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1  Position statement 

Physiotherapists play a vital role within the 
multidisciplinary team (MDT) delivering 
comprehensive cardiac rehabilitation (CR) to 
cardiac patients. The Association of Chartered 
Physiotherapists in Cardiac Rehabilitation 
(ACPICR) is committed to supporting the 
advancing role of the physiotherapist in this 
lifesaving intervention. 

The aim of this document is to: 

• state the specialist skills, knowledge and 
experience of a CR physiotherapist 

• report on the current involvement of 
physiotherapists within CR nationally 

• support the role of the physiotherapist 
working in CR with data collected through 
the National Audit of Cardiac Rehabilitation 
(NACR) and an ACPICR survey 

• provide a recommended pathway for 
physiotherapists to achieve competency to 
prescribe exercise to cardiac patients. 

This document is aimed at: 

• physiotherapists working within CR 

• CR MDTs 

• CR managers 

• commissioners. 

2  Background 

2.1  Cardiovascular disease 

Cardiovascular disease (CVD) encompasses all 
diseases that affect the cardiovascular system: 
the heart, arteries and blood vessels. It is the 
leading cause of death and disability globally, 
resulting in more deaths annually than any 
other cause. An estimated 17.5 million people 
died from CVD in 2016, representing 31% of all 
deaths globally. Of these deaths, an estimated 
7.4 million were due to coronary heart disease 
(CHD).(1)  

Coronary heart disease, where the coronary 
arteries that supply oxygen-rich blood to the 
myocardium become narrowed by disease, is 
the biggest single cause of death in the United 
Kingdom (UK). One in seven men and one in 11 
women die of CHD, which causes 70,000 
deaths a year, equating to 190 deaths per day 

or one death every eight minutes. Most deaths 
are due to a heart attack, otherwise known as 
a myocardial infarction (MI). Other heart 
diseases cause 17% of all CVD deaths, mainly 
pulmonary heart disease, heart failure and 
atrial fibrillation. There are nearly 200,000 
inpatient episodes of acute MI per year in the 
UK. If hospital episodes were an exact 
representation of disease incidence, this would 
translate to someone in the UK having a heart 
attack roughly every three minutes; however, 
at least seven out of 10 will survive. In 2017, 
more than half a million people in the UK were 
diagnosed with heart failure.(2) 

2.2  Cardiac rehabilitation 

Cardiac rehabilitation is defined as: 
 “the coordinated sum of activities 
required to influence favourably the 
underlying cause of cardiovascular 
disease, as well as to provide the best 
possible physical, mental and social 
conditions, so that the patients may, by 
their own efforts, preserve or resume 
optimal functioning in their community 
and through improved health behaviour, 
slow or reverse progression of disease.”(3) 

Cardiac rehabilitation is a complex intervention 
that requires the input of an MDT of 
professionals qualified and competent to cover 
and deliver the British Association for 
Cardiovascular Prevention and Rehabilitation 
(BACPR)’s six core components: 1) health 
behaviour change and education; 2) lifestyle 
risk-factor management (including physical 
activity and exercise training); 3) psychosocial 
health; 4) medical risk-factor management; 5) 
long-term strategies; and 6) audit and 
evaluation.(4) It not only provides advice and 
support for patients to make healthier lifestyle 
choices but also supports them to return to 
work and develop important self-management 
skills for long-term adherence.(5) 

The Department of Health’s Commissioning 
pack for cardiac rehabilitation(5) recommends a 
six-stage pathway for CR services – from 
patient presentation, identification, eligibility 
and referral through assessment and delivery 
of a comprehensive CR programme to long- 
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term management. This replaces the previous 
four-phase model. 

2.3  Evidence for CR 

The efficacy of comprehensive exercise-based 
CR has been demonstrated, and it is 
considered a fundamental intervention in 
management and prevention of CVD.(6-10) It has 
been shown to significantly reduce cardiac, 
cardiovascular and all-cause mortality.(11,12) 
Cardiac rehabilitation has also been shown to 
improve patients’ quality of life, physical 
activity status and psychological wellbeing, as 
well as supporting early return to work and the 
development of self-management skills.(13) 
Evidence also suggests that exercise-based CR 
is associated with reductions in myocardial 
reinfarction, unplanned hospital admissions(7) 
and early post-discharge hospital readmission 
rates.(14) Altogether, it is one of the most cost-
effective treatments available for CHD, second 
to only aspirin and beta blockers.(15) 

2.4  Exercise and CVD 

Physical inactivity is linked to low levels of 
physical fitness and is considered a major and 
independent risk factor in the development 
and progression of CHD.(16-18) The more 
physically active an individual, the greater their 
level of fitness and the lower their risk of 
developing CHD.(17-19) The importance of the 
relationship between physical activity, physical 
fitness, cardiovascular health and survival has 
been well established by epidemiological 
research. Workers who were less physically 
active in their job suffered more heart attacks 
than workers who were more active.(20) Men 
who had a more active lifestyle and 
participated in vigorous leisure-time exercise 
at least twice a week reduced their risk of 
developing CHD by up to one-third.(20) 
Understanding of the importance of exercise 
to secondary prevention of CHD developed 
through these findings.  

Structured exercise as a therapeutic 
intervention is central to comprehensive CR, as 
it enhances levels of physical activity, improves 
physical fitness and may also beneficially 
modify other coronary risk factors such as 
blood pressure and help with weight loss.(21, 22) 

It has also been shown to help patients regain 
self-confidence(23,24) and increase survival 
rates.(25) Even small improvements in fitness 
seem to reduce mortality,(26) but more 
vigorous exercise regimens have a greater 
effect in populations with and without CVD.(17, 

27) In both primary and secondary prevention 
of CVD, every one metabolic equivalent (MET) 
increase in aerobic fitness results in a 
reduction in mortality of 8–17%.(28)  

Outcomes relating to cardiorespiratory fitness 
in most CR programmes have been shown to 
improve significantly in trained groups 
compared with controls.(21, 29-31) This 
improvement in fitness has been reported as 
being up to 20% more than that which can 
occur spontaneously.(32-34) 

A systematic review and meta-analysis found 
that trials of CR that included an exercise 
component showed significant reductions in 
all-cause mortality (20%) and cardiac mortality 
(26%).(11) These mortality effects of exercise 
therapy were consistent across a number of 
CHD groups, including post-MI, post-
revascularisation and angina. 

2.5  Current CR provision 

Currently, there are 313 CR centres across the 
UK, and the number of eligible people taking 
part in CR is slowly increasing. The NACR’s 
annual statistical report for 2017 shows that 
51% of eligible patients accessed this 
intervention in 2015–16.(35)  

2.6  Physiotherapy and CR 

Physiotherapists have played a key role in the 
development and growth of CR in the UK since 
its inception in the 1970s, and the 
physiotherapist is a core member of the CR 
MDT.(4) The physiotherapist, alongside other 
exercise professionals, delivers a tailored 
prescription of exercise that increases physical 
activity levels in patients with CHD compared 
with usual care.(36) Physiotherapy pre- and 
post-qualification training plus continuous 
professional development (CPD) provide the 
physiotherapist with the breadth of clinical 
knowledge to deliver the clinical component of 
CR and fulfil the requirements of the CR 
coordinator role. Extensive physiotherapy 



Role of the physiotherapist in CR  ACPICR  

 

 4 

undergraduate training,(37) clinical placements 
and varied clinical rotations after graduation 
provide the physiotherapist with the 
experience, competence and skill to manage a 
wide range of clinical conditions, enabling 
effective and safe management of cardiac 
patients, as well as the ability to manage 
patients who frequently present with multiple 
and complex co-pathologies. 

The lead in the delivery of the exercise 
component of CR is not exclusive to the 
physiotherapist – an interdisciplinary approach 
may also include an exercise specialist with the 
relevant qualifications, clinical experience and 
competencies (for example, an exercise 
physiologist, sports scientist or exercise 
instructor).(38) It is imperative to recognise and 
understand the individual professional 
competencies that each exercise professional 
possesses and contributes to the CR team. 

2.6.1  Health and Care Professions Council  

The physiotherapist is the only exercise 
professional within the CR team who is eligible 
to be registered with the Health and Care 
Professions Council (HCPC). To remain 
registered, the physiotherapist must continue 
to meet the following HCPC standards of 
conduct, performance and ethics set for the 
profession: 

• promote and protect the interests of 
service users and carers 

• communicate appropriately and effectively 

• work within the limits of their knowledge 
and skills 

• delegate appropriately 

• respect confidentiality 

• manage risk 

• report concerns about safety 

• be open when things go wrong 

• be honest and trustworthy 

• keep records of their work. 

Physiotherapists must also adhere with other 
HCPC standards around proficiency and CPD 
plus other regulations to remain HCPC 
registered. More information can be found at 
www.hcpc-uk.org. 

2.6.2 Non-medical prescribing 

Until 2013, physiotherapists were only able to 
prescribe medicines already listed in a 
patient’s clinical management plan and agreed 
by a doctor. However, a government ruling in 
2013 means that physiotherapists with the 
relevant training and qualification can 
prescribe medicines independently. This 
legislation in prescribing rights enhances the 
physiotherapist’s role in CR, adding to their 
skills of clinical assessment and management, 
and highlights the unique contribution of 
physiotherapy to the care of the CR patient. 

2.6.3  Allied Health Professions advisory 
fitness for work report 

Return to work is a key objective in CR and the 
physiotherapist can be key to facilitating this. 
The physiotherapist has a central role in 
providing work-related advice in relation to the 
functional impact of co-pathologies and 
recommendations for the CR patient. The 
Allied Health Professions (AHP)’s advisory 
fitness for work report is designed to use 
physiotherapy-specific skills to solve problems 
and overcome barriers for employees to stay 
in or return to work. The report provides a 
consistent and nationally recognised tool for 
physiotherapists to use to advise employees 
on patients’ fitness to work.  

3  Physiotherapist involvement in 

CR in the UK 

3.1  Standards 

The BACPR’s standards and core components 
document (2017) outlines what patients, 
healthcare professionals and commissioners 
should expect from a high-quality CR 
programme. It recommends an MDT of 
qualified practitioners with the necessary 
knowledge, skills and competencies to meet all 
of the standards and deliver all of the 
components.(4) The physiotherapist is listed as 
one of the specialists that are needed to 
accomplish this. 

http://www.hcpc-uk.org/
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The Scottish Intercollegiate Guidelines 
Network (SIGN) guideline (2017) states that CR 
should be delivered by an integrated, clinically 
competent MDT, with a central focus on 
specialised assessment to provide an 
individualised programme of care that 
improves patient outcomes.(6) 

Physiotherapy assistants, alongside other 
support workers, are also key members of the 
CR team and have a considerable amount to 
offer depending on their experience, skill and 
competence. However, to guarantee a safe 
and effective service, they should never be 
regarded as a substitute for a physiotherapist. 
The ACPICR’s Role of the support worker in 
cardiac rehabilitation document provides more 
information on the role of this staff group.(39) 

3.2  National levels of exercise 
professionals in CR 

The percentage of physiotherapists working in 
CR has remained reasonably stable over the 
past four years according to the NACR, which 
demonstrates that physiotherapists continue 
to be a valued member of the CR team.  

Table 1 summarises the percentage of 
physiotherapists, other exercise specialists and 
physiotherapy assistants involved in the 
delivery of CR across England, Northern Ireland 
and Wales for 2014–17, as reported by the 
NACR.(35)  All NACR reports can be accessed 
from: www.cardiacrehabilitation.org.uk/about-
us.htm. 

 

3.3  Physiotherapy hours 

A slight fall in physiotherapy hours was seen in 
2013–14; however, they rose again in 2014–15 
and then fell again in 2015–16. Overall, 
therefore, the number of hours involved in 
delivery of CR fluctuates but seems relatively 
stable. Table 2 summarises the mean number 
of total physiotherapy hours per programme 
since 2012, as reported by the NACR.(35) 

3.4  ACPICR survey 

In 2017, the ACPICR sent a survey to 291 CR 
centres in the UK to gain more information on 
the level of involvement and grade of 
physiotherapists working in CR and the impact 
of their presence. In total, 124 (43%) centres 
completed the survey.  

3.4.1  Exercise component lead 

Overall, 71% of centres in the UK reported that 
they have a physiotherapist within the team, 
as documented in the NACR’s report for 
2017(35) compared with 75% and 68% in the 
two preceding years, respectively. The ACPICR 
survey showed that the physiotherapist is 
most commonly the exercise lead (Table 3). 

Table 1 Percentage of physiotherapists, other exercise specialists and physiotherapy assistants in CR for 2014–17(35) 

Year Role Physiotherapists by country (%)  

England Northern Ireland Wales Total 

2014 Physiotherapist 68 77 82 70 

Other exercise specialist 50 0 23 45 

Physiotherapy assistant 28 8 18 26 

2015 Physiotherapist 62 87 80 65 

Other exercise specialist 56 0 35 51 

Physiotherapy assistant 29 7 20 27 

2016 Physiotherapist 65 92 89 68 

Other exercise specialist 56 0 39 51 

Physiotherapy assistant 27 15 11 25 

2017 Physiotherapist 67 100 90 71 

Other exercise specialist 57 9 45 53 

Physiotherapy assistant 28 9 25 26 

KEY: CR, cardiac rehabilitation 

Table 2 Total number of physiotherapy hours in CR per 
centre per week for 2012–16(35) 

Year Physiotherapy hours in CR (mean)  

2012–13 19.24 

2013–14 18.44 

2014–15 19.33 

2015–16 18.01 

KEY: CR, cardiac rehabilitation 

http://www.cardiacrehabilitation.org.uk/about-us.htm
http://www.cardiacrehabilitation.org.uk/about-us.htm
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The Chartered Society of Physiotherapy (CSP) 
states that: 

‘Physiotherapy-led CR programmes are 
shown to be clinically effective in 
reducing mortality; improving health and 
quality of life; reducing length of hospital 
stay; and reducing the number of 
hospital readmissions. Physiotherapists 
are the profession of choice to lead CR 
programmes. Their clinical expertise 
allows them to tailor exercises, deliver 
public health messages and support 
individuals to make lifestyle changes, 
thereby reducing the economic burden 
on UK healthcare.’(40) 

3.4.2  Grade of physiotherapist 

Programmes with physiotherapists involved in 
CR delivery reported that they are mostly 
senior (69%) or highly specialist (40%), with 
fewer junior and advanced / clinical specialists  
(Table 4) 

3.4.3  Cardiac conditions accepted 

The ACPICR survey shows that services with a 
physiotherapist in the CR team accept a 
greater range of cardiac conditions (Table 5). 

 

3.5  NACR reporting 

The NACR allows CR centres to input patient 
progress data into a national database, and 
staffing levels are taken from an annual 
national survey. The NACR provides an insight 
into the impact of a physiotherapist on CR 
outcomes by comparing centres that have 
access to a physiotherapist’s skills and those 
that do not. A report run by the NACR for 
ACPICR in 2016 showed that centres with a 
physiotherapist have more patients with >1 co-
morbidities than those without (Table 6). 

Table 3 ACPICR survey: CR exercise component lead 

Exercise programme lead Programmes (%) 

Physiotherapist 56.1 

Exercise instructor (BACPR trained) 15.4 

Other exercise professional 22.8 

Other 4.1 

KEY: ACPICR, Association for Chartered Physiotherapists in 
Cardiac Rehabilitation; BACPR, British Association for 
Cardiovascular Prevention and Rehabilitation; CR, cardiac 
rehabilitation. 

Table 5 ACPICR survey: cardiac conditions accepted 

Condition Physiotherapists present (%) 

Yes  No 

CABG 100 100 

MI 100 100 

PPCI 98.9 100 

PCI 97.8 93.5 

Valve 91.3 80.6 

HF 79.3 77.4 

Transplant 68.5 54.8 

Implantable devices 67.4 54.8 

Aortic operation 66.3 58.1 

Angina 57.6 35.5 

VADS 48.9 35.5 

ARR including med Mx AF 33.7 38.7 

ACHD 32.6 12.9 

Ablations 27.2 32.3 

PAD 16.3 9.7 

Primary prevention 14.1 3.2 

KEY: ACHD, adult congenital heart disease; ARR, arrhythmia; 
CABG, coronary artery bypass graft; HF, heart failure; Med Mx 
AF, medical management of atrial fibrillation; MI, myocardial 
infarction; PAD, peripheral arterial disease; PCI, percutaneous 
intervention; PPCI, primary percutaneous intervention; VADS, 
ventricular support devices. 

Table 4 ACPICR survey: grade of CR physiotherapist 

Grade % 

Junior 23.9 

Senior 68.5 

Highly specialist 40.2 

Advanced / clinical specialist 19.6 

KEY: ACPICR, Association for Chartered Physiotherapists in 
Cardiac Rehabilitation; CR, cardiac rehabilitation. 

Table 6 NACR reporting for physiotherapist presence 
and percentage of patient co-morbidities 

Physiotherapist

s present 

Number of co-morbidities (%) 

0 1 2 3 4 5+ 

No 42.5 18.9 17.0 11.2 5.9 4.5 

Yes 39.2 18.6 17.4 12.5 6.8 5.5 

KEY: NACR, National Audit of Cardiac Rehabilitation. 
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The profile of CR patients is becoming 
increasingly multimorbid across a range of 
conditions. Analysis of NACR data confirms an 
increasing number of co-morbidities for 
patients attending CR and that more co-
morbidities are associated with reduced 
outcomes following CR compared with fewer 
co-morbidities. The SIGN guidelines state that 
co-morbidities should be taken into 
consideration in the assessment of patients 
attending CR to ensure the treatment plan 
addresses all of the long-term conditions that 
may be impacting on the patients’ well-
being.(6) 

The NACR also reports that 37.5% of patients 
attending centres with physiotherapists have a 
baseline METs completed compared with 
23.4% at centres without a physiotherapist 
(Table 7). 

It is noted that a universal improvement in 
carrying out and recording baseline functional 
assessments is needed across CR programmes. 

 Key points 

• Physiotherapists remain a core member of the 
MDT team involved in delivery of CR. 

• The percentage of physiotherapists working in 
CR has remained relatively stable over the past 
four years, as has the number of hours they are 
involved in CR. 

• Physiotherapists are likely to be the lead of the 
exercise component of CR, with most being at 
aa senior or highly specialist grade. 

• A wider range of cardiac conditions are 
accepted where a physiotherapist is present in 
the team. 

• Patients with multiple co-morbidities are more 
likely to be included in programmes where 
there is a physiotherapist present in the team. 

• Services that include a physiotherapist have 
higher levels of recorded METs at baseline 
assessment. 

4  Physiotherapist pathway to 

competence to deliver effective 

CR (specialist knowledge and 

skills) 

Definition of physiotherapy 

Physiotherapy is an autonomous healthcare 

profession that plays an important role in 

enabling people to improve their health, well-

being and quality of life. Physiotherapy can offer 

a range of interventions, services, and advice to 

help individuals improve their function, health, 

well-being and independence. 

Physiotherapy uses physical approaches to 
promote, maintain and restore physical, 
psychological and social well-being, taking into 
account variations in health status. 
Physiotherapy is science based and committed 
to extending, applying, evaluating and 
reviewing the evidence that underpins and 
informs its practice and delivery. The exercise 
of clinical judgement and informed 
interpretation is at its core.(37) 

• Physiotherapists use their professional 
knowledge and practical skills, together 
with critical appraisal skills.  

• Physiotherapists recognise that physical, 
psychological, social and environmental 
factors can limit movement and function.  

• Physiotherapy values means that practice is 
person-centred, ethical and effective.  

• Physiotherapists develop new knowledge 
and understanding through critical 
reflection, evaluation and research.  

• Physiotherapy’s strong clinical leadership 
and adaptable workforce means that it can 
deliver high-quality innovative services that 
are accessible, effective and efficient.  

• Physiotherapy maintains strong links 
between clinical and academic settings. 
This means that the profession responds to 
developments in practice, education and 
research and actively ensures that its 
workforce continues to be fit for purpose. 

To become a chartered physiotherapist 
requires a comprehensive training programme 
involving a bachelor of science degree to 
develop core academic knowledge and 
achievements that will underpin the 

Table 7 NACR reporting for  recording of baseline 
METs and presence of physiotherapist  

Physiotherapist present Baseline METs recorded (%) 

Yes 37.5 

No 23.4 
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physiotherapist’s professional knowledge and 
skills (Appendices 1 and 2). 

Physiotherapists are autonomous 
practitioners, who work independently to 
assess, diagnose and identify patients’ needs. 
This requires them to have in-depth 
knowledge of disease presentation (clinical 
signs and symptoms), anatomy and physiology, 
pathology and evidence-based treatment 
options for the specialist area in which they 
work. The physiotherapist’s autonomous, 
problem-solving approach allows flexible 
management of patients as opposed to rigid, 
protocol-driven management. 

4.1  Clinical skills 

Physiotherapists gain a minimum of 
1,000 hours of clinical experience at 
undergraduate level so that they develop a 
range of assessment and therapeutic skills and 
consolidate their theoretical knowledge 
through practical application. After graduation, 
many physiotherapists consolidate their 
knowledge and skills by rotating through core 
clinical areas, including musculoskeletal, 
neurology, respiratory, orthopaedics and 
elderly care. This varied experience is essential 
to the holistic assessment of cardiac patients, 
as many present with non-cardiac co-
pathologies such as arthritis, chronic back pain, 
stroke, asthma, emphysema and chronic 
obstructive pulmonary disease (COPD), which 
need to be considered individually and in 
combination to ensure exercise is safe and 
effective.  

The BACPR’s Standard 2(4) states that the risk 
factors for CVD are largely shared with a wider 
spectrum of non-communicable diseases such 
as cancer, COPD and atrial fibrillation. Services 
should have an ambition to broaden their 
services to individuals without CVD. 
Physiotherapists – through their varied 
knowledge, skills and experience gained during 
undergraduate training and rotational 
experience on graduation – are well placed to 
support this standard. 

The key knowledge and skills considered to be 
unique to the role of the CR physiotherapist 

within the MDT are described in detail in 
sections 4.1.1–4.3. 

4.1.1 Acute 

Experience gained working in an acute 
environment, assessing and treating medical 
and surgical patients, gives physiotherapists 
not only knowledge of a variety of conditions 
and procedures but also an appreciation of the 
clinical signs and symptoms displayed by an 
unwell patient. Many physiotherapists working 
in CR will have had experience assessing and 
treating cardiothoracic, cardiology and 
vascular patients in the hospital environment. 
The ability to recognise important clinical signs 
is paramount to assessing the appropriateness 
of exercise and clinical reasoning about 
whether further investigations, referrals or 
adjustments to exercise prescriptions are 
needed.  

Working in an acute setting also provides the 
physiotherapist with knowledge and exposure 
to a variety of diagnostic techniques such as 
electrocardiograms, chest x-rays, computed 
tomography, magnetic resonance imaging, 
angiography, lung function tests and 
echocardiograms. They will be familiar with 
reading reports, understanding medical 
terminology and interpreting this information 
appropriately so they can adjust their 
assessment and exercise prescription while 
having the ability to clinically reason their 
actions. Having this background knowledge is 
advantageous to gain an accurate patient 
history, build a clear picture of the patient 
journey and have insight to ask appropriate 
questions when gaps may be evident. 
Knowledge of common medications, such as 
those used for respiratory or musculoskeletal 
conditions is also beneficial, as recognising 
drugs can alert the physiotherapist to 
significant medical history and its severity. 

4.1.2 Musculoskeletal  

A physiotherapist can adapt their exercise 
prescription for a range of musculoskeletal co-
pathologies, which enables patients who may 
otherwise be deemed unsuitable to participate 
in the exercise programme to take part. In 
addition, physiotherapists can identify patients 
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for whom the start of the exercise component 
may need to be delayed (Box 1). Examples 
when a physiotherapist’s assessment skills are 
advantageous include when patients present 
with a frozen shoulder after coronary artery 
bypass graft (CABG) or device implantation, 
back and neck pain, knee replacement and 
other muscular problems. Physiotherapists can 
use their knowledge and experience to 
reassure patients, answer questions and 
provide appropriate advice (Box 2). Their 
musculoskeletal knowledge is an important 
and unique facet of their contribution to the 
CR team (Box 3).  

Box 1 Example of physiotherapist management 

of a patient with plantar fasciitis 

A gentleman attends for assessment for the CR 

programme after a primary percutaneous 

coronary angioplasty. He reports a two-week 

history of right foot pain that is not resolving. 

However, he has been doing lots of walking, as 

advised when he left hospital. After a few simple 

questions, the physiotherapist suspects this may 

be plantar fasciitis and refers the patient to 

musculoskeletal physiotherapy for further 

assessment. In the meantime, she advises him to 

restrict his walking so as not to aggravate the foot 

injury and discusses other methods to maintain 

his fitness, such as cycling. He starts the CR 

programme but with adaptations in place while 

his foot pain resolves.  

 
Box 2 Example of physiotherapist management 

of a patient with shoulder impingement 

A patient attended her assessment after CABG 

reporting a painful right shoulder. The 

physiotherapist who assessed her diagnosed this 

as a shoulder impingement problem, which is 

common in patients who have a forward 

protective posture following a median 

sternotomy. The patient was given appropriate 

advice and specific exercises to decrease the pain, 

allowing the patient to participate fully in the 

cardiac rehabilitation exercise session. 

 

Box 3 Example of physiotherapist management 

of a patient presenting with back pain 

A patient presented to an initial CR assessment 

after a percutaneous coronary intervention (PCI) 

complaining of recent-onset, low back pain. After 

questioning the patient and checking for 

neurological symptoms, the physiotherapist 

clinically reasoned that mechanical back pain was 

the likely diagnosis. They decided that the patient 

was suitable for CR and liaised with the 

musculoskeletal physiotherapist, who the patient 

had already seen. 

The patient presented to their first exercise 

session a few weeks later and the physiotherapist 

reviewed them and asked about their back pain. 

The patient reported that the pain was not 

improving, they were now reliant on painkillers 

and a TENS machine, and their level of function 

had significantly reduced. The physiotherapist 

was concerned that the symptoms had worsened. 

Other ‘red flags’ were also present: the back pain 

was unrelenting, and they had lost a significant 

amount of weight in a short time without trying. 

On questioning the patient, no neurological signs 

or symptoms were apparent. 

The physiotherapist explained that the patient 

was not suitable to participate in the exercise 

component of the CR programme at present and 

that further investigation into the cause of the 

back pain was required. The GP was informed 

about the physiotherapist’s concerns that day so 

the patient could be reviewed urgently. When a 

follow-up telephone call was made, the patient 

reported that an x-ray had identified spinal 

fractures and subsequent investigations had 

diagnosed myeloma. Exercising with spinal 

fractures could lead to spinal cord compression – 

a medical emergency. Although the diagnosis was 

not known at the time of review, it was clear that 

the patient had sinister signs and symptoms and 

exercise was contraindicated.  
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4.1.3 Movement analysis 

Patients frequently present to CR with mobility 
and balance issues. A physiotherapist is trained 
in movement analysis and can identify 
musculoskeletal and balance issues by 
observing gait pattern. This skill is beneficial in 
the initial assessment when choosing an 
appropriate functional capacity test and may 
identify previously unknown problems, such as 
a neurological deficit. The physiotherapist can 
prescribe individually appropriate exercise, 
which may incorporate balance re-education 
or issue a mobility aid if required, which in turn 
may lead to a reduction in energy expenditure. 

4.1.4 Respiratory 

A physiotherapist has knowledge of a variety 
of respiratory conditions, including COPD and 
asthma, and clinical skills in breathing 
techniques, auscultation and oxygen therapy. 
Their respiratory knowledge and skills means 
that the physiotherapist can provide advice on 
breathing and relaxation techniques. The 
physiotherapist’s ability to perform a 
respiratory assessment, including the use of a 
stethoscope to auscultate the lung fields, 
enables a more in-depth assessment of 
suitability for exercise and provision of advice 
and support to patients (Box 4). 

4.1.5 Neurology 

Stroke is included under the CVD umbrella and 
has the same risk factors as CHD, so it is not 
uncommon for a patient presenting to CR to 
have a history of a transient ischaemic attack 
or stroke with residual physical symptoms. It is 
advantageous that physiotherapists have 
awareness and knowledge of the various 
physical manifestations of stroke and have the 
skills to adapt the exercise accordingly (Box 5).  

 

 

 

 

Box 4 Example of physiotherapist management 

of a patient with a respiratory problem 

A patient presented to the CR programme having 

had a primary PCI. She had a history of 

bronchiectasis and had avoided exercise due to 

coughing and breathlessness. Many years ago, 

she had enjoyed walking and attended a local 

gym. During her assessment, she expressed 

reluctance to attend the exercise programme due 

to the embarrassment of coughing. When a 

functional capacity test (FCT) was carried out, the 

patient began coughing, so it was decided to refer 

her to an outpatient respiratory physiotherapist 

to learn chest clearance techniques and breathing 

control. The patient then agreed to try the 

programme, because she had found that her 

respiratory symptoms had been more controlled. 

She repeated the FCT and was not limited by 

coughing. She completed the six-week exercise 

programme and improved in both confidence and 

fitness. She was referred to the local gym to 

continue her rehabilitation. 

 
Box 5 Example of physiotherapist management 

of a patient with a history of stroke 

A patient presented to CR after PCI having had a 

stroke. The residual symptoms were mild left-

sided weakness and reduced balance, which 

required the patient to use a walking stick. The 

patient reported that she rarely left the house 

and her confidence was low. Home-based CR was 

not a service offered within the area, so the 

patient was encouraged to attend the hospital-

based, physiotherapist-led exercise classes. 

Initially the exercises were modified to ensure 

safe participation, and after the patient had 

attended a number of sessions her balance 

showed clear signs of improvement and she was 

able to progress to exercises unaided and without 

adjustment.  
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4.2  Communication and multi-
disciplinary skills 

Physiotherapists are trained to place strong 
emphasis on an MDT approach to patient 
management and are experienced in working 
as part of a team to achieve patient-orientated 
goals. A physiotherapist frequently will have 
worked in both an acute hospital environment 
and the community setting – treating patients 
in their home or local community centre. This 
provides an understanding of the NHS 
healthcare system, the interaction between 
primary and secondary care, and the 
importance of prompt referrals to appropriate 
agencies for ongoing care, support and 
rehabilitation. This experience provides the 
physiotherapist with enhanced insight into the 
patient journey and an appreciation of the 
variation and complexity of the patient 
pathway from diagnosis to intervention and 
ongoing management and of the professionals 
involved. This all contributes to an 
understanding and empathetic approach to 
each individual patient. 

4.3  Continuing professional 
development  

Physiotherapists have a responsibility to 
ensure they maintain their continuing 
professional development (CPD), a practice 
that begins at undergraduate level when 
students develop a CPD portfolio. Continued 
HCPC registration to practice as a 
physiotherapist is renewed biennially and 
depends on evidence of CPD. Physiotherapists 
undertake an annual knowledge and skills 
review, in which they must provide evidence of 
continued evaluation of recent evidence and 
ongoing training to ensure that they remain 
competent and up to date in their practice. 

 

 

 

 

 

Key points 

• An experienced physiotherapist (senior grade 
and above) has clinical knowledge and skills in 
the acute medicine, musculoskeletal, movement 
analysis, respiratory and neurology. 

• This clinical knowledge and skill alongside their 
exercise qualifications make them unique in 
their contribution to the CR team, allowing 
them to lead the exercise and activity 
components for all phases.  

• Cardiac patients frequently present with 
multiple co-morbidities. Physiotherapists have 
the knowledge and skill to safely and effectively 
include these patients in the exercise 
component when they may otherwise be 
deemed unsuitable and, conversely, identify 
patients for whom exercise is contraindicated.  

• Physiotherapists place strong emphasis on CPD.  

• Physiotherapists have high levels of 
communication and interaction within the MDT. 

5  Pathway for physiotherapists to 

achieve competence to prescribe 

exercise to cardiac populations  

The BACPR’s Exercise Professionals Group 
(EPG) position statement 2012(41) sets out the 
essential competences and minimum 
qualifications required to lead the supervised 
exercise component in the early CR pathway. 

Through their training, physiotherapists gain 
many of the skills and attributes that are 
essential to plan and lead exercise for patients 
with cardiac disease. Knowledge of cardiac 
pathophysiology, intervention and 
management, as well as exercise prescription 
and programming, coupled with exposure to 
cardiac patients at various stages of the 
healthcare journey provide a sound foundation 
from which additional specific and specialised 
skills can be added to achieve competence to 
lead safe and effective exercise for the cardiac 
population. 

Sections 5.1–5.3 summarise the postgraduate 
route recommended by the ACPICR to achieve 
minimal competence in this specialised area of 
healthcare. 
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5.1.  Familiarisation and adherence to 
evidence-based guidelines 

• ACPICR:  

• Standards for physical activity and 
exercise in the cardiac population 
(2015)(42) 

• American Association of Cardiovascular and 
Pulmonary Rehabilitation (AACVPR):  

• Guidelines for cardiac rehabilitation and 
secondary prevention programmes 
(2013)(43) 

• BACPR: 

• Standards and core components for 
cardiovascular disease prevention and 
rehabilitation 2017(4) 

• EPG position statement 2012(41) 

• EPG core competences for the physical 
activity and exercise component of 
cardiovascular rehabilitation services 
(2012)(38) 

• Department of Health:  

• Commissioning pack for cardiac 
rehabilitation (2010)(5) 

• National Institute for Health and Care 
Excellence (NICE): 

• Cardiac rehabilitation services: 
commissioning guide (2013)(3) 

• Myocardial infarction: cardiac 
rehabilitation and prevention of further 
cardiovascular disease (2013)(7) 

• Chronic heart failure in adults: 
management (2010)(44) 

• SIGN:  

• Cardiac rehabilitation – a national 
clinical guideline, SIGN 150 (2017)(6) 

• Welsh Government:   

• NHS Wales heart conditions delivery plan 
(2017)(45) 

• World Health Organization:  

• Cardiac rehabilitation and secondary 
prevention: long term care for patients 
with ischaemic heart disease (1993).(46)  

 
Note: This list is not exhaustive and should be 
used as a starting point for further reading. 

5.2  Experience of working in 
cardiology/cardiac surgery and CR  

Exposure to the patient journey through 
cardiology services enables the physiotherapist 
to consolidate their knowledge of the cardiac 
disease process, diagnosis, investigations and 
treatments. The structure of physiotherapy 
services is such that newly qualified 
physiotherapists gain about 4–6 months of 
supervised experience within each clinical 
rotation, progressing to 6–12 months in more 
senior rotational positions.  

Career progression can lead to appointment as 
the lead of the exercise component, with 
potential to also become the CR clinical 
co-ordinator. 

Figure 1 Example of typical career progression 

 

KEY: CR, cardiac rehabilitation. 

 

5.3 Evidence of CPD through additional 
postgraduate training and 
attendance at courses 

The ACPICR recommends attendance at the 
following courses as essential requirements: 

• BACPR 

• Physical activity and exercise in the 
management of cardiovascular disease – 
Part 1: principles and practicalities 

• BACPR/ACPICR  

• Physical activity and exercise in the 
management of cardiovascular disease – 
Part 2: advanced applications.  
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In addition, attendance at other relevant 
courses and study days will enhance 
knowledge and inform practice:  

• BACPR  

• Annual conferences  

• Standards and core components 
eLearning module 

• Assessing functional capacity – how to 
administer and interpret submaximal 
tests in clinical populations 

• Monitoring exercise intensity (HR, RPE 
and METS) 

• Adapting group exercise 

• Health behaviour change and 
psychosocial support 

• Dietary approach to managing 
cardiovascular disease and weight 

• EPG annual study day 

• BACPR/ACPICR  

• Physical activity and exercise in heart 
failure 

• Principles and applications of resistance 
training. 

Figure 2 Summary of ACPICR recommended pathway 
to lead the exercise component in CR 

 

KEY: ACPICR, Association for Chartered Physiotherapists in Cardiac 
Rehabilitation; BACPR, British Association for Cardiovascular 
Prevention and Rehabilitation; BSc, bachelor of science; CSP, 
Chartered Society of Physiotherapy; HCPC, Health and Care 
Professions Council; MSc, master of science; CPD, continuing 
professional development; CR, cardiac rehabilitation; EPG, 
Exercise Professionals Group; MSc, master of science. 

6  Summary 

National standards include a physiotherapist as 
a key member of the MDT required to deliver 
comprehensive CR. The physiotherapist is 
considered to be an integral and valued 
member of the CR team, bringing the unique 
and essential knowledge and skills that this 
document has outlined. It is imperative that 
the physiotherapist’s knowledge and skills are 
appreciated when comparing them to those 
possessed by other exercise professionals. 
Although they share some common ground, 
they are essentially different in what they 
individually offer to the CR MDT. 

Physiotherapists should be considered an 
essential member in all CR MDTs, as their skills 
and attributes mean they are key to ensuring 
that services meet the challenge of improving 
availability and uptake for all eligible patient 
groups. Physiotherapists also possess the 
knowledge and skills required to rehabilitate 
patients with other forms of CVD, including 
peripheral arterial disease and stroke. The 
benefit and worth of the physiotherapist’s 
contribution to CR must be recognised and not 
underestimated. 
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7  Appendices 

Appendix 1 Core academic and 
practical skills taught at 
undergraduate level 

• Anatomy 

• Physiology 

• Exercise physiology 

• Movement analysis 

• Motor learning 

• Physical activity and health 

• Exercise prescription and programming 

• Health psychology 

• Health promotion 

• Social aspects of health and illness 

• Healthcare policy 

• Principles of assessment  

• Physiotherapy techniques 

• Manual therapy 

• Exercise and movement 

• Electrophysical modalities 

• Heath education and potential 
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Appendix 2 Learning and development 
principles for Chartered 
Society of Physiotherapy 
accreditation of qualifying 
programmes in 
physiotherapy 

Accreditation/re-accreditation to the 
Chartered Society of Physiotherapy (CSP) 
requires university physiotherapy courses to:  

• build and consolidate core physiotherapy 
knowledge, skills, values and behaviours to 
enable students to develop into safe, 
effective, caring, confident and 
autonomous physiotherapists 

• reflect the needs of local, national and 
global populations 

• prepare graduates to work flexibly across 
care contexts and be prepared to meet 
challenges associated with population 
trends and shifting demographics 

• prepare graduates to deliver effective 
services that are centred around whole-
patient care across the lifespan and 
spectrum of health and well-being, 
illness/disability and end-of-life care 

• develop skills to identify and implement 
best practice 

• develop research skills 

• develop graduate confidence in the 
application of health informatics and 
technological advances to support research 
and improvements in practice 

• clarify expectations of existing and 
emerging job roles for newly qualified 
physiotherapy graduates 

• incorporate scope of practice, develop life-
long learning skills and raise awareness of 
links between continuing professional 
development (CPD) and future career 
pathways 

• develop entrepreneurship and awareness 
of business services evaluation and related 
commissioning models 

• engender graduate confidence and 
resilience. 

The following principles have been developed 
in parallel with the CSP’s physiotherapy 
framework setting out the knowledge, skills, 
behaviour and values (KSBV) required for 
various physiotherapy roles at different levels 
and should be read in conjunction with the 
KSBV required for qualifying-level 
practitioners. Supporting information can be 
found at 
www.csp.org.uk/documents/physiotherapy-
framework-condensed. The principles set out 
the means by which appropriate learning and 
development may be achieved in order to fulfil 
KSBV expectations at professional-entry level 
and lay the foundations for future career 
development. 

Principle 1  Programme outcomes 

Qualifying programmes should aim to develop the 

knowledge, skills, behaviour and values (KSBV) 

required to practise physiotherapy at newly 

qualified level (NHS band 5 or equivalent), while 

nurturing the skills, behaviour and values that will 

enhance career-long development and practice 

Meet requirements for registration with the 
Health and Care Professions Council (HCPC): 

• knowledge, sound clinical skills of 
assessment and treatment, and generic 
communication and relational skills. 

• fundamental understanding of biomedical 
and human sciences 

• fundamentals of therapeutic process – that 
is, physical assessment skills, clinical 
reasoning, safe, effective prevention and 
treatment skills to address commonly 
occurring problems of movement 
dysfunction 

• health and well-being to meet the needs of 
people of all ages 

• evaluation and discharge / modification 
skills 

• an evidence-based, problem-solving and 
person-centred approach 

• strong clinical reasoning skills and the 
ability to reflect, evaluate and adapt to 
changes in practice. 

http://www.csp.org.uk/documents/physiotherapy-framework-condensed
http://www.csp.org.uk/documents/physiotherapy-framework-condensed
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Principle 2  Programme design  

Flexibility and local need will determine 

programme design decisions within nationally 

agreed boundaries 

Innovation in programme design and delivery 
is actively encouraged and should be evidence-
based where possible. Although the minimum 
requirement for a qualifying programme in 
physiotherapy is a bachelor of science degree 
with honours (BSc (Hons)), achieved by either 
full- or part-time study, postgraduate routes to 
qualification have been developed. The 
minimum requirement for full-time study is 
three academic years for a BSc (Hons) – four 
years in Scotland – and two calendar years for 
the master of science (MSc) qualifying route, 
with commensurately longer programmes 
undertaken through part-time study. 

Principle 3  The learning process 

The learning process experienced by students 

should prepare them well for initial practice upon 

qualification to promote continued learning and 

enable them to adapt to the challenges and 

opportunities of an ongoing career in 

physiotherapy 

• Ability to learn independently, while being 
aware of relevant and appropriate sources 
of support, advice and guidance 

• Appreciation of interdependent 
relationship between theory and practice 
within professional learning 

• Capacity for clinical reasoning, problem 
solving, practice evaluation and reflection  

• Capacity for critical appraisal of the 
evidence base and its application to 
practice 

• Ability to adopt a critical and questioning 
approach in practice 

• Capacity for effective communication and 
interpersonal skills 

• Recognition of the fundamental importance 
of client autonomy and partnership 

Principle 4  Learning, teaching and 
assessment strategies 

Learning, teaching and assessment approaches 

that facilitate the development of high-level 

cognitive skills should be adopted 

Learning and teaching strategies and content 
should be evidence based, and students should 
be encouraged to adopt a questioning, critical 
stance while understanding that evidence may 
be accumulated in different ways and at 
different levels. Developing true integration of 
learning in all settings will facilitate students’ 
understanding of the use of evidence in 
practice settings and will help them to transfer 
new knowledge and skills from one area to 
another. Students should be explicitly 
introduced to the skills of reflection as a tool 
for learning from experience. Allocating 
specific time within the programme – and 
providing appropriate tools and support – to 
reflect on their learning in both university and 
practice settings will promote integration of 
learning. It will also help them develop higher 
level cognitive skills. 

Principle 5  Interprofessional education  

Opportunities for interprofessional learning with 

students from other disciplines should be made 

available in both university and practice settings 

Interprofessional education – in which 
students from two or more professions learn 
with, from and about each other – offers 
opportunities to develop understanding of the 
roles and approaches of other health 
professions. This lays foundations for 
collaborative and team working in practice, 
including promoting interprofessionalism to 
the benefit of clients. Although many 
programme planners have made much 
progress, further opportunities could be 
explored, and consideration given to the point 
in the programme at which they would be 
most influential. 
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Principle 6  Practice placements 

Each student should experience a balanced 

sequence of practice placements, representing a 

diverse range of settings in which they are likely 

to practise on qualification. The placements 

should make progressively greater demands in 

terms of competencies, such that successful 

completion will ensure graduates can practise as 

autonomous newly qualified practitioners 

• Enabled and supported to develop the 
knowledge, skills and professional 
behaviour to manage a broad range of 
conditions relating to human movement 

• Understand the wide range of individuals 
who can benefit from physiotherapy and 
the diverse settings in which physiotherapy 
is provided 

• Placements for all students that cover a 
broad learning experience of physiotherapy 
practice 

• Breadth of clinical experience to develop 
learning across a wide range of 
physiotherapy practice 

• Development of transferable skills 
fundamental to professional practice: 
assessment, critical appraisal and 
evaluation, clinical reasoning and problem 
solving, self and caseload management, 
communication and teamwork  

• Acquirement of core skills in a diversity of 
settings: NHS primary, intermediate or 
acute care, social services, independent and 
private practice, industry and the voluntary 
sector 

• Importance of teamwork  

• Achievement of 1,000 hours of practice- 
based learning, which is equivalent to one 
academic year of full-time study, to ensure 
a good balance between learning in 
practice and academic environments. 

 Principle 7  Models of practice 

A programme should be based on models of 

physiotherapy practice that are person centred 

and appropriate to the settings and roles in which 

graduates will practise 

Public health 

• Physiotherapy contributes strongly to the 
promotion of exercise and healthy 
lifestyles, underpinned by a sound 
knowledge of exercise physiology 

• Physiotherapists can make a unique 
contribution to improved population health 
through exercise, combining skills of 
assessment and clinical reasoning with skills 
of exercise prescription. 

Fitness for work 

• Assessment of fitness for work contributes 
significantly to the health of the nation and 
its economy. 

The management of long-term conditions 

Traditionally the province of physiotherapists, 
long-term conditions has recently become a 
high priority on government agendas, with 
consequent guidelines about how and where 
people living with such conditions should 
expect to receive services. This approach to 
rehabilitation and continuing management 
again entails a shift away from traditional 
approaches towards facilitation of self-
management, requiring a sound understanding 
among physiotherapists of self-efficacy theory 
and practice. 
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Principle 8  Research, critical 
evaluation and appraisal 

The student will learn about questioning and 

evaluation: knowledge and skills to use and 

gather evidence in practice, and contribute to the 

discovery of new knowledge 

Evidence-based practice in physiotherapy 
requires integration of the best research 
evidence with clinical expertise and judgment 
and the patient’s own values. 

• Ability to devise and sustain arguments and 
critique research 

• Ability to evaluate arguments, assumptions, 
abstract concepts and data; make 
judgements; and frame appropriate 
questions to achieve solutions to problems  

• Understand place and use of evidence in 
practice and qualitative and quantitative 
methods, how evidence is weighed and 
critically interpreted, and how it is used to 
inform decision making in practice settings. 

• Ability to critically appraise published 
research and how it relates to and informs 
practice, including familiarity with 
guidelines (NICE, CSP, etc) 

Informatics 

• Attain knowledge and skills to enable 
information to be collected, managed, used 
and shared to support the delivery of 
healthcare and to promote health 

• Understand use of information in service 
management, evaluation, improvement, 
and establishment and demonstration of 
clinical and cost effectiveness. 

Principle 9  Resources and programme 
management  

Learning opportunities should be sustained by 
resources that make their delivery and 
development viable and supported by an 
appropriate programme management that 
enables and promotes peer review and 
collaboration and evaluation of delivery and 
ongoing development. 
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