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a need for greater focus on this area.
SIGN 150 reviewed the evidence
available for a number of weight loss
programmes and concluded that there
was sufficient positive evidence to
suggest that referral to them should be
considered for patients requiring
assistance.

MEDICATION MANAGEMENT
Patients with CHD invariably have
polypharmacy and often drugs are
prescribed which need to be titrated
after discharge. As a rule the onus for
this falls on primary care so it is
important that the hospital team informs
the GP. Cardiac rehabilitation staff are
ideally placed to identify instances
where this has not happened and will
contact the GP to request dose
adjustment. 

There is also a growth in non-medical
prescribing and the close proximity of
cardiac rehabilitation staff to heart failure
nurses who commonly prescribe and
titrate drugs has led to some cardiac
rehabilitation teams taking on a
prescribing role. SIGN 150 contains a
recommendation that non-medical
prescribing should be considered within
a cardiac rehabilitation setting on the
basis that it is safe and effective.

Medication concordance remains an
issue with studies showing that many
patients stop taking their medication or
take it inconsistently. Adherence rates
average around 50%.16 A review of the
evidence suggests that some benefit
may be obtained from motivational
interviewing and behavioural support to
address understanding of medication
and associated misconceptions and
tackle practical barriers around »

RR 0.75 (95% CI: 0.62-0.92) and heart
failure specific hospitalisation (12 trials,
1,036 patients) RR 0.61 (95% CI: 0.46-0.80).
Exercise also resulted in a clinically
important improvement in quality of life
score on the Minnesota Living with
Heart Failure questionnaire (13 trials,
1,270 patients) mean difference: -5.8
points (95% CI: -9.2 to -2.4). 

The BACPR recommends that cardiac
rehabilitation should be twice weekly for
a minimum of eight weeks. The latest
Cochrane review undertook a univariate
meta-analysis which found that the
positive outcomes of exercise-based
cardiac rehabilitation were independent
of any of the factors studied including
dose of exercise, patient diagnosis, and
location of exercise.12 These findings
open the door to greater flexibility in
provision of cardiac rehabilitation and
potentially a more balanced approach
to intervention across the three major
lifestyle risk factors.

While it is reasonable to assume that
all cardiac rehabilitation teams will
include either a physiotherapist or
exercise specialist who is responsible for
prescribing and supervising the exercise
component, only half the programmes
in the UK have input from a dietitian4

while the remainder rely on other health
professionals delivering healthy eating
advice. There is evidence from individual
trials that adherence to that advice can
be enhanced by behavioural
approaches including continuing
contact, contracts with the patient, and
the use of educational and nutritional
tools,15 but there is no national audit data
to show whether this level of support is
routinely available within cardiac
rehabilitation programmes. 

Most programmes will have an
educational session on healthy eating
either on its own or as part of a lifestyle
talk. Given the increasing emphasis on
diet as a risk factor, the relative
complexity of the advice involved, and
the behavioural challenge faced, it is
likely that this will be a growth area for
cardiac rehabilitation with greater
emphasis on behavioural support such
as food labelling and purchasing and
meal preparation. 

There is national audit data regarding
weight management, and perhaps not
surprisingly this shows that 30% of
patients entering cardiac rehabilitation
have a BMI >30 and that this changes
little during attendance. It is unclear why
cardiac rehabilitation has not had more
success in helping patients to lose
weight. Weight gain associated with
smoking cessation has been offered as a
possible explanation, but clearly there is

Table 1 

Stepped care model for the management of depression3

Step
1

2

3

4

Focus of the intervention
All known and suspected presentations
of depression

Persistent subthreshold depressive
symptoms; mild to moderate depression

Persistent subthreshold depressive
symptoms or mild to moderate
depression with inadequate response to
initial interventions; moderate and severe
depression

Severe and complex depression; risk to
life; severe self-neglect

Nature of the intervention
Assessment, support, psychoeducation, active
monitoring and referral for further assessment
and interventions

Low intensity psychosocial interventions and
referral for further assessment and interventions

High intensity psychological interventions,
combined treatments and referral for further
assessment and interventions

High intensity psychological interventions, crisis
service, combined treatments, multiprofessional
and inpatient care

simplifying regimens and addressing
side effects.16 Cardiac rehabilitation
programmes usually include a
presentation on cardiac medication
aimed at improving knowledge in the
expectation that this will improve
concordance.

PSYCHOSOCIAL HEALTH
Anxiety and depression are common
among cardiac patients the latter
estimated to affect 30% of these
patients.17 Health-related anxiety is a
normal consequence of a serious illness
and while worthy of monitoring, may be
expected to improve with the
adjustment process during the course of
cardiac rehabilitation. Rehabilitation
teams routinely monitor mood during
cardiac rehabilitation and while very few
teams include a psychologist, staff often
have specialist training and skills to
provide low intensity psychological
interventions to support adjustment or
low mood, and access to psychologists
or psychiatrists where higher intensity
interventions are required. A matched
stepped care model for monitoring
symptoms of depression and delivering
psychological therapies accordingly is
recommended,see table 1, above.3

Cognitive behaviour therapy is the
psychological intervention of choice for
anxiety and depression.18 For these
patients the interventions may be
delivered on an individual basis or
through targeted groups within the
cardiac rehabilitation programme.

RETURN TO WORK
Getting back to work is a key goal for
many patients attending cardiac
rehabilitation. Only around a third of


