14 (10) 123 (86) 117 (82) NS
ACE-I or ARB (n 5 144) 115 (80) 29 (20) 105 (73) 92 (64) NS
Statin (n 5 145) 121 (83) 24 (17) 118 (81) 112 (77) NS
Other lipid lowering medicines

(n 5 144)
137 (95) 7 (5) 17 (12) 14 (10) NS

Clopidogrel (n 5 144) 129 (90) 15 (10) 119 (79) 110 (73) NS

Some MR documentation on discharge variables were missing due to no discharge summary available or pt
signing out AMA and not able to verify information from other documentation sources during hospital stay. Only
data with both recall and medical record documentation were included in this table.

ACE-I, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker.
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suggest that patients may feel less vulnerable to
future AMI after surgical revascularization
(Dracup et al., 2008). More effective commu-
nication methods are clearly needed to help
patients with AMI understand that heart dam-
age has occurred, that they continue to be at
risk, and that risk factor management is essen-
tial in their treatment plan and not merely
ancillary or superfluous to the invasive treat-
ment strategies applied in the acute setting.

One of the most striking findings in our
study is that patients may be aware of their risk
factors, but do not appear to link these condi-
tions with their cardiac event. This apparent
disconnect may help explain poor adherence
to lifestyle recommendations and pharmaco-
logic therapy after a cardiac event and deserves
further exploration. While the gap between ac-
knowledging a condition and attributing risk to
this condition was noted for all risk factors, the
gap was especially evident with the lifestyle risk
factors of physical inactivity and obesity. The
link between obesity and physical inactivity to
adverse health outcomes is often underesti-
mated by clinicians and patients alike and may
contribute to underutilization and poor adher-
ence to important lifestyle interventions.

A comprehensive review (Scott & Thomp-
son, 2003) assessed the information needs of
post AMI patients and suggested that top pa-
tient priorities included information on risk
factors and practical information pertinent to
survival. However, our findings indicate that
communication efforts need to go beyond risk
factor education. Patients may be more moti-
vated to adhere to SP therapies if they better
understand that controlling their risk factors is
not merely designed to improve these risk fac-
tors, but that risk-reduction therapies are
treating their underlying heart condition.

We were interested in exploring two aspects
of healthcare quality that may affect patient
outcomes: (1) documentation of SP perfor-
mance measures, and (2) patients’ ability to
recall SP information. Documenting process/
performance measures known to improve pa-
tient outcomes is becoming increasingly
important as a tool to assess healthcare qual-
ity (Centers for Medicare and Medicaid
Services, 2008; Glickman et al., 2007; Jah
et al., 2005; Spertus, Eagle, Krumholz, Mitch-
ell, & Normand, 2005). Despite widely
disseminated CHD risk-reduction treatment
guidelines (Smith et al., 2006), a treatment
gap exists in actual clinical practice for deliv-

ering proven SP therapies (LaBresh et al.,
2004). For discharge SP medications, our doc-
umentation rates were higher than those from
a large, multicenter observational study com-
pleted in 2003 (Peterson et al., 2006): ASA
(both 92%), b-blocker (86%, vs. 84%), ACE
or ARB (73%, ACE only, 61%), statin (81%
vs. 76%), clopidogrel (79% vs. 54%), possibly
reflecting a secular trend of increasing accep-
tance of the benefits of these therapies, but this
was not formally evaluated in this study. In our
study, documentation of SP medications and
patients’ naming of these medications were al-
most identical. In contrast, investigators from
Canada reported that only 77% of AMI patients
filled their discharge prescriptions within 1
week and 82% within 120 days ( Jackevicius,
Ping, & Tu, 2008) and others have reported
that only 66% of patients continued their use
of aspirin, b-blockers, and statins within 1
month, while the remaining patients discon-
tinued one and often all of these medications
(Ho et al., 2006). Since our study was con-
ducted within 60 days following hospital
discharge, our findings may represent early
compliance to getting prescriptions filled.

Our findings for documentation of lifestyle
counseling were similar to a multicenter study
(Peterson et al., 2006) for diet counseling (76%
vs. 72%), smoking cessation counseling (68%
vs. 66%), and CR (both 42%). A study from
Europe (Rushford et al., 2007) assessed women
with cardiac disease two months following hos-
pitalization: recall of dietary information was
similar to our findings (over 60%), but recall of
smoking (76% vs. 62%) and physical activity
(76% vs. 68%) information was greater. Since
length of hospital stay was not reported, it is
unknown whether there was a longer period of
time for the provision of patient education that
may have favorably affected recall.

CR/SP (Balady et al., 2007) is an integral
component of care for patients with CHD and
an American College of Cardiology/American
Heart Association Class I recommendation
(useful and effective) for patients with AMI
(Antman et al., 2008). We observed a CR re-
ferral rate of 42%, comparable to a large
multicenter study of patients with acute coro-
nary syndromes (Peterson et al., 2006).
Performance measures for CR (Thomas et al.,
2007) are now available to help hospital set-
tings, office practices, and CR programs more
rapidly translate the clinical evidence into prac-
tice. However, CR referral is only the first step
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toward improving patient outcomes, since the
benefits are only achieved if patients enroll,
actively participate, and ultimately adhere to
the prescribed therapies. A recent study (Ma-
zzini, Stevens, Whalen, Ozonoff, & Balady,
2008) that evaluated the effect of an evi-
dence-based clinical pathway on referral and
enrollment into CR after AMI reported a 55%
referral rate, but only 19% of the patients on
the clinical pathway actually enrolled in CR. It
is obvious that more effective QI strategies are
needed to facilitate patient enrollment follow-
ing a physician referral.

Limitations
There are important limitations to this study. It
is descriptive in design, was conducted at a sin-
gle site, and included only patients who could
be reached by phone following their AMI dis-
charge. Although there were only minimal
differences in baseline characteristics between
responders and nonresponders, results may
not be representative of all AMI patients. Sec-
ond, patients may respond to an interviewer
with expected favorable answers, such as taking
prescribed medications. Finally, there are mul-
tiple other factors (literacy level, cognitive
status, education, socioeconomic status, etc.)
that were not assessed in this study, but may
affect patients’ ability to accurately recall in-
structions. Despite these limitations, we believe
this observational study has provided some new
and important information that has QI impli-
cations and will help guide future research on
provider–patient communication related to SP.

Implications for Quality Management and
Research
Effective provider–patient communication is
critical for patients to adopt and maintain CHD
risk-reduction recommendations. Document-
ing SP discharge instructions is necessary, yet
insufficient if patients have a poor understand-
ing about their underlying heart condition and
what they can do to reduce their risk of future
events by following SP treatment recommen-
dations. QI strategies are needed to improve
discharge teaching for patients with AMI. How-
ever, the complexity of acute-care settings, such
as short hospital stays and competing priorities
among health professionals, are real and fur-
ther complicated by patient factors, such as
anxiety, poor health literacy, or other distrac-
tions. These all may prevent patients from

absorbing important information during hos-
pitalization. While more research is needed to
determine what type and delivery mode of
teaching (e.g., face-to-face, reading materials,
audio/video) is most effective in the inpatient
setting, we believe that the biggest treatment
gap occurs at the point of transitioning the
care of patients with CHD from inpatient
to outpatient settings. We need to improve
utilization of existing resources such as CR/SP
programs and develop and test new tran-
sitioning approaches that go beyond these
structured settings.
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Objectives
By participating in this independent study offering,
the reader will be able to

1. Define major risk factors that contribute to the devel-
opment and progression of cardiovascular disease and
key secondary prevention measures important for risk
factor management.

2. Describe important findings in this article related
to patient recall following hospitalization with an
acute myocardial infarction in each of the following
areas: diagnosis, risk factors, and discharge instruc-
tions.

3. Discuss quality improvement and research implica-
tions related to discharge instruction for patients with
acute myocardial infarction.

Questions

1. Major risk factors for cardiovascular disease include all
of these:

a. Diabetes, hypertension, dyslipipidemia, obesity,
smoking, and stress.

b. Diabetes, hypertension, dyslipipidemia, hyper-
thyroidism, obesity, and smoking.

c. Diabetes, hypertension, dyslipidemia, obesity,
smoking, and physical inactivity.

d. Diabetes, hypertension, dyslipipidemia, obesity,
and smoking.

2. Risk factor management for patients with cardiovas-
cular disease include the following secondary preven-
tion therapies:

a. Coronary artery bypass surgery and percutaneous
interventions.

b. Lifestyle and pharmacological interventions.

c. Lifestyle interventions only.

d. Pharmacological interventions only.

3. During the telephone interview following hospital dis-
charge, the proportion of patients who spontaneously
named ‘‘heart attack’’ or ‘‘myocardial infarction’’ as
the reason for their hospitalization was:

a. 41%

b. 26%

c. 88%

d. 73%

4. The only significant factor that was associated with
patients correctly naming ‘‘heart attack’’ or ‘‘myocar-
dial infarction’’ as the reason for their hospitalization
was:

a. Men were more likely than women to correctly
name the diagnosis.

b. No significant factor was associated with correctly
naming the diagnosis.

c. Younger patients were more likely than older pa-
tients to correctly name the diagnosis

d. Women were more likely than men to correctly
name the diagnosis.

5. Which of the following statements about patients re-
call of risk factors was reported?

a. Most patients were able to accurately name their
risk factors.

b. Hypertension was the risk factor most freqeuntly
named.

c. Obesity was the risk factor least frequently named.

d. Few patients connected their risk factors as con-
tributing causes to their heart disease.

6. Significant differences were found between medical
record documentation and patient recall of receiving
discharge instructions for:

a. Smoking cessation and physical activity.

b. Diet and cardiac rehabililtation.

c. Diet and physical activity.

d. Cardiac rehabilitation and physical activity.

7. Significant differences were found between medical
record documentation and patients reporting second-
ary prevention medications during the telephone
interview for:

a. No differences were found between medical record
documentation and patients reporting the medica-
tions.

b. Beta blockers.

c. Statins.

d. Aspirin.

8. Cardiac rehabilitation referral is a performance mea-
sure for patients with acute myocardial infarction.
What was the cardiac rehabilitation referral rate in this
study?

a. 60%

b. 55%

c. 42%

d. 35%

9. The reason most frequently given by patients for
not enrolling or planning to enroll in cardiac reha-
bilitation was:

a. Transportation issues.

b. Not interested

c. Not aware of cardiac rehabilitation

d. Medical reasons

10. The findings in this study suggest priority research
and quality improvement initiative are needed to
address:

a. Provider-patient communication at the point of
transitional care from inpatient to outpatient set-
tings.

b. Poor medication adherence among patients with
acute myocardial infarction.

c. Gender differences in patient recall of secondary
prevention discharge instructions.

d. Social support for patients discharged with acute
myocardial infarction.
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