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period 2014-18.12 In 2014, a total of
134,525 patients were eligible for a CPRP
because of an IHD diagnosis/procedure
and 60,140 patients started their
programme (45% uptake). In 2018, the
eligible IHD population was similar in
number (134,191) with an uptake of 50%,
a fall of 1% from a peak of 51% in 2017.
Overall, of those patients who
commenced a CPRP in 2018, 76%
completed the programme, a statistic
which is comparable with the retention of
participants in well organised clinical trials.

However, the situation for patients with
heart failure is far less encouraging.
According to the  National Institute for
Cardiovascular Outcomes Research
(NICOR) National Heart Failure Audit,13
in 2017/2018, the total number of patients
admitted to hospital with a primary
diagnosis of heart failure was just under
90,000 and although it is unclear how
the numbers were derived, 26,517 should
have been referred for CR. 

Only 4,114 patients were actually
referred and almost all of these took up
the offer of a programme. This uptake
rate of 16% is a significant overestimate
since the actual number of eligible 
heart failure patients also includes 
non-hospitalised individuals with a new
diagnosis of heart failure.

Despite the persuasive evidence base
and the overwhelming cost-efficacy
profile,14 only a minority of eligible IHD
patients access and complete a CPRP
(38%) and most patients with a heart
failure diagnosis are not even referred. 

The reasons for this dichotomy are
complex and only partially understood,
but include: perceived unimportance
from the patient’s perspective;
deficiencies in process (inefficient
identification, referral and call/recall
mechanisms); lack of flexibility »

programmes have the resources to
deliver such an annual review. 

In accordance with the BACPR
standards and core components 2017,10
CPRPs are expected to register with the
NACR and submit a full data set for all
registered patients. The NACR is one of
the most comprehensive national audits
of CR in the world and is currently funded
by the British Heart Foundation. 

The NACR publishes its main report
(Quality and Outcomes) on an annual
basis and since 2018 has automatically
assessed each programme against a
predefined set of key performance
indicators (KPIs). Only those CPRPs
which successfully meet all seven KPIs
can be approved as BACPR/NACR fully
certified programmes – a system which is
designed to ensure that the evidence
base is properly implemented and that
service quality is assured.11

On the basis of the most recent NACR
report,12 of  229 CPRPs submitting data
across England, Wales and Northern
Ireland, only 46 programmes (20%) are
fully certified while the vast majority
(40%) meet between four and six of the
KPIs. (Unfortunately, information from
programmes based in Scotland has been
unavailable for a number of years
because of data transference restrictions.)
The certification process was launched 
in 2015 and has taken time to embed.
Before assessment became automatic in
2018, programmes could voluntarily
request the BACPR/NACR to assess their
application. 

REFERRAL AND UPTAKE
Table 1, above, shows the trend in CR
uptake among patients with ischaemic
heart disease (IHD) over the five-year

‘Only a minority of
eligible IHD patients
access and
complete a CPRP ...

... and most heart
failure patients are
not even referred’

Table 1

Trends in cardiac rehabilitation uptake in England, Wales and Northern
Ireland following MI and/or a revascularisation procedure12

MI
MI + PCI
PCI
CABG
TOTAL

MI = myocardial infarction  PCI = percutaneous coronary intervention CABG = coronary artery bypass graft

2014

33%
53%
40%
80%
45%

2015

38%
54%
40%
59%
47%

2016

39%
58%
45%
60%
50%

2017

37%
59%
51%
65%
51%

2018

33%
57%
49%
71%
50%
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Cardiac rehabilitation is a combination of medical 
and behavioural interventions designed to facilitate recovery
and prevent future cardiovascular disease (CVD) events. 
An effective cardiovascular prevention and rehabilitation
programme (CPRP) can be defined as: The delivery of a
coordinated sum of activities which favourably influences
the underlying cause(s) of CVD, as well as the provision of
optimum physical, mental and social conditions to enable
patients to take control of their condition, restore function
and adopt healthy lifestyle behaviours.

A CPRP is a critical element within the management 
pathway for most patients with heart disease and has a
particularly strong evidence base for those with either
symptomatic atherothrombotic vascular disease or heart
failure. Following acute myocardial infarction (MI) and/or
coronary revascularisation, attending and completing a
CPRP is associated with an absolute risk reduction in
cardiovascular mortality from 10.4% to 7.6%, when compared
with not undergoing a CPRP, with a number needed to treat
(NNT) of 37. In addition, there is a significant reduction in
acute hospital admissions (from 30.7% to 26.1%, NNT 22).
Cardiac rehabilitation does not reduce total mortality in
heart failure but does result in a 25% relative risk
reduction in overall hospital admissions and a 39%
reduction (NNT 18) in acute heart failure related episodes.

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. Once the programme has been
completed, patients must be offered appropriate 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.

Despite the persuasive evidence base and the overwhelming 
cost-efficacy profile, only a minority (38%) of eligible IHD
patients access and complete a CPRP and most patients
with a heart failure diagnosis are not even referred. The
pathway to prevention should start from the moment an
IHD patient enters the hospital, either as an emergency
or for a planned procedure. All cardiology staff should
be aware of the critical messages to convey when it
comes to the key aspects of CVD prevention and should
highlight the merits of cardiac rehabilitation. 

GPs are ideally placed to explain the benefits of attending 
and completing a CPRP to their patients. They can play a key
roleas community-based champions for CR and provide
encouragement, referral details and re-referral opportunities
for all eligible patients. GPs should always ask patients
with a new diagnosis of either HF or IHD if they have
attended, or been contacted by, a CPRP. GPs should be
familiar with referral and eligibility criteria for their local
CPRP and have direct access to the referral pathway.


