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mechanisms for successful delivery are
complex and challenging, and are
described in detail within the document,
but the essential elements of the six
principal standards include the following:
•Patients who are eligible for a CPRP
include those with proven athero-
thrombotic vascular disease (i.e. with
diagnoses such as MI, PVD, or who have
had procedures such as percutaneous
coronary intervention or coronary artery
bypass graft, and/or symptomatic heart
failure). Once identified as eligible, referral
to a local programme should be made
within three days
•The six core components of the CPRP
(see figure 1, p17) should be delivered 

by a qualified and competent
multidisciplinary team, led by a clinical
coordinator. Ideally the MDT should
include a dietitian; exercise specialist;
nurse specialist; occupational therapist;
pharmacist; physician with a special
interest in prevention and rehabilitation;
physiotherapist and a psychologist
•The CPRP should commence with an
initial assessment within ten days of
receipt of referral
•The CPRP should follow a defined
pathway of care which meets the
individual’s goals and is aligned with their
preferences and choices
•Programme completion is determined
by a final assessment of individual patient
needs and demonstration of sustainable
health outcomes
•Registration and submission of data to
the National Audit of Cardiac
Rehabilitation (NACR) and participation
in the National Certification Programme
is required for all CPRPs

For the majority of patients, their CPRP
begins at the point of initial assessment
(see figure 2, left). This includes a detailed
review of clinical, lifestyle and behavioural
factors and culminates in a personalised
pathway of care geared towards patient-
selected objectives. Patients should then
access a minimum of 16 sessions (usually
over an eight-week period) before
undertaking a final assessment to ensure
that goals have been achieved and
longer-term strategies developed.

Most CPRP sessions occur either
within hospital, or community-based
facilities and are delivered within groups
or individually depending on the nature
of the intervention. Home-based sessions
are becoming increasingly common
(which may or may not be supported by
the use of web-based/digital
applications) although some form of
contact/arms-length supervision from
the CPRP remains essential.

FOLLOW-UP 
Once the programme has been
completed, patients must be offered
strategies to maintain long-term healthy
behaviours. These may include further
semi-supervised and subsidised sessions
at local leisure centres, activities
organised by the voluntary sector and
local authority funded services. 

Finally, patients should be assessed 
12 months after completion of their
programme in order to identify any
relapses in lifestyle or medical risk factors
and to reaffirm the importance of healthy
behaviours. Unfortunately, although such
data would provide invaluable evidence
of CPRP efficacy and stimulate the need
for service improvement, very few

FIGURE 2
Standard 3 of the
2017 BACPR
Standards and Core
Components for
Cadiovascular
Prevention and
Rehabilitation. Initial
Patient Assessment10

STANDARD 3 
Early initial assessment of individual patient needs, 
which informs agreed personalised goals that are 

reviewed regularly 

� The initial assessment shall commence within 10 working days of receipt of referral

� The initial assessment is deemed complete when documentation of all the following has taken
place:

� Demographic information and social determinants of health;
� Medical history, current health status and symptoms, together with a review of any

relevant investigations;
� Lifestyle risk factors (exposure to tobacco, adherence to a cardioprotective diet, body

composition, physical activity status and exercise capacity);
� Psychosocial health (anxiety, depression, illness perception, social support, psychological

stress, sexual wellbeing and quality of life);
� Medical risk management (control of blood pressure, lipids and glucose, use of

cardioprotective therapies and adherence to pharmacotherapies)

� Additional parameters should be assessed on an individual basis and may include psychosocial
factors such as anger, hostility, substance misuse; occupational distress

� Even if the initial assessment cannot be completed in its entirety (e.g. exercise capacity
assessment temporarily contraindicated) this shall not delay the assessment of the remaining
elements or the commencement of a formal CPRP

� The initial assessment shall identify each individual�s needs, using validated measures that are 
culturally sensitive and also take account of associated co-morbidities

� The assessment shall identify any physical, psychological or behavioural issues that have the potential
to impact on the patient�s ability to make the desired lifestyle changes

� The assessment shall include formal risk stratification for exercise utilising all relevant patient
information (e.g. LVEF, history of arrhythmia, symptoms, functional capacity)

� The written care plan should include a defined pathway of care which meets the individual
patient needs and participation preferences & choices

� Patients shall receive on-going assessment throughout their CPRP and a regular review of their goals, 
with adjustments agreed and documented where required
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PROGRAMME STRUCTURE
The benefits of CR are now well
recognised. With an ever-expanding
pool of eligible patients, referral numbers
and patient complexity have increased
significantly over the past decade and
will continue to do so. CPRPs continue to
develop and strive to deliver an
intervention in accordance with the
standards/core components described
by the British Association for
Cardiovascular Prevention and
Rehabilitation (BACPR). The BACPR
standards and core components (see
figure 1, p17) were updated in 2017 and
reflect the current evidence base.10 As
with any behavioural intervention, the


