
• Electronic searches (October 2021) were conducted using

MEDLINE, EMBASE and EconLit via Ovid

Table 1: Inclusion criteria

• Pre-specified data extraction was based on the NHS

Economic Evaluation Database (NHS EED) handbook

• Studies were critically appraised using the Drummond

checklist and Consolidated Health Economic Evaluation

Reporting Standards (CHEERS) checklists7,8

• Results were summarised in  a narrative synthesis

• The protocol was registered on the PROSPERO database 

(CRD42021286252)

Figure 1: PRISMA diagram

• Cardiac rehabilitation (CR) is a supervised secondary

prevention program, consisting of exercise, health

education and psychological intervention1

• CR is recognised as cost-effective in reducing morbidity and

mortality following a cardiac event2

• Programs are traditionally centre-based (e.g., within a

hospital setting)

• Home-based alternatives (delivered remotely) are

increasingly used, particularly since the COVID-19

pandemic3
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Research questions: Are home-based CR interventions cost-

effective, compared to centre-based options? What is quality 

of the existing evidence?

Population 

The population offered CR in line with guidelines 

from the National Institute for Health and Care 

Excellence (NICE)4-6

Intervention 

Home-based interventions that were either 

participation in a CR programme or an intervention 

that maybe classed as an individual aspect of a 

comprehensive CR programme

Comparator 
Relevant comparator delivered in usual care (i.e., 

centre-based CR)

Study design 
Full economic evaluation (synthesising costs and 

benefits of two or more interventions)

gemma.shields@manchester.ac.uk 

References

Identified through database searching 

(n=2572)
Duplicates removed 

(n=707)

Records screened (n=1865)

Full-text articles screened (n=53)

Full-text articles 

excluded (n=44)
Number of studies included (n=9)

Records excluded 

(n=1182) 

Results Cont.

Results

Interventions

• Heterogeneous intervention designs
with a duration of 8 – 24 weeks

• Commonly including elements of
exercise training assisted by technology
(e.g., accelerometer or mobile phone),
virtual discussions with healthcare
providers and telephone communication

• Comparators were traditional centre-
based CR (in inpatient, outpatient or
community settings)

Population/sample

• Samples reflected the varied
populations that can access CR
services (most commonly coronary
artery disease, heart disease or failure
and myocardial infarction, amongst
others)

• Sample sizes ranging 53-773, mean
age 59-67 and samples were
predominantly male (up to 91%)

Measure of benefit/analysis type

• All studies were cost-utility analyses
using Quality-Adjusted Life-Years
(QALYs), with the EQ-5D as the most
common measure of health status (6/9)

• Within trial (8/9); model based using
single trial (1/9)

Costs and perspective

• The majority of studies (7/9) used a
healthcare system perspective, with a
minority (2/9) taking a societal
perspective

• A single study included productivity
costs and informal care costs. Exclusion
of productivity costs is often justified by
the age of samples

• Two studies included intervention costs
only

• Two studies included patient out-of-
pocket expenses

• The quality of reporting differed across studies, with no

publication reporting full details for all CHEERS items

• From the Drummond checklist, the overall methodological

quality of the identified publications appears to be good, as

most publications comply with most of the items from the

checklist

• Key limitations which may contribute to uncertainty and

limit the generalisability of findings include: heterogeneity in

the intervention delivery, a lack of information to reproduce

the comparator, a lack of long-term follow-up data and

limited sample sizes

Compared to traditional, centre-based CR:

• Over half of studies (5/9) found home-based CR was cost-

saving

• Two-thirds of studies (6/9) found home-based CR was 

health improving

• The majority of studies (7/9) found home-based CR was 

cost-effective

• Most studies concluded that home-based CR was cost-

effective

• Decision makers wishing to use this evidence will need to

consider whether the results can be generalised and

applied to their local setting

• Future research is needed to investigate patient

preferences for the different modes of CR delivery (home-

based, hybrid or centre-based)


