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patients who are depressed, socially
isolated and those who smoke are also
less likely to attend.15

Inadequate funding (only around
50% of programmes have a dedicated
budget) means that programmes vary
in their quality and staffing levels and
many are underresourced limiting their
capacity.16 This has led to the practice
of only taking patients following MI or
cardiac surgery excluding patients
with angina even though they would
benefit as much.17 It does not help that
the CR service is often separate from
the acute cardiology service and rarely
has direct physician support.16

In an ideal world, patients should be
offered a choice as to which type of
programme they are referred to e.g.
hospital-based, community-based or a
home programme such as that
provided by The Heart Manual.
However, lack of funding usually
means that only one option is
available. 

A recent study showed that when
the choice of either a hospital or a
home-based programme was offered,
the NSF standard for patients being
offered CR post-MI was achieved.17

Where both hospital and community-
based programmes are available, the
community programme typically is for
those patients who are perceived at
lower risk (e.g. angina patients) with
often a heavy focus on exercise and
little in the way of secondary
prevention and risk factor
management.

There has been concern in the past
over exercise in those patients who are
perceived to be at high risk e.g. those
with LV dysfunction or prior to
revascularisation in the community.
Indeed the SIGN guidelines, published
in 2002, stated that such patients
should undertake exercise in a

WHICH PATIENTS WILL
BENEFIT?
The following patient groups have
been shown to benefit from CR
programmes:
• post-MI
• post-revascularisation (either
surgical or PCI)
• stable angina1

• heart failure10

• post-valve surgery, cardiac
transplantation or ICD insertion.

Patients should be offered cardiac
rehabilitation at the time of diagnosis,
e.g. in the rapid access chest pain clinic
for stable angina patients or in hospital
post MI/PCI/CABG (i.e. Phase I).
Patients typically enter the Phase III
programme 2 weeks post MI
(uncomplicated) or 4 weeks for CABG.

The National Service Framework for
Coronary Heart Disease
recommended, in 2000, that patients
should be offered CR after acute MI,
coronary artery bypass grafting and
percutaneous coronary intervention.11

The target was 85% of these groups to
be offered CR by 2002. Once this
target had been reached, the NSF
recommended that programmes
should be widened to include patients
with heart failure, angina, and other
conditions. The recent NICE guideline
on secondary prevention stated that
CR should be equally accessible to all
patients post-myocardial infarction.12

Despite these recommendations,
this life-saving treatment is still only
provided to a minority of cardiac
patients, around 30% in the UK,
although every hospital has access to
a programme.13 This is mainly due to
two factors: lack of uptake by patients
and inadequate provision of services.

Those patients less likely to take up
CR include women, the elderly and
ethnic minorities.14 Furthermore,

THE PRIMARY CARE TEAM
It is imperative that CR programmes have
strong links with the primary care team. 

GPs already have their own effective
initiatives to improve lifestyle and
reduce risk factors, such as smoking
cessation strategies and nurse-run
secondary prevention clinics.9 The GP
and other members of the primary
healthcare team play vital roles in
reinforcing healthy lifestyle change,
optimising medical risk factor
management and ensuring long-term
continuation of appropriate
cardioprotective medication. 

GP referral for Phase IV sessions
GPs can refer CHD patients to an
appropriately qualified instructor for
Phase IV community-based exercise
sessions, using the British Association
for Cardiac Rehabilitation’s (BACR)
protocol for GP referral. 

‘Exercise on prescription’ at local
leisure centres can have social as well
as physical benefits for patients
undergoing CR. It can encourage them
to build exercise into their lives and
continue to use these community
facilities and stay physically active
long after they have recovered.

The patient should be clinically
assessed by their GP using the BACR
protocol and the decision to refer
should be made in accordance with
published UK guidelines cited in the
protocol.

Contraindications for referral for
exercise by GPs for Phase IV are listed
in table 2, above. The BACR exercise
referral pathway (figure 2, opposite)
recommends annual review of the
patient by their GP or other
designated health professional.
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Table 1

The hospital-based model of cardiac rehabilitation  
Phase I

Phase II

Phase III

Phase IV

Usually occurs in hospital prior to discharge. The CR
nurse provides education and advice on risk factors,
reviews secondary prevention medication and recruits
the patient into the programme
Refers to the period post discharge and may include
telephone support or home visits from the CR team
Commonly consists of a structured supervised 
exercise programme and educational workshops
covering heart disease, its causes, healthy lifestyle,
smoking cessation, medication and stress management
Refers to the maintenance phase where the aim is 
lifelong continuation of a healthy lifestyle and
appropriate medication

Table 2

Contraindications to referral for
Phase IV exercise
• Unstable angina
• Systolic blood pressure
≥180mmHg and/or diastolic blood
pressure ≥ 100mmHg
• BP drop >20mmHg demonstrated
during exercise tolerance testing
• Resting tachycardia >100bpm
• Uncontrolled atrial or ventricular
arrhythmias
• Unstable or acute heart failure
• Unstable diabetes
• Febrile illness
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