BACR/BCS Standards for Cardiac Rehabilitation 2002

Coding System for this document
The standards will be classified into

1. Basic standards, or minimum requirements, which are highlighted in yellow [lightly shaded when printed].

· Part of the minimum standard setting is the consideration that the provision of cardiac rehabilitation (CR) should not be at the expense of compromising health and safety issues, because some of the cardiac patients are potentially at high risk of cardiac events and mortality and have most to gain from undergoing rehabilitation.

· Another consideration for setting minimum standards involves an important fundamental of health care provision.  For example, the health of a patient is not the sole responsibility of health professionals, in that the patient him/herself must be actively involved in the role of caring (self care).  To achieve this, s/he should participate through being fully informed of the disease processes and treatment options available to the individual.  Counselling to address misconceptions, anxieties and depressive reactions must be an integral part of care provision through CR.

· The provision of CR in the UK has traditionally been relatively poor compared to USA, Western Europe or Australia.  The availability of these standards will hopefully enhance the provision of CR in the UK for the benefit of patients.

2. Target standards to reflect desirable current realistic objectives of best care to patients, which are highlighted in light blue [more darkly shaded when printed].  With time, some of these targets may become basic requirements.

Criteria and requirements set by the NSF (England) for CHD are marked with an *.

Responsibility for Cardiac Rehabilitation

· Cardiac rehabilitation (CR) includes secondary prevention, and should be an integral part of, and begins at the acute stages of care, and continued in the community care.*

· Cardiac rehabilitation is the responsibility of not just the “Cardiac Rehab Team” but also all health care professionals (including senior and junior hospital doctors and general practitioners) involved in the care of the cardiac patients.*

· There should be a staff member identified who carries overall responsibility for coordinating the CR in the Trust and a designated consultant cardiologist or physician who holds the clinical responsibility for CR.

· Specific components of the CR, such as exercise prescription, supervision of exercise tests and training, psychological assessment and treatment, dietary advice should be provided by suitably trained qualified staff.*

Identifying and Recruitment of Patients For CR
· A rigorous process of identifying and referring patients who are likely to benefit from CR should be in place.*

· All patients after an acute myocardial infarction or post-coronary intervention should be offered CR.*  In due course, as a target, all patients after any cardiac event and with chronic conditions such as stable angina or heart failure should be offered CR including the exercise training component.*
· Patients with special physical, cardiological, psychological, social and vocational needs are referred to the appropriate specialists (e.g. physiotherapist, cardiologists, social workers, occupational therapists, respectively) for assessment and treatment.*

· The uptake of CR by elderly patients, women, ethnic minority, patients with physical and other disabilities are generally lower.  Some of them may have the most to benefit from cardiac rehabilitation.  A system of identifying these patients and enhancing their uptake of CR should be in place, implemented and audited.*

· Patients not suitable for one or more component of CR (e.g. exercise) should still be offered and encouraged to participate in other components of CR.*

Specific Patient Groups

· All aspects of cardiac rehabilitation should be offered to all patients following acute myocardial infarction, cardiac surgery (e.g. coronary bypass surgery, valvular surgery), cardiac interventions (e.g. angioplasty, valvuloplasty, ablation, implantable defibrillators, cardiac resynchronisation therapy), patients with stable angina pectoris, stable controlled heart failure, irrespective of aetiology, age, sex and ethnic groups.
· Other cardiac patient groups who would benefit from receiving comprehensive CR include patients cardiac transplantation, implantation of ventricular assist and other cardiac devices, after cardiogenic shock episodes, patients with congenital heart disease especially after surgery, and stable patients after acute coronary syndrome.

Secondary Prevention

· Risk factors of each patient should be identified and managed accordingly.*

· All patients who smoke should be offered structured anti-smoking advice and, if necessary, specific treatment.*

· All patients after acute myocardial infarction or coronary revascularisation should be treated, if necessary, with lipid lowering therapy (diet control, statin therapy, lifestyle changes to include regular exercises), antiplatelet therapy (with aspirin, dipyridamole or clopidogrel), beta blockers, ACE inhibitors, other secondary prevention measures (better control of diabetes, hypertension, body mass index (BMI)).*

· All patients with heart failure should be given advice on fluid balance (daily weights, fluid intake, diuretic dosages), salt restriction, avoidance of ethanol consumption and smoking, influenza vaccination, and considered for therapy with ACE inhibitors, beta blockers, spironolactone, angiotensin receptor blockers for prognostic benefits.

· Patients with other conditions should receive appropriate advice and treatment as secondary prevention of their specific cardiac conditions (e.g. avoidance of caffeine and treatment with beta blockers in patients with cardiac arrhythmia).

Counselling and Educational Services.

· These should provide general advice about the cardiac condition(s) and complications that the patient has, including risk factor management, medication (what they are for, adjustment of doses and potential adverse reactions), presentation of further events and what actions to take.*

· Patients’ misconceptions and undue fears or anxieties should be identified and addressed.*

· Patients should be advised on the stages towards resuming normal life (e.g. physical activity levels, sexual function, driving, flight, return to work, diet, weight control, fluid balance, alcohol consumption).*

· Advice should be provided to patients to address vocational, social, cultural, educational needs, and referral for occupational therapy assessment and management. *

· Simple psychometric and QOL assessment using verified questionnaires (e.g. SF-36, HADS, BDI, QLMI) may be used to estimate patients’ health perceptions and help detect patients with inappropriate levels of anxiety or depression, a small proportion of whom may need referral for specialist evaluation and treatment. *

· Counselling sessions should include and involve the family or carers of the patients.*

· Screening for familial cardiac diseases and counselling for primary prevention (e.g. should relatives receive cholesterol lowering treatment?)

Exercise Training

· All post-MI and post-coronary revascularisation patients able to perform exercises should be assessed with an incremental exercise test for risk stratification and to determine suitability to participate in exercise training and as a basis to prescribe individualised training regime.*

· This service should be extended to those with stable angina and heart failure and those with other cardiac events requiring hospital admission.*

· Functional capacity should also be measured on completion of the exercise.
· Exercise training sessions should be structured in a variety of ways to meet the needs of individual patients.  Typically they will be provided in groups, normally lasting 12 weeks or more and comprise at least 3 sessions per week with a minimum of 2 supervised exercise sessions per week (individual programmes may often be conducted in a group environment) and 1 or more further sessions at home.  Supervision should include the monitoring of heart rate responses during training.*
· Prescription for exercise training should be provided individually and updated according to progress during training.
· Special needs may need to be accommodated.  Some people may benefit from individual sessions and others may prefer to exercise at home guided, for example, by a self-help manual.*
· Responses to training are variable.  Those who are motivated and progressing satisfactorily may proceed with less supervision while others with less satisfactory progress may require more supervised training.  The ‘dose-responses’ of training should be evaluated, reviewed and adjusted individually.

· Resistance (strength) or higher intensity training should be offered to patients with relative weakness, especially those who aim to return to physically demanding work or sports.

· Patients with stable cardiac conditions should be encouraged to continue regular moderate intensity aerobic exercises, which should be built in as part of life style changes.  Referral bases to Phase IV CR programmes in the community should be established and facilitated.

Manpower/Staffing Levels
· Staff supervising exercise testing and training sessions should have had basic life support training and have immediate (within 1-3 minutes of a cardiac arrest) access to a resuscitation team.

· There should be at least two staff supervising each exercise session, and the ratio of staff to patients in these classes should be 1 to <10 patients, but ideally 1 to 5 patients.*
· Realistic allocation of human resources is essential to provide a comprehensive cardiac rehabilitation.

· In a district general hospital providing comprehensive CR to 500 patients per annum, it is estimated to require pro rata a minimum of 0.2 WTE consultant cardiologist/physician, 0.2 WTE SHO/SpR/staff grade doctor, ≥6 WTE of CR team staff to cover skills in nursing, physiotherapy, dietetics, pharmacy, clinical psychology, audit and administration.

Facilities and Equipments

· Adequate rooms and office space with appropriate facilities for group exercises, counselling and educational classes and for individual counselling should be available for CR.  The offices should have telephone/fax facilities, lockable cabinets for storage of confidential records and secure computers for electronic data storage and audit.  The exercise room should have facilities for emergency call button or telephone, first aid and resuscitation, temperature and humidity control, drinking water and beverages, rest and recovery area, adjacent changing and shower rooms.

· Defibrillation equipment and someone trained in its use and advanced life support should be readily available at taught exercise sessions.*
Funding

· To ensure maintenance of clinical standards, funding for cardiac rehabilitation should be separately contracted, along with other provision of cardiac services.
· It is estimated that the running costs (including staff salaries, consumables) for providing a comprehensive CR to each patient should be a minimum of £100 (equivalent to 1 night hospital stay), and ideally £500 (about 10% of average costs for coronary bypass surgery).
· Insurance and indemnity cover is essential, especially if CR sessions are held off hospital premises.

Audit

· According to the NSF goal, every hospital should ensure that:

a) more than 85% of people discharged from hospital with a primary diagnosis of acute myocardial infarction or after coronary revascularisation are offered cardiac rehabilitation;* and

b) one year after discharge at least 50% of people are non-smokers, exercise regularly and have a BMI <30 kg/m2; these should be demonstrated by clinical audit data no more than 12 months old.  Trusts should agree, implement and audit a detailed plan and protocol for identifying, treating and following up their patients who may benefit from coronary rehabilitation.*
· Records should be kept so that the service can be audited against nationally recommended guidelines.  This should include information about ethnicity so that it is possible to monitor equity of access.  Audit will be easier to undertake if data are stored electronically in a way that allows ready analysis.*

· Trusts should work with their local PCGs/PCTs and their constituent practices to undertake clinical audit that allows them to review annually the items listed below:-
1. number and % of patients discharged from hospital after coronary revascularisation or with a primary diagnosis of AMI with documentation of arrangements for cardiac rehabilitation in discharge communication to GP (by Trust and PCG/PCT and by sex, age 35-74 years, and ethnic group),*

2. number and % of patients discharged from hospital with a primary diagnosis of CHD recruited to a cardiac rehabilitation programme by Trust and PCG/PCT and by sex, age 35-74 years, and ethnic group,*

3. total number and % of those recruited to cardiac rehabilitation who have an individualized plan for rehabilitation and secondary prevention before discharge from hospital,*

4. total number and % of those recruited to cardiac rehabilitation who, one year after discharge, report:

• regular physical activity of at least 30 minutes duration on average 5 times a week

• not smoking

• BMI < 30 kg/m2.*
(NB. PCGs/PCTs and rehabilitation services may wish to collaborate in the collection, analysis and interpretation of their audit data to avoid duplication of effort and to gain a more complete picture of the quality of rehabilitation and secondary prevention services.)*

=============

NB.  This document is also forwarded for the use of the BCS Professional Standards and Peer review Committee

Any suggestions and constructive comments about the content of this document will be gratefully received, and will be taken into consideration for future updating of these standards.  Please address these to Anna Kilpin, British Cardiac Society, 9 Fitzroy Square, London W1P 5AH, email: akilpin@bcs.com.
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