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Introduction  
Cardiovascular Diseases (CVD) remain a major cause of mor-

bidity and mortality worldwide, representing a significant burden on 
healthcare systems and societies. Ischemic heart disease, valvular 
heart disease, and heart failure are among the most common cardio-
vascular diseases, sometimes characterised by distinct pathophysio-
logical mechanisms but often sharing common risk factors and clin-
ical presentations. 

Following a cardiovascular event, patients may experience a 
decline in quality of life, both physically and emotionally. The phys-
ical limitations imposed by CVD can lead to a reduction in function-
al capacity and to experiencing pain and fatigue.1 In addition, the 
psychological impact of a heart attack or severe heart failure can be 
profound, manifesting in anxiety, depression, and fear of 
recurrence.2 The social consequences of CVD are also significant, 
including increased healthcare costs, loss of productivity, and stress 
for family members and caregivers. The growing need for cardiac 
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rehabilitation services is driven by an aging population and the 
increasing incidence of cardiovascular events. As life expectancy 
rises and lifestyle-related risk factors become more prevalent, the 
demand for effective rehabilitation programs continues to grow. 

To address the complex needs of patients with CVD, a multidis-
ciplinary approach to rehabilitation is essential. A well-coordinated 
team, including rehabilitation physicians, organ specialists, psychol-
ogists, nurses, physiotherapists, and other dedicated figures, can pro-
mote a comprehensive recovery process. Each team member brings 
unique expertise and contributes to the overall goals of cardiac reha-
bilitation, which include improving functional capacity, reducing 
symptoms, preventing future events, and improving quality of life.3 

This paper aims to describe the multidisciplinary approach in the 
Cardiological Rehabilitation SSD of the Alessandria University 
Hospital (AOUAL). Particular attention will be paid to the impor-
tance of communication regarding the secondary prevention of car-
diovascular events carried out, in an integrated manner, through a 
group intervention involving all the figures of the treating team. 
Finally, some lines of future development will be proposed which, 
starting from the interventions already implemented, it would be 
interesting to implement in order to favour an increasingly interdis-
ciplinary care of the cardiopathic patient. 

 
The role of multidisciplinary patient care  
in cardiac rehabilitation 

Given the complexity of the cardiac patient, it is important that 
a global approach is implemented, involving different professional 
figures. This integrated and multidisciplinary approach aims to slow 
down or even reverse the progress of the disease.3,4 

In the rehabilitation team, the rehabilitation cardiologist super-
vises patient care and provides medical indications, integrating 
them with the interventions of the other team members. To manage 
risk factors and prevent complications, pharmacological interven-
tions, such as anti-platelet agents, beta-blockers and statins, are 
often prescribed.  

Physicians are supported by physiotherapists, who are funda-
mental to the development of exercise programs, with both a tech-
nical evaluative and habilitative-rehabilitative role. 
Physiotherapeutic rehabilitation after cardiac surgery or a heart 
attack often starts with early and gradual mobilisation, which is 
essential to prevent complications such as venous thrombosis or 
pneumonia. Following this, specific personalized rehabilitation 
programs are introduced to improve cardiorespiratory perform-
ance. Physical activity is essential in cardiac rehabilitation and 
offers numerous benefits to patients with CVD. Regular exercise 
can improve cardiac function, increase exercise tolerance, reduce 
symptoms, and improve general well-being. Individualized exer-
cise programs supervised by qualified professionals can be imple-
mented safely and effectively in most patients.5 

Other prominent figures in the rehabilitation team are nurses and 
social health workers who, in addition to providing daily care to the 
patient, ensure that the patient and the caregiver convey and under-
stand the messages concerning adherence to treatment and self-care. 

Parallel to physical rehabilitation, appropriate education on 
healthy lifestyles is essential. In this regard, nutritional counselling 
can be useful to provide personalised dietary advice, which is essen-
tial to control risk factors such as hypertension and cholesterol, or to 
improve nutritional status. In fact, a healthy diet is another essential 
component of secondary prevention. The Mediterranean diet, char-
acterised by a high intake of fruit, vegetables, whole grains, and 

healthy fats, has been shown to reduce the risk of cardiovascular 
events. Dietary changes should focus on reducing sodium intake, 
limiting saturated fats, and increasing fibre intake.6,7 

Cardiovascular events also have a profound impact on individ-
uals, families, and society. In particular, there is growing evidence 
that patients who have suffered cardiovascular events also have to 
deal with the consequences of their disease from a psychological 
point of view.8 It has been shown that heart patients are more likely 
to suffer from anxiety, depression, and post-traumatic stress disor-
der.9,10 In addition, when the individual is subjected to excessive or 
too prolonged stress, his or her adaptive capacities can be over-
whelmed; this can cause a state of imbalance, resulting from a real 
or perceived disparity between the demands of the surrounding 
environment and the personal ability to withstand these demands.4 
A poor social support network, and lack of friendships or recre-
ational activities (hobbies, sports, interests) may reduce the sub-
ject’s resilience, increasing the risk of cardiovascular events.11 For 
these reasons, a key role is also played by the psychologist, who 
offers fundamental emotional support to face the challenges relat-
ed to the disease. The psychologist helps the patient to manage 
anxiety, depression, and other emotional states that may arise fol-
lowing a cardiac event. Furthermore, he/she promotes adherence to 
therapies, and lifestyle modification and fosters effective commu-
nication between the patient and the various healthcare profession-
als. He/she can support the patient in identifying and managing 
risk factors, promoting sustainable lifestyle changes, focusing on 
the individual’s resources and coping skills, and implementing the 
correct self-management of rehabilitation treatments based on 
individual characteristics. Thanks to his/her intervention, the 
patient can better process the trauma of the event and customise his 
own treatment pathway.12 

It is, therefore, clear that a multidisciplinary approach to rehabil-
itation, combined with effective secondary prevention strategies, is 
essential to optimise outcomes and improve patients’ quality of life. 
By addressing the physical, psychological, and social consequences 
of these events, healthcare professionals can help patients live longer 
and healthier. The various professionals involved work together to 
rehabilitate the person in its various components. Therefore, partici-
pating in a rehabilitation program after cardiac surgery or a heart 
attack offers numerous benefits for the person’s health.3,13 

 
 

Materials and Methods 
The experience of the multidisciplinary educational 
group in the Cardiology Rehabilitation Department 
(Borsalino Hospital), Alessandria University 
Hospital 

The cardiological rehabilitation project proposed by the 
AOUAL aims to promote a global and multidisciplinary approach to 
the patient. 

In addition to the individual interventions of the various profes-
sional figures of the treating team, since the opening in 2010 of the 
SSD Cardiorespiratory Rehabilitation in Borsalino Rehabilitation 
Centre, an integrated and multidisciplinary approach to the patient 
has been implemented by organizing educational groups for patients, 
involving the various figures of the treating team, also open to fam-
ilies. In the early years, group meetings included external volunteers 
from the heart patients’ association, together with the department’s 
cardiologist, psychologist, and physiotherapists. In addition to the 
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group activities, an «information brochure for cardiology rehabilita-
tion patients» was also drawn up. 

In addition to the group intervention, a psychological screening 
has been carried out on patients to assess their levels of anxiety and 
depression, through scales such as the Hospital Anxiety and 
Depression Scale (HADS)14 and further psychological interviews on 
issues such as perception of illness, coping and self-efficacy 
resources, social and/or family support, propensity to adhere to reha-
bilitation indications, and expectations regarding return to daily life. 

To date, the group intervention has been increasingly structured 
and integrated within the SSD Cardiology Rehabilitation, involving 
all members of the treating team. It is carried out every two weeks, 
with an average of eight patients participating per session. The mul-
tidisciplinary group has continued to take place until now, except for 
the emergency period due to the COVID-19 pandemic. 

A distinctive feature of the multidisciplinary group lies in the 
attention given to the relationship and communication dynamics 
with respect to secondary prevention, with the aim of providing 
information and in-depth education on cardiovascular diseases. 
Through the group meetings, patients can learn about the distinct 
types of heart diseases, their causes, and how they affect daily life. 
An important focus is placed on modifiable risk factors, such as 
hypertension, high cholesterol, smoking, and diabetes. This empow-
ers patients to effectively manage these conditions and reduce the 
risk of future complications. Another pillar of the multidisciplinary 
team is physical activity. Personalised, safe, and effective exercise 
plans are proposed, which can be incorporated into each patient’s 
routine to improve cardiovascular health and quality of life. At the 
same time, we promote a healthy lifestyle, providing guidance on 
proper nutrition, stress management, and other heart-healthy habits 
that can help prevent future cardiovascular events. Finally, ample 
space is dedicated to psychological well-being. Patients are helped 
to become aware of their emotions and resources and to develop 
effective coping strategies to face daily challenges. 

In summary, the aim of the multidisciplinary group is to pro-
vide people who participate with the knowledge and tools neces-
sary to better manage their cardiovascular health and improve their 
quality of life. 

This group meeting involving the various figures of the rehabil-
itation team also allows for the creation of a more significant rela-
tionship between the patient and his or her caregivers. In the days 
following the group, it will be possible to individually discuss with 
each professional figure in the team, the specific aspects that the per-
son wishes to deepen regarding his or her current clinical and reha-
bilitation situation. 

During the morning rounds, cardiologists and nurses can pro-
vide further information regarding the progression of the clinical and 
rehabilitation status, answering any doubts and fears that the person 
may express with respect to both his or her current condition and 
recovery prospects. 

In gym sessions with physiotherapists, on the other hand, it is 
possible to investigate issues concerning functional recovery and 
exercise, also with respect to the levels of impact on autonomy in 
daily life. 

With regard to the psychological aspects, further individual psy-
choeducational meetings are proposed to help patients cope with the 
event that has occurred and the psychological adaptation to the new 
condition, through stabilisation techniques in the here and now and 
stress management (such as deep breathing and some mindfulness 
and compassion meditation practices).15-17 This helps to modulate 

the hyperactivation of the threat-protection system (such as distress 
and anxiety), to observe one’s own needs and ways of responding to 
the stress related to the critical event that has occurred, and to iden-
tify all those resources of positive affectivity18-20 and activation of 
the calming system21 that are useful to face the present moment with 
awareness and self-compassion. 

The experience gained over the years through the performance 
of multidisciplinary groups has led us to observe some recurring 
themes. First of all, the patients we meet in the group often report a 
state of confusion about what happened to them and states of worry 
and anxiety inherent in being able to safely resume the activities car-
ried out previously. In these cases, communication that focuses on 
restrictions/limitations and the register of self-criticism could ampli-
fy threat protection and alarm mechanisms.22 For this reason, in the 
group, we tend to adopt an approach aimed at promoting motivation 
for self-care through the strengthening of the calming system. An 
attitude of trust and openness to questions and fears is fostered, and 
a communicative register aimed at self-compassion is used. This 
allows pragmatic learning of actions that the person can implement 
to promote the improvement of his or her condition. We have noticed 
that this type of approach allows patients to facilitate the transition 
from the first phase of reaction to the critical event, characterised 
either by confusion and a passive attitude, or by hyperactivity and 
alarm, to a state of greater centredness, awareness and openness to 
sharing. This allows the person to integrate the information received 
and perceive greater coherence and predictability with respect to 
their condition. This fosters the exploration of new and more func-
tional ways of adaptation, that allow one to cope with the impact of 
the event and subsequently learn to live with what has happened.23 

By combining multidisciplinary patient education with individ-
ual rehabilitation programs, our cardiological rehabilitation group 
project in Alessandria aims to facilitate greater patient knowledge of 
their health condition, which is not just “information” but promotes 
an “awareness” of their needs and resources and more active control 
of their health. 

 
Critical issues and future perspectives 

In rehabilitation projects, the enhancement of the aspects of 
information, education, and humanization of care is supported by 
evidence and guidelines.3,12,24 

It is important that the approach to the person in cardiac rehabil-
itation is characterised by a transversal and multidisciplinary 
approach to care, which requires not only technical skills but also 
communication and interpersonal skills. 

On the other hand, the complexity and heterogeneity of the 
needs of people arriving in rehabilitation poses critical issues to be 
considered when taking charge. 

From a medical point of view, the arrival in rehabilitation of 
patients at an early stage can lead to a greater risk of clinical insta-
bility, necessitating different approaches of intensity of care. This 
may imply, for the healthcare staff, the need to frequently readjust 
the rehabilitation project and, for the patients, the impossibility of 
following the programmes continuously. 

Similarly, the increasing fragility of hospitalised patients and 
advanced age are other factors that can interfere with learning, due 
to cognitive limitations, and with the adherence to individual reha-
bilitation programs. 

Population aging, coupled with a rise in cardiovascular events 
among an increasingly frail and comorbid population, needs expand-
ed resources for inpatient rehabilitation. This includes more beds, 
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healthcare workers, and physicians. The lack of staff resources, 
which increases the workload, sometimes makes continuous and 
customised intervention difficult, also creating potential priority 
problems. These demands are particularly challenging in the context 
of economic constraints and resource limitations. The healthcare 
system operates within the constraints imposed by limited public 
health budgets, which can impose restrictions on the funding avail-
able for specialised programs such as cardiac rehabilitation. 
Governments often prioritize acute care over preventive and rehabil-
itative services, resulting in underfunding for the latter. The exces-
sive costs associated with cardiac care, including advanced medical 
treatments, medications, and human resources, place a substantial 
financial burden on healthcare systems. This burden can limit the 
allocation of resources for comprehensive rehabilitation programs. 
Inpatient rehabilitation facilities often struggle with space limita-
tions, which restrict the number of beds available for cardiac reha-
bilitation patients. This can result in longer wait times and reduced 
access to necessary care. It is imperative that rehabilitation centres 
have access to the most advanced medical technology and exercise 
equipment in order to ensure effective treatment. However, the costs 
associated with procuring and keeping advanced equipment can be 
prohibitive. A critical shortage of healthcare workers poses a signif-
icant challenge to delivering high-quality cardiac rehabilitation. 

Moreover, socioeconomic disparities can impact patients’ ability 
to access cardiac rehabilitation services. Economic constraints and 
staff shortages often result in a higher focus on inpatient care, leav-
ing outpatient rehabilitation services under-resourced. This imbal-
ance has the potential to hinder the provision of ongoing support and 
monitoring to a significant number of patients following their initial 
period of hospitalisation. This underscores the need to identify alter-
native solutions, such as telemedicine and Artificial Intelligence 
(AI), allowing patients who do not require inpatient rehabilitation to 
undergo rehabilitation at home with remote healthcare supervision 
through applications. 

Another critical issue is that the team might use different lan-
guages, terminologies, and communication styles, leading to misun-
derstandings and misinterpretations of the messages conveyed. 
Coordinating programs and treatment plans among different special-
ists may be complex, leading to delays or inconsistencies in patient 
care. Staff and patients may not be clear about the specific roles and 
responsibilities of each team member, leading to confusion and inef-
ficiencies. 

Ensuring that patients are actively involved and motivated in 
their rehabilitation process can be difficult, especially if they are 
dealing with emotional or psychological problems. 

Different backgrounds can lead to cultural and language barri-
ers, affecting the effectiveness of educational and rehabilitation 
efforts. 

Addressing informational, emotional, and psychological needs 
is therefore fundamental but can be difficult, especially if specialised 
support is lacking. The role of the psychologist within a rehabilita-
tion team is, therefore, fundamental and goes far beyond mere psy-
chological assistance to the person. He or she is a figure who acts as 
a bridge between the physical and emotional worlds, facilitating 
communication and mutual understanding between all the actors 
involved: patient, family, and healthcare professionals. 

The psychologist does not merely assess and support the patient 
from a psychological point of view but becomes a real mediator. He 
translates the patient’s fears, anxieties, and needs into a language 
that the doctors can understand and vice versa, making medical 

information and therapeutic choices clearer for the patient. In this 
way, the psychologist contributes to creating a climate of trust and 
collaboration within the team, facilitating the construction of a per-
sonalised and more effective rehabilitation pathway. Furthermore, he 
or she helps the patient deal with the emotional challenges related to 
the disease, promoting a healthier adaptation and an improvement in 
quality of life. It also supports family members, who often face a 
very intense emotional burden, by offering them tools to better man-
age this situation. 

However, there are still some obstacles that limit the integration 
of psychologists into healthcare teams. Sometimes, medical priori-
ties may prevail over the psychological component, especially in 
emergency situations or when resources are limited. Moreover, the 
risk of an “on-call” psychological intervention may be that it is 
understood by the sender from a predominantly “biomedical” per-
spective, with the expectation of identifying psychopathological 
aspects to set up a psychopharmacological treatment. 

Overcoming these limitations requires a joint effort by all the 
actors involved, from health institutions to health professionals. It is 
essential to invest in training, promote collaboration between the 
various professional figures, and develop innovative organisational 
models that enhance an interprofessional approach of all the figures 
involved.25 

In the specific field of cardiological rehabilitation within the 
Borsalino Hospital, it would also be interesting to implement other 
interventions, in addition to the educational multidisciplinary group, 
both for therapeutic purposes in the psychological field and for pro-
moting the humanisation of care. 

In the first case, psychological groups could be designed to offer 
patients a space to share their concerns, fears, and doubts, but also to 
identify resources and effective adaptation strategies that consolidate 
skills and attitudes of self-care and self-compassion.26,27 

In the second case, medical humanities interventions could be 
increasingly favoured, facilitating the process of reliance, decom-
pression with respect to distress, and feeling of being in a welcoming 
environment.28 At the moment, in the cardiology rehabilitation ward, 
there is a living room that is also used as a library, but it would be 
desirable to implement the use of this space, giving the possibility of 
listening to music, watching films in a group, setting up an area with 
board games, and allowing the consultation of information leaflets 
with respect to all those topics that are already addressed in the edu-
cational multidisciplinary group. In addition, it would be desirable to 
extend the rehabilitative interventions also in the external environ-
ment of the Borsalino Hospital, for example by using the Sensory 
Garden. In fact, it is increasingly evident how therapeutic green and 
outdoor activities bring benefits to the cardiac rehabilitation 
process.29 

Finally, given the increasing complexity of patients undergoing 
cardiac rehabilitation, it would be important to design follow-up 
interventions to monitor their psychophysical state after their return 
to life at home, perhaps also using means such as telemedicine and 
narrative medicine.30-32 

In this regard, our department is exploring the implementation of 
a tele-rehabilitation program, an approach successfully adopted in 
other medical centres. Such a program would broaden the scope of 
cardiac rehabilitation for post-discharge patients through the use of 
mobile health technologies. Patients would receive wearable sensor 
devices, including pulse oximeters, blood pressure monitors, and 
ECG-enabled smartwatches, after comprehensive training. At home, 
exercise routines guided by video tutorials would be complemented 
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by physiological data transmission from the wearables to a central-
ized monitoring hub, enabling physicians to remotely track patient 
progress and conduct virtual consultations as necessary. The pro-
gram may also include a structured three-month follow-up period 
featuring telemedicine reassessments culminating in a final in-per-
son evaluation. 

This model provides a scalable solution for continuous cardiac 
care post-hospitalization, effectively reducing the reliance on on-site 
resources. We are also considering hybrid pre-rehabilitation strate-
gies which integrate in-person sessions with remote telemedicine 
interventions to optimize surgical outcomes. These programs would 
encompass exercise regimens, patient education, and remote physi-
ological monitoring, aiming to enhance functional capacity, alleviate 
anxiety, manage comorbidities, shorten hospital stays, improve post-
operative recovery, and maximize rehabilitation outcomes. 
Telemedicine enhances both the accessibility and personalization of 
care. We plan to utilize Artificial Intelligence to refine patient edu-
cation on health-promoting lifestyle choices. We advocate for 
patient-centric interventions that foster active participation and a 
humanistic approach to care. Our centre remains committed to deliv-
ering comprehensive and innovative cardiac rehabilitation. Through 
the integration of cutting-edge telemedicine solutions and AI, we 
aim to elevate patient care and ensure long-term wellness. 
Ultimately, we seek to emphasize the importance of adopting exper-
imental paradigms that leverage technological advancements to 
improve patient outcomes. 

 
 

Conclusions 
To conclude, we would also like to emphasise the need to imple-

ment experimental research projects that make evident and quantify 
the benefits, for patients and caregivers, resulting from the adoption 
of a model of global care of the person within the cardiological reha-
bilitation centre of the Borsalino Hospital. 
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