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Presentation Objectives

 1. At the completion of this presentation participants will 
list the qualifying diagnosis for cardiac rehab 
attendance as well as contraindications for 
participation. 

 2. After engaging in this presentation participants will be 
able to explain 5 benefits of aerobic exercise for cardiac 
patients. 

 3.  When paying attention to the end of this presentation 
participants will be equipped to write an order for 
cardiac rehab and to write an exercise Rx for their 
patients. 





WHAT
Definition: Cardiac 
rehabilitation is a medically 
supervised program that 
includes exercise training and 
education on heart-healthy 
living to reduce risk factors. It 
helps patients recover and 
improve physical, mental and 
social function.

Goal: To stabilize, slow or even 
reverse the progression of heart 
disease, reducing the risk of 
another cardiac event and/or 
death. 



Cardiac Rehabilitation Qualifying Diagnosis

 MI – NSTEMI or STEMI – within a 3 month period for some insurance plans 
 PCI – Stent, PTCA – within a 3 month period for some insurance plans 
 Heart Surgery: (within a 3 month period for some insurance plans) 

o CABG
o Heart Valve Replacement or Repair 

 Heart Transplant 
 Left Ventricular Assist Device  (LVAD)
 Stable Angina
 Stable chronic CHF–

o Must have EF < 35% 
o No hospitalizations within the previous 6 weeks or planned hospitalizations or procedures in the next 6 

months 

Other Programs within Cardiovascular Pulmonary Rehabilitation Umbrella

PAD – claudication is qualifying diagnosis

Pulmonary - The patient has a diagnosis of chronic pulmonary disease: 1. Emphysema 2. Asthma 3. Chronic Obstructive Pulmonary Disease 4. Cystic Fibrosis 5. Chronic Bronchitis 6. 
Asbestosis 7. Alpha-1 Antitrypsin Deficiency 8. Pneumoconiosis 9. Radiation Pneumonitis 10. Pulmonary Fibrosis 11. Fibrosing Alveolitis 12. Status Post Lung Resection 13. Ankylosing spondylitis 
14. Muscular dystrophy 15. Guillain-Barre’ syndrome 16. Amyotrophic lateral sclerosis (ALS) 17. Sarcoidosis



Absolute and Relative Contraindications
for Exercise TrainingaBSolUte:

 Recent change in resting EKG suggestive of ischemia, 
recent MI or other acute untreated cardiac event

 Unstable angina

 Uncontrolled cardiac arrhythmias

 Symptomatic sever aortic stenosis or other valvular
disease

 Decompensated symptomatic heart failure

 Acute pulmonary embolus or pulmonary infarction

 Acute non-cardiac disorder that may affect exercise 
performance (ie. Infection)

 Acute myocarditis or pericarditis

 Acute thrombophlebitis

 Physical disability that would preclude safe and 
adequate exercise performance

 Accompanying comorbidities that may impede 
exercise tolerance (severe pulmonary issues, open 
wound, orthopedic etc.)

RelatiVe:

 Electrolyte abnormalities

 Tachy or Brady Arrhythmias

 High-degree AV block

 Atrial fibrillation with uncontrolled Ventricular 
rate

 Known Aortic dissection

 Severe resting arterial hypertension (SB > 200 
mmHg and diastolic BP > 110 mmHg

 Mental impairment leading to inability to 
cooperate with training



•Patient Evaluation
•36 sessions of individually designed exercise with EKG 
monitoring        

3 times per week 
40-60 minutes sustained cardio
Warm up, Cool down, Resistance training 
Increase exercise  capacity > 5 METS*
or improve by >1 MET*

•Private Consultations 
Dietitian 
Health Behavior Specialist 

•“Healthy Heart” Class series, Heart Failure Class

What  PatientS anD PRoViDeRS Can exPeCt

(*Metabolic Equivalent of a Task   (1 MET = 3.5 ml O2/Kg/Min) 
energy required at rest, maximal exercise capacity in METS 

approximates an individuals VO2 max.)



Different Techniques with Benefits

HIIT Benefits 

‘

Exercise Frequency



•Commitment
Regular attendance
36 session participation
Attend private consults and 
education classes

•Implement new healthy living 
habits

Tobacco free
Dietary changes
Exercise
Stress  management

What We Ask Of Our Patients



What about 
the staff?
1. Medical Director

2. RN

3. Exercise 
Physiologist 

4. Dietician

5. MSW

Programs must meet 
criteria and are urged 
to obtain AACVPR 
certification. 





Perfect ER Performance



Because we never know what may happen

With 
Jason 

around!



SO WHAT (so what’s the big deal with cardiac rehab?)

Heart 
Disease 

Kills! 



SO WHAT …Heart Disease Kills! 



SO WHAT (so what’s the big deal about 
cardiac rehab?)

attenDeRS of CaRDiaC RehaB VS.  non-attenDeRS
Mortality at 1 year: 

Risk reduction 58%
Mortality at 5 years: 

Risk reduction 34%
Above adjusted for demographic characteristics, comorbid conditions, and subsequent hospitalization

Cardiac Rehabilitation and Survival in Older Coronary Patients. J. Am. Coll. Cardiol. 2009;54;25-33

ComPletinG 36 SeSSionS of CaRDiaC RehaB VS.  ComPletinG one SeSSion

Risk of death 47% lower 
Risk of MI 31% lower 
National 5% sample of MC beneficiaries

Hammill BG, Curtis LH, Schulman KA, Whellan DJ. Relationship Between Cardiac Rehabilitation and Long-
Term Risks of Death and Myocardial Infarction Among Elderly Medicare Beneficiaries. Circulation. 121(2010)

Cardiac 
Rehab
Saves 
Lives

Costs per year of life saved 
range from $4,950 to $9,200 
per person. Cardiac rehab 
participation also reduces 
hospital readmissions. 



Relation of Fitness or Exercise Tolerance to All-Cause or Cardiovascular Mortality in Secondary 
Prevention

Reference Population/follow-up period Fitness measurement All-cause or cardiovascular mortality

Vanhees et al,
6
1994 Male patients ≥4 wk after MI (n=312) or 

CABG (n=215) for 6.1 y
Peak O2 71% Decrease per 1-L/min increase

Dorn et al,
7
1999 315 Post-MI men randomized to a 6-mo 

exercise program; patients were 
followed up for 19 y

Peak METs 8%-14% Decrease per 1-MET increase

Kavanagh et al,
8
2002 12,169 Men with CVD referred for 

exercise-based CR; median follow-up 
was 7.9 y

Peak O2 9% Decrease per 1-mL/kg/min increase

Kavanagh et al,
9
2003 2380 Women with CVD referred for 

exercise-based CR; mean follow-up was 
6.1 y

Peak O2 10% Decrease per 1-mL/kg/min increase

Kavanagh et al,
10

2008 6956 Men with CVD completing a 12-mo 
walking-based training regimen; median 
follow-up was 9.0 y

Walking distance 20% Decrease per 1-mile improvement

O’Connor et al,
12

2009 2331 Medically stable outpatients with 
heart failure and reduced EF (≤35%), 
randomized to exercise training or usual 
care; median follow-up was 30 mo

Peak O2 11% Decrease per 0.7-mL/kg/min 
increase

Feuerstadt et al,
13

2007 600 Men and women with CVD who were 
referred to a 12-wk exercise-based CR 
program; mean follow-up was 4.4 y

Exit training MET level 34% Decrease per 1-MET increase;

Beatty et al,
11

2012 556 Outpatients with stable CHD; median 
follow-up was 8.0 y for cardiovascular 
events (heart failure, MI, and death)

6MWT Each SD decrease in 6MWT distance (104 
m) was associated with a 30%

c
to 

55%
d

higher rate of cardiovascular 
events

Martin et al,
5
2013 5641 Patients with CHD who 

participated in a 12-wk exercise-
based CR program; ≥1 y follow-up 
for all patients

Peak METs 22% Decrease per MET increase 
(entire cohort) and a 30% decrease 
per MET increase in those with low 
baseline fitness (<5 METs)

Vanhees et al,
6
1994 Male patients ≥4 wk after MI (n=312) or 

CABG (n=215) for 6.1 y
Peak O2 71% Decrease per 1-L/min increase



From: Exercise benefits in cardiovascular disease: beyond attenuation of traditional risk factors

Exercise benefits in cardiovascular disease: beyond attenuation of traditional risk factors. Fiuza-Luces C(1)(2), Santos-Lozano A(3)(4), Joyner M(5), 2018



Cardiometabolic Effects of Aerobic Exercise



Cardiac Rehabilitation Participation Hindrances 
at Hillcrest Exercise and Life Style Program

 Hindrances  Financial Constraints

Insurance Type Description of 
Charge

Cost for Patient What HELP Sees

Medicare A & B 20% of allowable 
charges

$22/session
$66/week

Few able to afford 
over $20/session 

Medicare 
Replacement 
Policies

Co-Pay (applies to 
max out of pocket 
until met)

$5 - $50/session Few able to afford 
over $20/session 

Commercial 
Insurance

Required 
deductible of 
$200-$3000.  Once 
met individual is 
responsible for co-
insurance, usually 
20% until the 
maximum out of 
pocket is met 
range from $500-
$6000, once met 
insurance will pay 
100%

Once deductible 
is met:
$22/session
$66/week

A few individuals 
have met their 
deductible and 
can afford copay 
until max out of 
pocket is met.





NOW WHAT? 



 Start with writing an order

 Inpatient or Outpatient with electronic medical records –Simply order  
“Ambulatory Referral for Cardiac Rehab” in EPIC

 Outpatient
 Written Physician’s order – please include diagnosis
 Patient demographic sheet 
 Fax the above to 918-579-4969  (Hillcrest Exercise and Lifestyle Programs 

– HELP) if the patient does not live in our area they are referred to the 
most convenient program for them.

 Give every patient an ’EXERCISE RX’, say something like this: “I am ordering 
cardiac rehab for you and giving you a RX for home exercise.  I want you to 
start this exercise tomorrow.  I will be asking you on your next visit if you are 
keeping this up.  This is a treatment you will be on the rest of your life.”

NOW WHAT



Write A Simple Exercise Prescription

WEEK #1 #2 #3 #4 #5 #6

MINUTES 5 7 10 12 15 20-30

TIMES A 
DAY 4 4 3 3 2 1

DAYS 
PER 

WEEK
5 5 5 5 5 5

Medication: Exercise
Amount: 5 minutes
Route: walk, bike etc.
Frequency:  4 x day
Duration: 1 week
Instructions: Follow this plan 
the first week and continue 
with the charted course.
You are almost there!
Refills: life long!


