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In 2012, the British Association 
for Cardiovascular Prevention and 

Rehabilitation (BACPR) published guidance 
on the standards and core components 
of cardiac rehabilitation (CR). However, 
annual reports from the UK National Audit 
of Cardiac Rehabilitation (NACR) have 
shown that, while there are examples of 
excellent practice in the UK, many CR 
programmes do not meet the BACPR 
standards. It is difficult for service 
managers, patients and commissioners to 
assess how a particular CR programme 
meets minimum standards of service 
delivery. These findings led the BACPR 
and NACR to work together to develop 
a UK National Certification Programme 
for CR that would be mainly based on 
assessment of quality-assured patient-
level NACR data. The development of 
the certification process was built on 
surveys and interviews with CR service 
providers, patients and commissioners. 
Minimum standards for certification 
were developed by an expert group. 
The resulting process for certification of 
meeting minimum standards of CR service 
was then successfully pilot-tested with 16 
CR programmes, of which 13 programmes 
have since met minimum certification 
standards. CR programmes that submit 
data to the NACR can now apply for 
assessment under the BACPR/NACR 
National Certification Programme.  

Introduction
In 2012, the British Association for Cardiovascular 
Prevention and Rehabilitation (BACPR) 
published guidance for the service standards 
and core components (SCCs) for the delivery of 
cardiovascular rehabilitation (CR) in the UK (table 
1).1,2 The SCCs were evidence based3-5 and set out 

seven core components (figure 1) that aimed to 
ensure delivery of a quality assured, high-standard 
CR programme.1  

Publishing guidance on a set of national service 
standards is obviously important, however, 
measuring the level of adherence to guidance is 
even more important. This is best done through 
an independent audit on a national scale, which, 
until recently, was not really feasible. The British 
Heart Foundation (BHF) National Audit of 
Cardiac Rehabilitation (NACR) has now reached 
a point of quality reporting of CR programmes 
that is highlighting significant success, alongside 
significant shortfalls. 

The majority of CR programmes in the UK (up to 
90%) provide data to the NACR via either patient 
level data submitted to the online database (held 
within the Health and Social Care Information 
Centre), or via an annual survey of all CR 
programmes in the UK. The annual NACR reports 
detail the very large variability in service delivery 
across UK CR programmes, with many examples 
of suboptimal delivery, which has been the topic 
of much debate.6-8 For example, the National 
Institute for Health and Care Excellence (NICE) and 
BACPR recommend that CR should commence 
within 28 days of myocardial infarction (MI) and/
or percutaneous coronary intervention (PCI),1,9 yet 
the UK median time for commencement of CR 
is 38 days, with large variability across the UK 
(from a swift seven days to a greatly delayed 69 
days).10 Concerns have also been raised on other 
aspects of delivery of CR within the UK, which do 
not meet the standards recommended by BACPR, 
including omissions in undertaking pre- and post-
CR assessment, and services delivering too small 
a ‘dose’ of CR by reducing length and frequency of 
programmes.10 

The NACR reports highlight the gulf between the 
previously defined BACPR standards and actual 
service delivery, demonstrating that BACPR service 
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standards are clearly aspirational for the 
majority of services in the UK.1,10 Additionally, 
it was difficult for CR commissioners, service 
managers, staff and patients to assess 
how a programme met minimum standards 
in order to ensure a reasonable quality of 
service. For example, BACPR recommends 
(standard 21) that CR should be delivered by 
a multi-disciplinary team drawn from any of 
10 or more professions, but the minimum 
requirement to demonstrate this was not 
clear. These discussions led to the proposal 
to develop more realistic minimum criteria 
against which services could be benchmarked, 
and to use these criteria to develop and 
assess the feasibility of a certification scheme 
for CR. A certification scheme would:

•	Signal essential standards of care delivery 
in CR

•	Promote excellence and reward 
improvement in the delivery of CR 

•	Encourage greater conformity of services 
across the countries within the UK 

•	Provide information for patients (their 
caregivers and family) on the level of 
service they can expect from a CR 
programme 

•	Provide commissioners with a badge 
of quality assurance for their local CR 
services.

Aims
1.	 Assess the acceptability of a potential 

certification scheme to service staff 
and patients, and its utility for service 
commissioners.

2.	 To develop minimum standards for the 
delivery of CR against which it would be 
possible to assess concordance.

3.	 To develop and pilot a certification scheme 
within the UK to assess its feasibility.

Design
The study was undertaken in three stages. 
Stage 1 assessed the acceptability of a UK 
certification scheme. This involved: 

1a. A survey of CR service staff 

1b. Consultation with a national patient group 

1c. Interviews with a small number of service 
commissioners. 

Stage 2 developed the minimum standards for 
certification from expert consensus. Stage 3 
piloted the certification process.

Stage 1: assessment of 
acceptability of a certification 
of CR scheme
Procedure
1a. CR professionals 
Following ethical approval via Coventry 
University ethics system, a survey was 
undertaken of BACPR members using both 
paper-based and online formats, covering 
topics such as: 

•	attitude to a certification scheme 

•	potential data sources for the scheme 

•	options for the organisation of the scheme

•	frequency of certification/recertification

•	potential price of undertaking the scheme.

Questionnaire responses were a mix of 
multiple choice, Likert-scale, and open 
responses. The online questionnaire was 
made available via emails to BACPR members 
(~900) during summer 2013, and both 
formats were made available during the 
annual BACPR conference (attended by ~200 
people) in October 2013. The survey was 
closed in late October 2013.

1b. Patients/carers
A face-to-face meeting with additional facility 
for teleconference was held in London in 
February 2014 between members of the 
project steering group and members of the 
UK Cardiovascular Care Partnership (CCP-
UK), a patient group affiliated with the British 
Cardiovascular Society. 

1c. Service commissioners 
Face-to-face or telephone interviews were 
conducted with three service commissioners, 
giving them a description of the aims and 
possible format of the scheme for their 
comment. 

Results stage 1
1a. CR professionals
Seventy-five completed questionnaires were 
received, and once duplicate submissions 
(using both paper and online versions) were 
removed, 72 questionnaires were analysed. 

More than half of the respondents were 
nurses (table 2), which will reflect the BACPR 
membership to some extent. Respondents 
were drawn from a range of different sized CR 
programmes.

The overwhelming majority (90%) of 
respondents agreed/strongly agreed that 
a certification scheme would improve the 
standard of CR services across the UK, 
but there were some qualifying statements 
(e.g. “So long as relevant and not a paper 
exercise”). Over 65% of respondents agreed/
strongly agreed that the NACR database 
should be the main source of data to assess 
adherence to minimum standards. There 
were concerns that programmes that did not 
submit audit data to NACR (e.g. currently the 
whole of Scotland) would not be eligible for 
certification. The annual NACR survey was 
preferred by those programmes not submitting 
patient level data to NACR, but there were 
concerns that the survey information was too 
basic to achieve the level of detail required for 
a certification scheme. 

1b. Patients/carers
The potential certification scheme for CR 
was discussed via email and in meetings 
of CCP-UK prior to a face-to-face meeting 
between the project steering group and CCP-
UK representatives. Queries and comments 
were raised by CCP-UK members, including 
a major concern that many programmes do 
not include patient and public participation in 
the development, design and evaluation of CR 
programmes beyond patient satisfaction. Points 
raised by CCP-UK were included in the design of 
certification documentation to ensure that these 
details were captured. 

1c. Commissioners
Three commissioners from different clinical 
commissioning groups in England were 
interviewed for their perspectives of a 
certification programme and the different 
options for data assessment. They raised queries 
regarding the honesty of the process if it relied 
on self-report (rather than on patient-level data 
taken from the NACR), and whether BACPR 
would be able to give an assurance regarding 
data quality (this is a strong aspect of using 
NACR as it is overseen by the Health and Social 
Care Information Centre). All three interviewees 
commented that they were interested in 
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outcomes (such as drop-out rates) rather than 
the more subjective ‘patient satisfaction’. Two 
commissioners were supportive of the potential 
for the scheme to feed into the commissioning 
cycle, providing that the threshold for certification 
was clear. The third was neutral on the idea – 
wishing more detail regarding data quality before 
giving a response on this.

From these three approaches (staff, patient, 
commissioner) to assessing the acceptability or 
utility of a certification scheme, it can be seen 
that there was a great deal of support for the 
proposal. 

Stage 2: development of 
minimum standards for CR 
Procedure
An expert consensus group (n=14) was convened 
which comprised highly skilled CR clinicians 
and managers, academics working in the 
field, members of the NACR team and patient 
representation. The health professionals included 
cardiologists, nurses, exercise professionals and 
other allied health professionals. Three meetings 
were held face-to-face between October 2013 
and November 2014, with email contact 
between meetings, to decide the minimum 
standards for certification, based on the BACPR 
SCCs.1 

Results stage 2
The expert group discussed which of the 
standards could be assessed using NACR 
data, whether it would be possible to assess 
programmes for certification if they did not 
submit patient-level data to the NACR database, 
and what data points would be used to signify 
whether a minimum standard was reached or 
not. The results of the discussions are given in 
table 3.

From these discussions it became imperative 
that NACR data should underpin the certification 
process, in order to provide quality assurance. A 
draft set of minimum standards was developed 
and agreed by the expert group, which were 
finalised after comment by BACPR council. 

Stage 3: pilot of the 
certification scheme 
Procedure
CR teams were invited to provide 
comments on versions of the certification 

application and guidance documents. 
Members from 45 CR teams commented 
on early versions of the application 
documents. Additionally, the NACR team 
developed a programme-level report for 
assessment of meeting those minimum 
standards derived from NACR data. 
Guidance documents were developed to 
support the process, and a number of CR 
experts were recruited to the Certification 
Assessment Panel. 

Once the certification scheme was 
developed, CR programmes that had 
participated in the development stage 
and submitted audit data to NACR were 
invited to become pilot sites for the whole 
certification process. 

Results stage 3
Participating teams who submitted data to 
NACR were invited to participate in a pilot 
of the complete process of certification, 
and 16 teams agreed. The majority of 
the teams had no difficulty in completing 
the application forms. The NACR data 
report and application form for each 
pilot programme was assessed by three 
members of the Assessment Panel who 
provided feedback on the submission. 
There were three potential outcomes of 
assessment: Pass (all standards met), 
Defer (failed on one standard but passed 
the remainder) or Fail (failed on more 
than one standard). In the case of Defer 
or Fail, the panel gave guidance on what 
was needed to achieve a pass. If it was 
possible to remedy the area(s) where 
they were failing within the following 12 
months (with new NACR data, if required) 
they would be able to gain certification as 
part of that submission. If it would take 
longer than 12 months to amend, then 
they would need to undertake a new, full 
application for certification. Eight of the 16 
programmes passed immediately, seven 
were deferred and one failed. Of those 
programmes marked as deferred, five 
have so far been able to improve the areas 
where they did not meet the minimum 
standards and so become BACPR/NACR 
certified programmes. Feedback from 
all of the different groups demonstrated 
that the certification process worked 
well. Certification is for three years, after 

which the programmes must apply for 
recertification.

Conclusion
As this paper demonstrates, the development 
of the BACPR/NACR UK National Certification 
Programme for CR (NCP_CR) has been 
undertaken with input from a full range of 
stakeholders to achieve a scheme that is fully 
quality assured. The NCP_CR is now available 
(at a small cost to cover administration fees) 
to all CR programmes that submit data to 
NACR. For more details see the BACPR 
website (http://www.bacpr.com/pages/page_
box_contents.asp?PageID=911). To request 
the guidance document (which contains 
the most recent version of the minimum 
standards) please email: education@bacpr.
com. Certification is for three years, after 
which the programmes must apply for 
recertification •
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Table 1. The British Association 
for Cardiovascular Prevention and 
Rehabilitation (BACPR) standards for 
cardiac rehabilitation (CR)1

1.	 The delivery of the seven core 
components employing an evidence-
based approach

2.	 An integrated multi-disciplinary team 
consisting of qualified and competent 
practitioners, led by a clinical coordinator

3.	 Identification, referral and recruitment of 
eligible patient populations

4.	 Early initial assessment of individual 
patient needs in each of the core 
components, ongoing assessment 
and reassessment upon programme 
completion

5.	 Early provision of a cardiac rehabilitation 
programme, with a defined pathway of 
care, which meets the core components 
and is aligned with patient preference 
and choice 

6.	 Registration and submission of data 
to the National Audit for Cardiac 
Rehabilitation (NACR)

7.	 Establishment of a business case 
including a cardiac rehabilitation budget 
which meets the full service costs 

Table 3. Development of the minimum 
standards for certification of cardiac 
rehabilitation

•	 Six standards would be assessed. 
Standard 7 (the business case – 
see table 1) was not amenable to 
assessment

•	 Standards 1 and 2 could not be 
assessed using National Audit of Cardiac 
Rehabilitation (NACR) data – and so 
would be captured via self-report in the 
application documents

•	 Standards 3–6 could be assessed 
using NACR data (e.g. included patient 
populations, time from referral to 
assessment 1, duration of programme) 
and would be assessed by comparing 
the data from each applicant programme 
against the national median figures for 
that data point given in the latest version 
of the NACR report

Figure 1. The British Association 
for Cardiovascular Prevention and 
Rehabilitation (BACPR) seven core 
components of cardiovascular 
rehabilitation

Key messages
•	Audit data have consistently 

demonstrated that there is 
substantial variation in UK cardiac 
rehabilitation (CR) service delivery

•	While there are national standards 
for CR, it is difficult for CR services 
to demonstrate to patients, 
managers and commissioners that 
they meet minimum standards

•	The British Association for 
Cardiovascular Prevention and 
Rehabilitation has worked with 
the National Audit of Cardiac 
Rehabilitation to develop and test 
a National Certification Programme 
for CR. This programme is based on 
quality-assured patient-level data 
that allows assessment of whether 
CR programmes meet minimum 
service standards 

Health 
behaviour 

change and 
education

Lif
es

tyl
e 

ris
k f

ac
tor

 

man
ag

em
en

t

Cardioprotective

therapies

Psychosocial

health

Med
ica

l 

ris
k f

ac
tor

 

man
ag

em
en

t

Long-term management

Audit and evaluation

Discipline N (%)

Cardiologist 5 (6.9)

Exercise specialist 8 (11)

Nurse 41 (56.9)

Manager 9 (12.5)

Physiotherapist 6 (8.3)

Other 3 (4.2)

Programme size (patients/year)

≤250 11 (15.3)

251–500 16 (22.2)

501–750 24 (33.3)

≥751 18 (25)

Not known 3 (4.2)

Table 2. Survey respondent profile


