
programmes in the UK have occupational
therapists in the team4 so it falls to
others to address return to work issues.
Often the barrier to returning to work is
psychological and there is evidence that
addressing health beliefs relating to the
potential for returning to work, and the
dangers in so doing, can increase return
to work rates.19

For those whose work is physically
demanding, and particularly where
absence from work has been prolonged
or has involved cardiac surgery, there is
evidence that tailoring the exercise
component to mimic physical activity
involved in the workplace may increase
the likelihood of returning to work.20 

It is also important to ensure that
attendance at cardiac rehabilitation
does not delay returning to work.

TRANSITION TO LONG-TERM
MANAGEMENT
By the time they are discharged from
cardiac rehabilitation patients should
have a clear understanding of their
condition and have used the self-
management skills they have been
taught to achieve the initial goals they
set at assessment. However, in the
limited time afforded them they are
unlikely to have achieved all that they or
the team would wish but should possess
the skills to continue their rehabilitation
unsupported. Ultimately success in
maintaining lifestyle change will best be
measured at 12 months. Routine follow-
up within the practice provides an
opportunity to review progress with
secondary prevention goals but also to
ensure that progress is being maintained
in self-management and goal setting. 

Cardiac rehabilitation should not be
seen as a one-off opportunity for
support after an acute event, and should
the patient require further support 
then cardiac rehabilitation teams are
always happy to review the patient 
for additional input if required.
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Useful information 

For healthcare professionals
British Association for Cardiovascular
Prevention and Rehabilitation
www.bacpr.com/pages/default.asp 

For patients
Patient version of SIGN 150
www.sign.ac.uk/pat150-cardiac-
rehab.html
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While post-MI and surgical patients still make up the  
majority of patients attending cardiac rehabilitation, any
patient with heart disease may be referred. Data from
the National Audit of Cardiac Rehabilitation show that
50% of eligible MI, PCI, and CABG patients do attend
cardiac rehabilitation and that figure continues to rise,
but the rates for stable angina and heart failure remain
low. These patients are known to general practice and
improving referral pathways into cardiac rehabilitation
from GPs would seem an obvious way of improving
uptake among these groups. 

Cardiac rehabilitation programmes incorporate six core   
components: changing health behaviour and patient
education; lifestyle and risk factor management; medical
risk factor management; psychosocial health; long-term
strategies; and audit and evaluation. At the centre of the
process is patient education and changing health
behaviour while the overall aim is to provide the patient
with knowledge and strategies to help them self-manage
their long-term condition. 

At entry to cardiac rehabilitation, assessing the patient’s  
knowledge and understanding of their condition, and
treatment, while identifying any misconceptions which
could be barriers to progress is key. Understanding the
importance of titrating drugs and adherence to prescribed
medication is also crucial as is self-management. Cardiac
rehabilitation programmes usually include a presentation
on cardiac medication aimed at improving knowledge in
the expectation that this will improve concordance.
Lifestyle risk factors are discussed ensuring that equal
importance is placed on smoking cessation, exercise and diet. 

The majority of cardiac rehabilitation programmes 
follow a group format with patients attending for around
8-10 weeks. While a frequency of twice weekly was
previously recommended on the basis of supervised
exercise, there is an increasing trend to once weekly input.
There is evidence that programmes which have a basis in
psychoeducation (goal setting, self-monitoring, relapse
prevention) are more likely to achieve long-term
behaviour change than those based simply on delivering
a fixed agenda of exercise and education. A recent
Cochrane review of exercise-based cardiac rehabilitation
continues to show the benefit of exercise prescription in
terms of cardiovascular mortality, hospital readmission
rates, and quality of life. 

Anxiety and depression are common among cardiac
patients, the latter estimated to affect 30% of these patients.
Cognitive behaviour therapy is the psychological intervention
of choice for anxiety and depression. Cardiac rehabilitation
should not be seen as a one-off opportunity for support
after an acute event, and should the patient require
further support then cardiac rehabilitation teams are
happy to review the patient for additional input if required.

‘Often the barrier to
returning to work is
psychological and
there is evidence
that addressing
health beliefs 
can increase return
to work rates’


