
16 • HJC (Hellenic Journal of Cardiology)

Hellenic J Cardiol 2016; 57: 16-22

Review ArticleReview Article

Manuscript received:
July 5, 2014;
Accepted:
June 2, 2015.

Address:
Jannis V. Papathanasiou

Department of 
Kinesitherapy 
Faculty of Public Health 
Medical University - 
Sofia Bulgaria  
8 Bialo more str. Sofia, 
1527, Bulgaria
giannipap@yahoo.co.uk

Key words: Physical 
and rehabilitation 
medicine 
specialist, cardiac 
rehabilitation, field 
of competence, 
safety.

Advanced Role and Field of Competence of the 
Physical and Rehabilitation Medicine Specialist in 
Contemporary Cardiac Rehabilitation
Jannis Papathanasiou1, Troicho Troev2, Arthur S. Ferreira3, Dorothea Tsekoura4, 
Harieta Elkova5, Elias Kyriopoulos6, Elena Ilieva7

1Department of Kinesitherapy, Faculty of Public Health, Medical University of Sofia, 2Clinic of Physical 
Medicine and Rehabilitation, Military Medical Academy, Sofia, Bulgaria; 3Centro Universitário Augusto Motta/
UNISUAM, Rio de Janeiro, RJ, Brazil; 4Aretaion University Hospital, Athens, Greece; 5Department of Physical and 
Rehabilitation Medicine, “St. Panteleimon” Hospital, Plovdiv-Bulgaria; 6National School of Public Health, Athens, 
Greece; 7Department of Physical and Rehabilitation Medicine, Medical University of Plovdiv, Bulgaria.

T he definition of physical and reha-
bilitation medicine (PRM) given 
by the Union of European Medi-

cal Specialists (UEMS) is that it is an in-
dependent medical specialty concerned 
with the promotion of physical and cog-
nitive functioning, behavior, and quali-
ty of life (QoL), and modifying person-
al and environmental factors. Nowadays 
PRM specialists are responsible for the 
prevention, diagnosis, treatment and reha-
bilitation management of people with dis-
ability. The background competences and 
skills required of PRM specialists during 
the cardiac rehabilitation (CR) process 
are described in the White Book of Physi-
cal and Rehabilitation Medicine and the 
Action Plan of the Professional Practice 
Committee of the UEMS-PRM Section.1-3 
The majority of aptitudes and competenc-
es of PRM specialists are provided during 
the core specialty training and are further 
enhanced by knowledge and experience 
of work in other medical specialties (or-
thopedics, neurology, internal medicine, 
etc.).4 Nowadays, CR is increasingly rec-
ognized as an integral component of the 
comprehensive cardiac care of patients 

with chronic heart failure.5 Known bene-
fits of CR include a reduction in morbid-
ity and mortality, improved functional ca-
pacity, better QoL, improved blood lipid 
levels, more psychosocial well-being, less 
stress, fewer recurrences of myocardial 
infarction (MI), and less need for myo-
cardial revascularization procedures.6-8 
Contemporary outpatient CR services are 
medically supervised and conducted by 
an interdisciplinary team including other 
professionals, such as cardiologists, PRM 
specialists, physical therapists, psycholo-
gists, dietitians and nurses.9,10 Outpatient 
CR programs offer a cost-effective, inter-
disciplinary and comprehensive approach, 
aiming to modify the underlying risk fac-
tors, and to restore maximal physiological, 
psychosocial, and functional status.11 Pa-
padakis et al12 reported evidence to sup-
port the cost-effectiveness of supervised 
CR services as compared to usual care in 
MI and heart failure, with the range of 
cost per life-year gained estimated to be 
from US$2193 to US$28193.12 The ulti-
mate goal of the CR process is the reinte-
gration of cardiac patients into the com-
munity, although many factors contribute 
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to the degree of success achieved. The reported re-
duction in mortality and morbidity rates by super-
vised CR approaches 25%, in comparison with usual 
care, where CR services are underutilized.13 Despite 
this recognition and exhortation, current statistics 
continue to demonstrate disappointingly low partici-
pation and referral rates of eligible patients.14,15 Sev-
eral factors are responsible for the poor referral and 
participation rates of outpatient CR. Poorest partici-
pation is particularly associated with low socioeco-
nomic status, low education, advanced age, rural ar-
eas, and and/or female sex.16,17 The pioneers of CR 
(Tobis, Wenger, Ζοhman and Bruce) would not be 
able to imagine in their time the amount of develop-
ment that their modest exercise training for low-risk 
patients underwent in the following decades. The 
poor CR program applied in the USA in the early 
1960s has now become a multidisciplinary strategy for 
secondary prevention and an interventional tool of 
public health.18

The role of the PRM specialist in CR has changed 
during recent decades, as a result of reductions in 
mortality, morbidity, and hospitalizations and im-
provements in QoL.19,20 PRM specialists on CR teams 
are optimally situated to ensure that behavioral life-
style treatments and drug therapies are applied sys-
tematically to attain favorable clinical outcomes in 
patients with heart disease. The decision-making role 
of the PRM specialist in contemporary CR is to de-
fine policies and strategies, to perform patient assess-
ments, to communicate in an effective and timely fash-
ion with the referring cardiologist or general practi-
tioner (GP), to assure patient safety, and to ascertain 
that the plan of care is cost-effectively attaining favor-
able patient outcomes for participants.21 Contact with 
other medical specialists and health professionals in-
volved in the CR team is vital and should occur regu-
larly.22

Another field of competence (FOC) of the PRM 
specialist is to minimize CR team conflicts. The PRM 
specialist is ultimately responsible for ensuring that 
systems are in place to facilitate this process and that 
appropriate communication with referring physicians 
is maintained.23 The roles and FOC of the PRM spe-
cialist in contemporary CR are presented in Table 1.

Any contemporary CR program should have a 
manual issued, describing the elements that are also 
managed by the PRM specialist (Table 2).

The American Heart Association suggests that 
strict compliance with the indications and contrain-
dications listed in Table 3 is of crucial importance to 

the safety and success of CR programs.24 Of all the 
criteria, the following have to be taken most atten-
tively into account: basic and accompanying/concom-
itant disease; type of treatment—drugs or interven-
tion; electrocardiogram (ECG) and echocardiogram  
data; patient lipid profile; functional capacity; risk 
factors; and psychoemotional and occupational sta-
tus.25 In addition to the abovementioned criteria for 
assessing patients for inclusion in CR programs, an 
in-depth analysis and evaluation of the QoL of car-
diac patients is carried out by means of health-relat-
ed QoL questionnaires, such as the Minnesota Liv-
ing with Heart Failure26 and the MacΝew question-
naire.27

Recently, the National Institute for Health and 
Care Excellence, (NICE) published an updated, and 
much wider list of inclusion criteria, recommending 
the delivery of CR with an exercise component in a 
non-judgmental, respectful and culturally sensitive 
manner to all patients, regardless of their age. Fur-
thermore, it suggests that people should not be ex-
cluded from the entire program if they choose not to 
attend specific components of it, and most important-
ly, that CR should be started as soon as possible, at 
least within 10 days of their discharge from hospital, 
and preferably before discharge. Despite all such ef-

Table 1. Key roles of the physical and rehabilitation medicine spe-
cialist in cardiac rehabilitation (CR).

Carrying out and coordination of diagnostic therapeutic CR 
events
Design and assessment of included patients
Monitoring patient progress and modifying the CR program
Coordination of the safety parameters for CR programs and 
management of emergency and urgent conditions
Communication with referring cardiologists and GPs
Coordination and resolution of health insurance issues

Table 2. Cardiac Rehabilitation Manual.

Diagnostic and evaluation criteria for inclusion and exclusion of 
patients
Methodology of the various cardiac rehabilitation programs
Measures for clinical assessment of patients
Daily notes on the course of treatment after every training 
session, including the achieved parameters and results
Keeping a record of changes in patient’s functional status
Registration of changes in drug therapy
Registration of changes in patient’s psycho-emotional status
Emergency management activities
Communication with referring health professionals to report the 
results achieved by patients
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