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We congratulate Brown et al. on their recent publication in Circulation regarding the 2024 update on the
core components of cardiac rehabilitation (CR) programs.” We praise the inclusion of the new core
component, "program quality," for its potential to enhance outcomes. Among the main challenges of CR,
low levels of enrollment and participation are highlighted in this Scientific Statement, and the “program
quality” component aims to address this issue.” We also emphasize that it specifically addresses
depression improvement as one of the key patient-level performance measures.’

Evidence suggests that enrollment and adherence problems are primarily driven by psychosocial factors.?
Our comments focus on depression and cognitive impairment (Cl) — two major issues in light of recent
evidence on the link between heart and brain."®

Depression is common in patients with cardiovascular diseases (CVDs)"® and has a significant negative
impact on their clinical outcomes." We fully support the 2024 update’s approach to assessing depression
through validated screening tools or interviews, as outlined in the core component “psychosocial

”1

management.”’ We would like to go further and argue that clinicians should start by asking simple open-
ended questions about the patient’s current mood and pleasure in things, the core features of depression.
Then, if one responds affirmatively to “Have you been feeling sad most of the time?” and “Have you lost
interest in activities that you usually find enjoyable during the past weeks?” (no more than the 2-item
version of the Patient Health Questionnaire by Spitzer et al.), there is a high likelihood of depression
warranting further assessment. In settings where resources are limited and multidisciplinary teams
scarce, such simple approaches integrated into everyday practice may be a step forward in identifying

depression, one of the noble goals of the 2024 update.

Regarding CI, evidence suggests a nonlinear increase in white matter hyperintensities in healthy
individuals without known CVDs as they age, with an inflection point around age 43, associated with
cognitive dysfunction.* These imaging findings are typically observed in older adults with cognitive
disorders and CVDs.** Therefore, it is unsurprising that up to 50% of patients in CR present cognitive
disorders.® These are largely attributable to the interplay between CVD and neurodegenerative processes,
resulting in a cycle of emotional distress, cognitive dysfunction, and disability.® Aging, and perhaps more



significantly Cl, represent major barriers to the success of CR programs.’?® We strongly endorse the 2024
update’s recommendation to evaluate cognitive function as part of the core component "patient
assessment”." This is crucial in addressing clinically significant CI — much underdiagnosed despite its
prevalence in patients with CVDs,?® particularly those undergoing CR.® Notably, feasible and valid cognitive
screenings are needed to overcome the pitfalls of using instruments less sensitive to cases of executive
dysfunction without major memory impairment. Brief tools like the Montreal Cognitive Assessment may
be useful for this purpose and can be administered by trained non-medical staff in the CR setting.>®

Overall, we commend the emphasis placed on addressing mental health and cognitive disorders in the
2024 update.’
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We appreciate the overall positive and supportive comments from Albuquerque and
colleagues on the 2024 American Heart Association and American Association of
Cardiovascular and Pulmonary Rehabilitation Scientific Statement updating the core
components of cardiac rehabilitation programs and for their recommendations offering specific

guidance for cardiac rehabilitation clinicians.

Use of the Patient Health Questionnaire-2 certainly is an appropriate approach to
efficiently identify those patients most likely to be experiencing depressive symptoms. Program
selection of the optimal validated screening tools are likely to be guided by local program and
institutional structures and policies. Depending on program implementation options and
resources, there may be situations when offering a more comprehensive initial screening is

more efficient for clinicians than offering a shorter screening and responding with follow-up



assessment when indicated. In line with Albuquerque and colleagues’ strong point, when
administering more extensive scales such as the Patient Health Questionnaire-8, clinicians are
encouraged to make note of patient responses on items assessing mood and anhedonia as part
of contextualizing other reported somatic and cognitive symptoms. For additional guidance
regarding selection of screening measures, programs are encouraged to consult with behavioral

health professionals and published recommendations.?

We also agree that cognitive impairment is highly prevalent in older adults with
cardiovascular disease, with broad implications in regard to the broad pathophysiology
associated with a cardiovascular disease event and the direct implications in regard to recovery
(health literacy, decision making, adherence). Failure to incorporate cognitive assessment into
cardiac rehabilitation management overlooks a key opportunity to incorporate appropriate
supports (e.g., family, community) as part of recovery and to also address cognition as part of
holistic cardiac rehabilitation care. Safety, goals of care, surveillance, and other basic aspects of
management often benefit from tailored approaches for patients with cognitive limitations,
especially if a patient’s self-care (executive capacities) and/or self-reporting (verbal capacities)
become less reliable. Risks of delirium and confusion are also important to consider. Similarly, it
is important to consider hearing and depression, as interactions between hearing, mood, and
cognition are common. In some instances, cognitive impairment may also be improved during
the course of cardiac rehabilitation, especially if steps to optimize cardiac output, stabilize
metabolism, reduce pain, and other clinical parameters are optimized. Cardiac rehab provides
opportunities to optimize blood pressure, promote goal-directed medical therapy, ensure
euvolemia, align management, deprescribe unnecessary meds (especially meds affecting brain
health), and optimize nutrition. All are particularly important as they are less likely to be
achieved in this compromised population. Cognitive impairment also is relevant in the

considerations of best cardiac rehabilitation delivery, as access to site-based facilities is likely to



be more difficult, but so too are options for remote strategies, particularly those relying on
technological adjuncts (e.g., relying on smartphone apps, wearables, or computers). Strategies
for high intensity exercise training may be less useful than more easily guided exercise training
regimens. Whereas the authors of the letter acknowledge the utility of the Montreal Cognitive
Assessment (MoCA) to assess cognition, even more easily administered tools like the Mini-Cog

can be effective as screening tools.
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