EXPERT COMMENTARIES

Programming Considerations for
Including Patients With Heart Failure
Into Phase 2 Cardiac Rehabilitation

Robert Berry, MS, ACSM-RCEP!

ore than 5.1 million Americans have clinically
Mmanifest heart failure (HF), with 650,000 new

cases diagnosed annually. Approximately half the
patients with clinical HF have a reduced left ventricular
ejection fraction (LVEF), while the remainder has a pre-
served LVEF. HF accounts for over $30 billion in US health-
care costs annually, including more than 1 million hospital-
izations. Patients with HF frequently have a significantly
decreased health-related quality of life, which is a strong
predictor of hospital readmission and mortality. Absolute
mortality from HF has improved but still remains high at
approximately 50% within 5 yr of diagnosis (9).

In 2009, the HF-ACTION (Heart Failure: A Controlled
Trial Investigating Outcomes of Exercise TraiNing) investiga-
tors published data from the largest randomized clinical trial
conducted examining the effects of exercise training versus
usual care in the HF population. More than 2,300 patients
were enrolled across 82 centers in the United States, Canada
and France, with a median follow-up of 30 mo. HF-ACTION
demonstrated that exercise training is associated with reduc-
tions in all-cause mortality and hospitalization as well as car-
diovascular mortality or heart failure associated hospitaliza-
tion. Exercise training was also shown to be safe (7). Lastly,
HF-ACTION demonstrated a modest yet statistically signifi-
cant improvement in self-reported health status in the exercise
training group (6). With this study, the stage was set for the
inclusion of HF into Phase 2 cardiac rehabilitation (CR).

On March 26, 2013, a multi-society request for reconsid-
eration of national coverage determination (NCD) was sub-
mitted to the Centers for Medicare & Medicaid Services
(CMS) by the American Association of Cardiovascular and
Pulmonary Rehabilitation (AACVPR), the American College
of Cardiology (ACC), the American Heart Association
(AHA), and the Heart Failure Society of America (HFSA) for

the inclusion of HF as an eligible diagnosis for CR (1). CMS
responded in June 2013 with a request for public comments
on a proposed new NCD supporting coverage of patients with
HF for CR. More than 180 public comments were made in
support of the proposed CMS decision memo by such organi-
zations as AACVPR, ACC, AHA, the Clinical Exercise Physi-
ology Association (CEPA), and by many individuals. In
November 2013, CMS placed a proposal to expand coverage
for CR services to include beneficiaries with chronic HF
beginning at some point in 2014 (5).

This decision by CMS is to be applauded, as it will
allow patients with HF to access CR services, which have
been shown to reduce hospital readmissions and improve
all-cause mortality while also improving functional capacity
and quality of life. The introduction of this population into
CR (a predicted 20% to 30% increase in referrals at Baystate
Health System’s CR program) will require some careful
consideration on the part of clinical staff and CR program
administrators. These considerations fall predominately into
the following categories: referral and program entry, exer-
cise testing and prescription, staffing, patient monitoring,
and educational goals. The proposed CMS decision memo
does not address these issues, thus leaving them to individual
programs to determine how to best address. The following
sections offer some considerations.

REFERRAL AND PROGRAM ENTRY

Before programs can begin to enroll patients with HF into CR,
CMS will have to release final eligibility criteria for this popu-
lation. The CMS decision memo cites eligibility criteria for
CR as a LVEF <35%, a New York Heart Association Func-
tional classification of II-IV, and being symptomatic after 6
wk of medical therapy but fails to address if there needs to be
an index event (e.g., hospitalization) or if all patients with this

'Baystate Health System, Springfield, MA

Address for correspondence: Robert Berry, MS, Cardiovascular Rehabilitation, 759 Chestnut St., Springfield, MA 01199; (413) 794-7171; e-mail: robert.

berry@baystatehealth.org.
The author denies any conflicts of interest.

Copyright © Clinical Exercise Physiology Association

$S9008 981] BIA Z0-90-GZ0Z 18 /woo"Alojoeignd-poid-swid-yewlsiem-ipd-swiid)/:sdyy wolj papeojumo(



(2}
w
EE
[
Z
L
=
=
O
(&
-
14
i}
o
x
11}

26 Journal of Clinical Exercise Physiology, Vol. 3, No. 1, 2014

www.cepa-acsm.org

chronic disease will be eligible for a new course of CR annu-
ally. There are no proposed parameters regarding an index
event. Therefore, referral and CR enrollment are based on
clinical judgment and medical necessity documentation. CR
programs must have solid enough documentation to avoid a
retroactive denial from the local Medicare contractor. Once
the final eligibility criteria are determined, existing CR pro-
grams will need to educate physicians and other healthcare
providers on the safety and efficacy of CR for the HF popula-
tion as well as the eligibility criteria. If the requirement for
patients to be symptomatic after 6 wk of medical therapy
remains in the final eligibility criteria, programs should take
care to ensure that this time period is clearly documented in
the patient’s medical record. Once appropriate patients have
been identified, a referral process that allows patients to enter
the program without undue delay would be beneficial. Long
delays in program entry are associated with the decreased
likelihood of attending CR (8).

EXERCISE TESTING AND PRESCRIPTION

All patients with HF meeting the eligibility criteria will be
considered “high risk” due to the presence of HF and their
LVEF being less than 40% according to AACVPR guide-
lines for risk stratification (2). The American College of
Sports Medicine (ACSM) recommends a medical exam and
a symptom-limited exercise test for patients with “known
cardiac, pulmonary or metabolic disease” before moderate
or vigorous exercise is initiated. However, ACSM also cites
left ventricular dysfunction limited by shortness of breath
and extreme deconditioning as reasons not to perform an
exercise test prior to CR (4). Many CR programs no longer
require such testing prior to program entry. Careful consid-
eration should be given to continuing this policy in the HF
population, especially those without implantable cardiac
defibrillators (ICD). Perhaps one solution to resolving this
apparent exercise testing paradox is to begin HF patients
with low-intensity exercise and consider exercise testing
when symptoms of HF are reduced or the patient is ready for
moderate to vigorous exercise training.

Exercise prescription in this population is consistent
with other patients with cardiovascular disease in that the
goal is to gradually increase exercise duration, intensity, and
frequency within patient tolerance limits (3). While the func-
tional capacity of patients with HF can vary considerably, it
is reasonable to expect that many of the patients referred to
CR will be at the lower end functional capacity spectrum.
Programs will need to assess if they have adequate avail-
ability of appropriate equipment modalities (e.g. NuStep
recumbent steppers, recumbent cycles, or treadmills capable
of low-speed [1.6 km/h or 1 mph] operation) to meet the
needs of lower functional capacity patients.

STAFFING

As previously mentioned, the HF population in the United
States is quite large, with many more patients diagnosed
each year. This potentially large influx of patients into a

traditionally underutilized service such as CR, while cer-
tainly welcome, may prove challenging for many CR pro-
grams. AACVPR recommends a patient/staff ratio of 5:1 for
CR. Programs may need to reallocate staff from other areas
or add personnel (ideally a clinical exercise physiologist) to
meet this recommendation if referrals and participation rates
in CR approach predicted levels. If existing Phase 2 classes
are at or near this ratio, programs may need to consider add-
ing additional class times.

PATIENT MONITORING

Most of the other covered indicators for CR, such as myo-
cardial infarction and coronary revascularization procedures,
are tied to a discrete event. HF is a chronic condition that
unlike the other covered diagnoses may be prone to episodic
exacerbation. At every visit to CR, patients with HF should
be asked about medication compliance and assessed for
signs of potential decompensation. Body weight should be
assessed prior to each session while making every provision
to ensure patient privacy. Weight gain of >1 kg (2 1b) in 2 d
or 2 kg (5 Ib) in 1 wk may be indicative of an exacerbation.
Patients should also be queried regarding changes in sleep
habits (e.g., inability to lay flat, needing additional pillows,
sleeping in a chair, etc.), increasing shortness of breath, or
fatigue. Programs should consider including auscultation of
lung sounds and evaluating peripheral edema as part of
annual staff competencies if they are not already. Also, it is
important that clinicians have a quiet area in close proximity
to the exercise space in which to assess lung sounds.

Continuous ECG telemetry monitoring is not required
by CMS for reimbursement in CR, but it would be prudent
for programs to ensure they have enough ECG transmitters
available to meet the needs of patients in any given class.
Programs should consider developing policies on which
patients to monitor with ECG telemetry and when to monitor
if this is not already in place. Some patients with HF may
have a fluid restriction. CR programs should have a mecha-
nism to quickly and easily identify these patients so the
patient receives a consistent message regarding fluid intake
from all the providers involved in his or her care.

Some CR programs may not have experience dealing
with patients who have a ventricular assist device (VAD)
implanted, but this therapy is not uncommon in the HF popu-
lation. An in service from the hospital’s VAD coordinator is
recommended if feasible to familiarize the CR staff with the
device. While patients with VADs receive extensive educa-
tion regarding use and maintenance of the unit, CR staff will
likely be more comfortable with these patients if they are
given some guidelines regarding physical parameters (e.g.,
heart rate and blood pressure) and receive training on
responding to device alarms and changing batteries and have
a list of emergency contacts available. Because of the con-
tinuous flow of blood through the VAD (i.e., nonpulsatile
flow), a Doppler ultrasound unit is often required to assess
systolic blood pressure. Training and use of the Doppler
should be part of annual staff competency tests.
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EDUCATIONAL GOALS

Traditionally, CR programs have emphasized risk factor
reduction and lifestyle modification in the educational com-
ponent of the program. Patients with HF will also benefit
from this educational component, but patients with HF (and
those at risk for HF) will also benefit from education about
symptom management skills to reduce the frequency and
severity of exacerbations, with the overall goal being to
reduce hospitalizations. Key areas to focus on in this regard
are the importance of compliance with the prescribed medi-
cation, sodium restriction, regular physical activity, and
early notification of their physicians when HF symptoms
worsen. Every effort should be made to ensure that educa-
tion provided in CR is consistent with education received
from other providers, such as their primary care physician,
cardiologist, or HF clinic. Incorporating a review of this
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education into the educational component of the patient’s
individualized treatment plan would ensure that the patient
is receiving information specific to his or her diagnosis and
would provide the clinician with an opportunity to reassess
the ongoing educational needs of the patient.

CONCLUSION

In summary, the decision of CMS to expand the indications
for CR allows many patients with HF to access services
proven to be safe and effective for reducing mortality and
hospitalization while improving quality of life. CR programs
should be able to successfully integrate HF patients into
existing classes with only minor changes to existing policies
and procedures, provided adequate consideration is given to
some of the unique needs of this population.
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