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Arterial hypertension is a major cause of cardiovascular morbidity and mortality and the most common
cause of comorbidity in heart failure (HF) with preserved ejection fraction (HFpEF). As an adjunct to
medication, healthy lifestyle modifications with emphasis on regular exercise are strongly recommended
by both the hypertension and the HF guidelines of the European Society of Cardiology. Several long-term
studies have shown that exercise is associated with a reduction in all-cause mortality, a favorable cardiac
and metabolic risk profile, mental health, and other non-cardiovascular benefits, as well as an
improvement in overall quality of life. However, the instructions for the prescriptive or recommended
exercise in hypertensive patients and, more specifically, in those with HFpEF are not well defined.
Moreover, the evidence is based on observational or small randomized studies, while well-designed
clinical trials are lacking. Despite the proven benefit and the guidelines' recommendations, exercise
programs and cardiac rehabilitation in patients with hypertensive heart disease and HFpEF are grossly
underutilized. This position statement provides a general framework for exercise and exercise-based
rehabilitation in patients with hypertension and HFpEF, guides clinicians’ rehabilitation strategies, and
facilitates clinical practice. It has been endorsed by the Working Group of Arterial Hypertension of the
Hellenic Society of Cardiology and is focused on the Health Care System in Greece.
© 2023 Hellenic Society of Cardiology. Publishing services by Elsevier B.V. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Hypertension affects close to one billion adults in theworldwide
population, and this number is forecast to increase to over 1.5
billion by 2025.1,2 Although various conditions and diseases may
lead to the development of heart failure (HF), arterial hypertension
represents a major risk factor because of its high prevalence.1,2 Un-
treated high blood pressure (BP) may progress, leading to endothe-
lial dysfunction and a range of subclinical or clinical organ damage,
such as left ventricular hypertrophy (LVH), microalbuminuria, cor-
onary heart disease, chronic kidney disease, stroke, and HF with
preserved (HFpEF) or reduced ejection fraction (HFrEF).3,4 A patient
with hypertension may proceed to develop HF, with devastating ef-
fects in terms of cardiovascular morbidity and mortality,2,3 through
several mechanisms, including endothelial dysfunction, acceler-
ating atheromatosis, and LVH.

On top of medication, healthy lifestyle modifications with
emphasis on regular exercise are strongly recommended by both
the hypertension and the HF guidelines of the European Society
of Cardiology (ESC).2,3 Several long-term studies have shown that
exercise is associated with a reduction in all-cause mortality and
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may modestly increase life expectancy. Exercise may also improve
the patient's cardiac and metabolic risk profile, benefit mental
health, and bring other non-cardiovascular benefits, including
improvement of the overall quality of life.5-7 However, the instruc-
tions for prescriptive or recommended exercise are not well
defined, since the evidence is based on either observational or
small randomized studies, while well-designed clinical trials are
lacking. In Greece in particular, the infrastructure for exercise reha-
bilitation in patients with cardiovascular disease is practically non-
existent. Apart from barriers in the health care system, one of the
most important obstacles is the physician's inertia toward this
approach, while the training of health professionals in rehabilita-
tion in this field is grossly underdeveloped. At the same time, the
country has high obesity rates, and the population's culture tends
to lean away from healthy lifestyles and exercise. Consequently,
we believe that interventions by scientific societies in this matter
for the sensitization and education of doctors are necessary.

This comprehensive document summarizes and critically evalu-
ates available evidence on the recommended exercise and rehabil-
itation programs for patients with hypertension or hypertension-
associated HFpEF. It also presents the principles supported by exist-
ing published evidence in cardiovascular medicine, examines them
in the light of practical experience, and provides recommendations
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that can easily be implemented within the healthcare system. This
position statement is endorsed by the Working Group of Arterial
Hypertension of the Hellenic Society of Cardiology and is focused
on the sociosanitary setting of Greece.

2. Characteristics of different types of exercise

Physical fitness includes five major components: a) a morpho-
logical component, which refers to the different physical character-
istics of the person undertaking exercise; b) a metabolic
component, related to glucose, lipid metabolism, etc.; c) a motor
component; d) a muscular component (e.g., isometric strength,
muscular endurance); and lastly, e) a cardiorespiratory component,
which mainly refers to endurance or exercise capacity, maximal
aerobic power, and heart function (Fig. 1).8,9 The basic principles
Figure 1. Components of physical fitness that present a target for intervention.
of exercise prescription have traditionally been described using
the “FITT” concept (frequency, intensity, time, type). At the same
time, the mode of exercise is also an important characteristic, as
discussed below. The types of exercise have previously been pre-
sented in a binary fashion, such as endurance or resistance, aerobic
versus anaerobic exercise, or those related to the type of muscle
contraction, such as isotonic (concentric or eccentric) versus iso-
metric; however, the reality is that exercise training frequently in-
volves a range of different types, as opposed to a distinct pattern.10

In brief, aerobic exercise generally refers to training that is per-
formed at an intensity that allows metabolism mainly through aer-
obic glycolysis and fat metabolism (b-oxidation).11 Large muscle
groups performing dynamic activities are engaged, resulting in sub-
stantial increases in heart rate: examples of this type of training
include cycling, running, and swimming.12 Aerobic training can
either be continuous or interval based. Interval training programs
include higher intensities, such as high-intensity interval training
(HIIT) (4 � 4 min at 85-90% peak heart rate, with 3 min active re-
covery). Growing evidence has suggested comparable and even su-
perior cardiovascular benefits, as well as fitness and performance
improvements, in certain populations.13,14 However, more data
are required for more solid conclusions.

Finally, resistance exercise is typically prescribed in terms of one
repetition maximum (1 RM), which is the maximum amount of
weight a person can lift throughout a range of motion with one
repetition. It should be noted that resistance training using less
than 20% of 1 RM is generally considered aerobic endurance
training, while more than 20% of 1 RM renders muscular capillaries
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susceptible to compression during muscle contraction, resulting in
a hypoxic stimulus. Resistance exercise, which can either be iso-
metric (unchanged muscle length) or dynamic (contraction with
change in length), focuses on particular muscle groups using own
bodyweight exercises or weight machines.10,15 Resistance in combi-
nationwith endurance programs may specifically be considered for
low-risk patients, providing certain benefits such as increasedmus-
cle strength and aerobic capacity and a better quality of life.16,17

3. Factors affecting exercise tolerance in hypertensive
patients with HFpEF

Exercise challenges many organ systems of the body tomaintain
homeostasis and to respond to the increased demand for oxygen
and nutrients. Exercise capacity largely depends on the greatest
amount of oxygen an individual can use during exercise. This is
expressed by VO2max, which represents the highest amount of ox-
ygen received, transported, and used by cellular metabolism. Oxy-
gen delivery to the skeletal muscles by the circulation and removal
of carbon dioxide are essential for sustained exercise and have been
considered the most important limiting factors. Glycolysis is a ma-
jor factor that regulates the balance between fatty acids and
glycogen as substrates for exercise; it determines energy produc-
tion and is controlled by the activity of intramuscular glycogen
phosphorylase.

In cardiovascular patients, clinical status, cardiac stress toler-
ance, and comorbidities delineate the exercise capacity, while an
adequate increase in cardiac output is one of the most critical
criteria of exercise performance in those patients. This is accom-
plished by an appropriate increase in heart rate and stroke volu-
medmainly modulated by sympathetic nervous system
overdrivedwhich results in a vigorous increase in cardiac output.
Heart rate response is influenced by several factors, including age,
since it is known that the mean maximum heart rate declines
with age.18 This plays a partial role in the impaired exercise perfor-
mance in HFpEF. In addition, local vasodilators, such as nitric oxide
from endothelial cells, ensure adequate blood flow in skeletal mus-
cles and the pulmonary system. Ventilation rate and lung perfusion
should increase sufficiently, in parallel with the increase of the sur-
face area for gas exchange. Another important factor is the condi-
tion of the neuromuscular system and the type of muscle mass
involved in the exercise. For example, older HFpEF patients have
lower lean skeletal muscle mass and abnormal O2 utilization that
t al., Exercise and cardiac rehabilitation in hypertensive patients with
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is independent of and in addition to the reduced muscle mass,
fewer type I (oxidative-fatigue resistant) muscle fibers, and
impaired blood flow to the active skeletal muscles.19,20 Other com-
mon factors that may limit exercise capacity in elderly hypertensive
individuals are neurological conditionsdfor example, spasticity of
the lower extremities or poor motor coordination.21

Apart from the function of human physiological systems,
another important factor is the type of exercise per se. The type of
exercise plays a significant role in exercise performance since it re-
lates to different levels of physiological response from the body. For
example, dynamic training with high resistance produces a
vigorous increase in peripheral vascular resistance, which may
not be tolerated or even harmful in some cardiovascular patholog-
ical conditions. In addition, environmental factors such as temper-
ature, humidity, and altitude play a large role in guiding patients to
exercise and should be taken seriously into consideration in exer-
cise prescription.

Exercise performance also depends on the individual's intrinsic
motivation, psychosocial commitments, and resources. People with
stronger motivation are more likely to pursue it, dedicate effort to
it, and adhere to a program of physical activity. Consequently, psy-
chological support of these individuals, who in most cases are
reluctant to engage in physical activity, is an influential parameter.

Individuals with hypertension and HFpEF present with auto-
nomic system dysfunction and often develop skeletal myopathy,
which results in abnormal responses to this central and ergoreflex
processing and has a significant impact on exercise capacity. The
cardiovascular response to exercise in hypertensives is hyperdy-
namic because of the over-activation of neural and humoral factors.
The exercise reflex activation is enhanced in hypertension, and this
makes a major contribution to the excessive sympathetic tone and
the over-activation of neural and humoral factors.22

In dynamic exercise of a high intensity, there is a marked in-
crease in systolic blood pressure (SBP) and a small increase or a
decrease in diastolic blood pressure (DBP). Heart rate and stroke
volume are also markedly increased. In static exercise, such as
powerlifting, there is a higher increase in sympathetic efferent ac-
tivity compared to dynamic exercise, with a marked increase in
both SBP and DBP and a moderate increase in heart rate. Hyperten-
sive individuals may reach higher BP at a given rate of work, and
VO2 max is lower in sedentary hypertensives compared to seden-
tary normotensives, a phenomenon that is reversed in trained indi-
viduals.23,24 In addition, post-exercise hypotension following
endurance training seems to be greater in people with higher
pre-exercise BP values.25,26

Total cardiovascular reserve in HFpEF is compromised by a
blunted heart rate response and peripheral vascular vasodilator
reserve, a drop in peak exercise cardiac output, and reduced O2
extraction at the muscle level.27,28 Apart from the diminished ca-
pacity of the cardiovascular system to supply oxygen, the skeletal
muscles are unable to utilize the delivered oxygen efficiently.29 Ex-
ercise performance is also compromised by a variety of factors
related to low cardiac output, pulmonary abnormalities, autonomic
imbalance, impaired peripheral perfusion, and alteredmuscle func-
tion and structure.20,30 In addition, these patients develop
increased ergoreflex sensitivity, which is believed to contribute to
dyspnea on effort and fatigue.31

4. Role of exercise in hypertensive patients with HFpEF

Previous studies have emphasized the beneficial role of exercise
in hypertension and hypertensive heart disease (see Supplemen-
tary material). Although there are no studies focusing on patients
with hypertension and HFpEF, the vast majority of patients
included had hypertension, at a rate of up to 90%. Patients with
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HFpEF are very often obese and usually adopt a sedentary lifestyle
because of severe exercise intolerance, with further deterioration in
the signs and symptoms of HF. In addition, patients with HFpEF are
older and have a higher prevalence of sarcopenia. It is well known
that aerobic and resistance exercise promotes skeletal muscle
anabolism and enhances physical capacity. Resistance exercise im-
proves the muscle protein synthetic rates, promotes type II muscle
fiber anabolism, and is the most valuable defense against age-
related muscle loss.32 Exercise (aerobic and mainly resistance)
has been shown to effectively improve many indexes of the upper
and lower extremity muscle function in people with HFpEF.32,33

A supervised, exercise-based, cardiac rehabilitation program
should be considered in patients with HFpEF. However, well-
designed, large, long-term randomized studies are lacking, mainly
because of difficulties in the management of this fragile population.
Supplementary Table summarizes the most important randomized
studies in this field. Gary et al,34 in the first randomized controlled
trials, showed that home-based, low-to-moderate-intensity exer-
cise, in addition to education, is an effective strategy for improving
the functional capacity and quality of life in women with HFpEF. A
few years later, Kitzman et al, evaluating exercise training in pa-
tients with HFpEF, showed a substantial improvement in cardiore-
spiratory fitness.35,36 Since that time, several other studies have
substantiated this benefit and demonstrated favorable effects on
a variety of parameters.37-39 The Ex-DHF pilot study, which enrolled
64 patients with HFpEF, showed that a supervised combined endur-
ance and resistance training programwas associated with improve-
ments in peak VO2, markers of diastolic function, and reported
physical functioning over 3 months.40 There is some evidence
that high-intensity interval training is more effective than moder-
ate continuous training in improving peak VO2, without any differ-
ence in other CPET parameters or quality of life score,41,42 but a
more recent multicenter trial with 180 patients did not confirm
any clinically significant difference between these two training pro-
grams.43 A post-hoc analysis of the TOPCAT trial showed that pa-
tients who reported the ideal physical activity had lower rates of
HF hospitalization, as well as cardiovascular and all-cause mortal-
ity, compared with those with a poor or intermediate level of phys-
ical activity.44 Furthermore, aerobic exercise training improves
quality of life and exercise capacity measured by peak VO2 and 6-
min walk distance, and there is evidence indicating a beneficial ac-
tion on cardiac hemodynamics and myocardial systolic and dia-
stolic function.45-49 Moreover, cardiac rehabilitation programs in
patients with HFpEF promote physical activity. Regular physical ac-
tivity can further decrease BP levels beyond those achieved with
the commonly used antihypertensive agents.2

In order to design a training protocol, the appropriate intensity
should be selected based on parameters such as peak oxygen up-
take, peak heart rate, and ventilatory threshold, assessed during in-
cremental cardiopulmonary exercise testing. Guidelines published
by the European Society of Cardiology recommend an exercise pro-
gram that combines moderate endurance and dynamic resistance
training in patients with HFpEF.10 High-intensity physical activity
is considered an effective method that improves cardiorespiratory
and metabolic function. However, the data are not definitive in
the context of HFpEF (see Fig. 1).

5. Recommendations for exercise initiation in hypertension
with HFpEF

A comprehensive clinical evaluation and risk stratification of pa-
tients are mandatory before the initiation of an exercise program.
On the other hand, exercise training in HFpEF might be an adjuvant
treatment option for ameliorating breathlessness, fatigue, and
impaired exercise capacity, which are the main symptoms
t al., Exercise and cardiac rehabilitation in hypertensive patients with
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Table 1
Clinical and laboratory tests recommended before the initiation of a regular exercise
program in hypertensive patients with HFpEF

Clinical/laboratory test

Detailed clinical history for
symptoms during physical
activity

In all patients

Detailed physical examination In all patients
Orthostatic hypotension test In patients �65 years old or those

with neurological diseases
Out-of-office blood pressure

measurements to ensure the
control of hypertension

In all patients

Home blood pressure measurement
at least once per week during the
exercise program

In all patients

12-lead electrocardiogram In all patients
Hemoglobin and/or hematocrit,

fasting blood sugar, serum
creatinine and eGFR, serum
sodium, and potassium

In all patients

Echocardiogram to evaluate left
ventricular mass, ascending
aorta dimension, ejection
fraction

In all patients

Exercise test In patients engaging in moderate or
high-intensity programs

Cardiopulmonary exercise test
(once it is available)

In patients engaging in moderate or
high-intensity programs

Coronary computed tomographic
angiography

May be considered in patients with
high or very high 10-year
cardiovascular death risk who will
engage in high-intensity programs
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associated with this disease and pose a problem that is difficult to
solve. Moreover, physical activity and exercise added to the usual
care may have a further beneficial effect on BP control.2 However,
exercise training should be initiated in a clinically and hemody-
namically stable patient who is receiving the optimal medical ther-
apy.50 A detailed clinical evaluation and cardiovascular risk
stratification should be carried out initially before exercise coun-
seling. BP monitoring should preferably be performed using out-
of-office measurements. Basic laboratory tests, an echocardiogram,
and an exercise test may also be advised before the initiation of an
exercise program, particularly in sedentary patients (Fig. 2, Table 1).
In high- or very high-risk patients, coronary computed tomo-
graphic angiography (CCTA) could be considered before the initia-
tion of a moderate or intensive exercise program (Fig. 2, Table 1).
Our clinical practice recommendation was based on studies in pre-
ventive cardiology, where cardiac CT has been studied in large pop-
ulations of asymptomatic individuals for its potential benefit to
guide treatment decisions and improve clinical outcomes. These
studies in high-risk populations indicated that findings in the car-
diac CT arm may change treatment management and beneficially
affect their outcomes.51-54 Recently, the American Society for Pre-
ventive Cardiology has proposed that a judicious approach to the
use of CCTA in asymptomatic populations may be to target high-
risk individuals.55 Based on this, and given that exercise may trigger
adverse cardiac events, we consider that in this group, a thorough
noninvasive evaluation is even more imperative.

Pre-participation cardiovascular screening (natriuretic peptides,
echocardiography, cardiopulmonary exercise testing) prior to the
initiation of an exercise program is mandatory in patients with
HF. Physical activity is contraindicated in those with deteriorating
signs or symptoms of HF or hypotension.10 Patients with uncon-
trolled hypertension should delay training until BP is controlled.
Resting systolic BP > 200 mmHg and/or diastolic BP > 110 mmHg
represent relative contraindications to exercise. Moreover, an exag-
gerated BP response to exercise (systolic BP > 250 mmHg or dia-
stolic BP > 115 mmHg) has been associated with a higher risk of
incident hypertension and is a relative indication to reduce training
intensity.56

Patients with HFpEF usually have a cluster of comorbidities, and
exercise-based cardiac rehabilitation programs are a cornerstone in
Figure 2. Evaluation guide before the initiation of an exercise-based rehabilitation pro

Please cite this article as: M. Kallistratos, D. Konstantinidis, K. Dimitriadis e
heart failure with preserved ejection fraction: A position statement on b
Society of Cardiology, Hellenic Journal of Cardiology, https://doi.org/10.10
the holistic prevention and management of hypertension and
HFpEF.57-66 Evaluation of functional capacity, chronotropic reserve,
and BP response to exercise, as well as screening for ischemia or
exercise-induced arrhythmia, are recommended before prescribing
an exercise program. Peak VO2, measured during a cardiopulmo-
nary exercise test, has been identified as the primary outcome for
assessing the ventilatory, hemodynamic, andmetabolic effect of ex-
ercise as a therapeutic intervention in HFpEF and as a fundamental
component of exercise training and assessment of exercise intoler-
ance in patients with HFpEF. Baseline evaluation should include an
gram in hypertensive patients with heart failure with preserved ejection fraction.
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exercise test (preferably cardiopulmonary exercise testing) in order
to prescribe the optimal exercise intensity. Exercise sessions should
preferably start gradually, with short phases of 10min of endurance
and 10min of resistance exercises; in time, over a period of 4weeks,
these should be extended to the final aim of at least 30-45 min for
�3 days per week (Fig. 3).10 Regarding the exercise regimen, it
should be tailored to each patient's capacity, with a combination
of moderate-intensity endurance (3-5.9 metabolic equivalents)
and dynamic exercise (30-50% of one repetitionmaximum).10 Mod-
erate intensity for endurance exercise is defined as that which pro-
duces 40-69% of peak VO2, 55-74% of the maximum heart rate, or
40-69% of the heart rate reserve.10 For additional benefit in fitter
adults, a gradual increase in aerobic physical activity is recommen-
ded. Additional resistance training is effective in further reducing
BP and is recommended at a moderate intensity for 2-3 days per
week.2 Moderate-intensity resistance training is defined as 30-
50% of the maximum amount of weight the person can lift
throughout a range of motion with one repetition (RM), and it is
advised to schedule a gradual increase up to sets of 15 repetitions.10

Exercise that promotes balance and flexibility is also strongly rec-
ommended at least 2-3 times per week. In addition, Borg's rating
of perceived exertion (RPE) 6-20 scale should be used to monitor
the patient's subjective assessment of exercise intensity.67 Aquatic
therapy is the preferred exercise for patients who suffer from
arthritis or any other orthopedic issue.

Themajority of patients with HFpEF are treated for hypertension
in community-based medical offices. The development of inter-
professional care, including the internist, general practitioner,
cardiologist, dietician, physical therapist, and psychologist, should
form the basis of this approach. Apart from the lack of rehabilitation
centers oriented toward cardiovascular patients, frailty, cognitive
Figure 3. Proposed exercise training in HFpEF patients. Exercise training must take into con
exercise training is highly recommended. A higher intensity of exercise must be individualize
and duration must be tailored to each patient's capacity. HFpEF: heart failure with preserved
of perceived exertion, CT: continuous training, ST: strength training, MVC: maximal volu
intensity interval training, RST: resistance strength training).
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dysfunction, depression, and other psychosocial problems are ma-
jor barriers to be overcome.

6. Choice of drugs

Given that the basic prerequisite for participation in exercise
programs is a well-controlled BP, all drug categories, especially
first-line, can be used accordingly. The choice of medication should
be based on the patient's clinical profile and comorbidities.
Angiotensin-converting enzyme inhibitors and angiotensin-II re-
ceptor blockers may be preferable to drugs that have a negative
inotropic or chronotropic effect, which may have a negative impact
on functional performance. B-blockers, unless clearly indicated,
must be avoided since patients with HFpEF have a low exercise
chronotropic reserve. In addition, diuretics should be used in mini-
mally effective doses because of the increased risk of dehydration,
electrolytic imbalance, and post-exercise hypotension.

Apart from the mainstream antihypertensive agents, sodium-
glucose cotransporter 2 (SGLT2) inhibitors seem to confer a mild
to moderate reduction in SBP and DBP.68,69 In addition, SGLT2 in-
hibitors can decrease cardiovascular mortality and the risk of hos-
pitalization while improving the health status of HFpEF patients.69-
80 Dapagliflozin improved the health status of patients with HFpEF,
mainly via improvements in symptoms and physical limitations,
irrespective of diabetes mellitus status, and is recommended as a
therapeutic option in those patients.77-80

7. Challenges in implementation of CR programs

Cardiac rehabilitation in Greece, despite its proven benefit to the
patient's outcome, so far remains at a low level, without there being
sideration the patients' functional capacity, clinical status, and comorbidities. Moderate
d according to patients' characteristics and comorbidities. Exercise frequency, intensity,
ejection fraction, HRR: heart rate reserve, HRmax (%): heart rate max, RPE scale: ratings
ntary contraction, HIT, high-intensity interval training, IT: interval training, LIT: low-
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any organized structures or a specific strategy for such a thing. The
outlook is evenworse for patients with HFpEF, who are older, with a
worse functional status andmany comorbidities, and who are often
dependent on family caregivers. There is a great need for the
formulation of a national health policy in Greece that will endorse
the provision of cardiac rehabilitation in those patients. Major ob-
stacles related to structure, availability, integration into the health-
care system, and reimbursement remain to be overcome. Scientific
societies may exert a powerful influence on this issue by proposing
realistic strategic plans to the state and enhancing the training of
physicians, health care practitioners, and patients in this direction.
Clinicians should listen carefully to the patient's concerns and
assess their level of commitment to the CR program while
providing guidance and support at the patient's current level.

The implementation strategy for CR programs should include
stakeholder encouragement and meetings, the creation of educa-
tional materials, training of the supervising teams, and program
assessment. In addition, the incorporation of hybrid programs
with digital applications supplementary and complementary to
the in-person meetings would be of help since many of these pa-
tients are dependent and have difficulties with mobility.

8. Gaps in the evidence

Although exercise is strongly recommended and rehabilitation
is enthusiastically encouraged in HFpEF patients, adequate evi-
dence resulting from randomized large trials with “hard” primary
endpoints is lacking for this specific population. In addition, the
published literature has not addressed patients’ clinical complexity
and the intersection of health, psychological impact, and social di-
mensions. Interventional research studies have excluded patients
with multiple comorbidities or more fragile individuals. Finally,
high-quality evidence and adequate comparative data evaluating
the most beneficial modes of exercise among patient populations
are lacking.

9. Conclusions

Participation in exercise programs and/or cardiac rehabilitation
is associated with a significant benefit in hypertensive patients and
patients with HFpEF. Exercise training should be initiated in clini-
cally and hemodynamically stable patients inwhom a detailed clin-
ical evaluation and cardiovascular risk stratification should be
performed before exercise counseling. BP control and monitoring
are essential requirements for these patients. Exercise programs
and cardiac rehabilitation in patients with hypertensive heart dis-
ease and HFpEF offer a proven benefit, and for this reason, they
are strongly indicated in the guidelines. However, they are signifi-
cantly underutilized, and national implementation practices are
needed for this purpose. Apart from the practical difficulties
involved in implementing CR through the healthcare system, one
of the most important barriers is physicians' lack of awareness.
This consensus document provides a general framework for exer-
cise and planned rehabilitation in those patients, aiming to guide
clinicians’ decisions and facilitate clinical practice.
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