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Fast Facts: Referral/Resource Pages for Cardiac Rehabilitation

What is cardiac rehab?
Definition and scope:
The 2005 AHA/AACVPR scientific statement developed the following definition of cardiac rehabilitation: The term cardiac rehabilitation refers to coordinated, multifaceted interventions designed to optimize a cardiac patient’s physical, psychological, and social functioning, in addition to stabilizing, slowing, or even reversing the progression of the underlying atherosclerotic processes, thereby reducing morbidity and mortality. As such, cardiac rehabilitation/secondary prevention programs provide an important and efficient venue in which to deliver effective preventive care. (1) 

Identifying appropriate patients 
Cardiac rehabilitation/secondary prevention programs are recognized as integral to the comprehensive care of patients with cardiovascular disease. Candidates for cardiac rehabilitation/secondary prevention services historically were patients who recently had had a myocardial infarction or had undergone coronary artery bypass graft surgery, but candidacy has been broadened to include patients who have undergone percutaneous coronary interventions; are heart transplantation candidates or recipients; or have stable chronic heart failure, peripheral arterial disease with claudication, or other forms of CVD. In addition, patients who have undergone other cardiac surgical procedures, such as those with valvular heart disease, also may be eligible. All patient referrals require a physician referral (or NP/PA in some states). Statistics document that only 10-20% of patients needing cardiac rehabilitation services receive them. (3) 

Examples of conditions appropriate for cardiac rehabilitation 
· Myocardial Infarction 

· Stable angina 

· Coronary Artery Bypass Graft Surgery (CABG) 

· Percutaneous transluminal coronary angioplasty (PTCA)/stent procedures 

· Valve surgery 

· Chronic stable Heart Failure 

· Ventricular Assist Devices 

· Diabetes 

· Cardiac Transplantation 

· Peripheral Arterial disease 

· High Risk for Coronary Artery Disease 

Components of cardiac rehabilitation 
Cardiac rehabilitation should include a multidisciplinary approach to overall cardiovascular disease risk reduction. Although the core therapeutic modality is monitored and supervised exercise training, cardiac rehabilitation programs should contain specific components aimed at optimizing cardiovascular risk reduction, fostering healthy behaviors, and improving functional capacity and quality of life in patients with heart disease. 

Contemporary components of cardiac rehabilitation include: 
· Patient Assessment 

· Exercise Training and other therapeutic exercise (aerobic strength) 

· Education/Counselling 

· Physical Activity Counselling 

· Nutritional counselling 

· Lipid Management 

· Blood Pressure Management 

· Smoking Cessation 

· Weight Management 

· Diabetes Management 

· Psychosocial Management 

· Facilitating a life-long commitment to exercise and other lifestyle changes 

What determines a quality program? 
The American Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR) instituted program certification in 1998 to recognize programs that were meeting the standards put forth in the published Guidelines for Pulmonary and Cardiac Rehabilitation. These documents reflect the standard of care for programs and are regularly updated. Programs can demonstrate their adherence to these nationally developed guidelines by undergoing the review process to become certified, and then recertifying every three years.

Documentation required for certification: 

1. Annual staff competency skills review 

2. Emergency equipment and supplies 

3. Written policies and procedures 

4. Regular staff meetings 

5. Physician referral process 

6. Informed consent form 

7. Exercise prescription 

8. Preparation for possible medical emergencies 

9. Emergency equipment availability 

10. Regular medical emergency in-services 

11. Record of untoward events 

12. Outcomes assessment/program evaluation 

13. Risk stratification 

14. Psychosocial assessment 

15. Nutritional assessment 

16. Educational assessment 

17. Individualized care plan 

18. Educational sessions 

19. Feedback to physicians 

Those applying for certification or recertification are also required to complete an extensive checklist related to the daily operation of their program. The national program certification committee works with local affiliate program certification committees to review the applications and mentor programs in the process. 
Expected outcomes 

Demonstrated Outcomes of Cardiac Rehabilitation 
· Reduced symptoms (angina, dyspnea, fatigue) 

· Increased exercise performance 

· Increased knowledge about pulmonary disease and its management 

· Enhanced ability to perform activities of daily living 

· Improved health-related quality of life 

· Improved psychosocial symptoms (reversal of anxiety and depression, increased self-efficacy 

· Reduced hospitalizations and use of medical resources 

· Return to work or leisure activities 
Evidence of efficacy? 
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Other Links:

	Clinical Condition 
	Class of Recommendation and Level of Evidence 
	Relevant Wording in Text 
	Link to ACC/AHA Guideline or Statement 

	Post CABG 

2004 
	Class I, Level B 
	In summary, cardiac rehabilitation should be offered to all eligible patients after coronary bypass surgery. 
	http://www.acc.org/clinical/guidelines/cabg/index.pdf
page 256 

	ST Elevation Myocardial Infarction 

2004 
	Class I, Level C 
	Cardiac rehabilitation/ secondary prevention programmes, when available, are recommended for patients with STEMI, particularly those with multiple modifiable risk factors and/or those moderate- to high-risk patients in whom supervised exercise training is warranted. 
	http://www.acc.org/clinical/guidelines/stemi/Guideline1/Longterm%20Management.htm#8_2
page 153 

	NSTEMI 

2002, an update is in progress 
	Class I, Level B 
	Consider the referral of patients who are smokers to a smoking cessation programme or clinic and/or outpatient cardiac rehabilitation programme 
	http://www.acc.org/clinical/guidelines/unstable/unstable.pdf
page 62 

	Chronic Stable Angina 

2002 
	Class I, Level B 
	References other ACC/AHA scientific statements on exercises 
	http://www.acc.org/clinical/guidelines/stable/stable_clean.pdf
pages 64 and 70-73 

	Post PCI 

2001, an update is in progress 
	No class or level given 
	Patients should receive instructions on the timing of return to full activities… 

Exercise testing after discharge is helpful for activity counselling and/or exercise training as part of cardiac rehabilitation. 

  
	http://www.acc.org/clinical/guidelines/percutaneous/percutaneous_VI.htm
  

	Heart Failure 

2001, an update is in progress 

  
	Stage C patients (symptomatic LV systolic dysfunction): Class IIa, Level of Evidence A 
	Exercise training should be considered for all stable outpatients with chronic HF who are able to participate in the protocols needed to produce physical conditioning. Exercise training should be used in conjunction with drug therapy. 
	http://www.acc.org/clinical/guidelines/failure/pdfs/hf_fulltext.pdf
pages 25 and 27 

	Prevention of CAD 

2001 
	No class or level given 
	Advise medically supervised programs for moderate- to high-risk patients 
	http://www.acc.org/clinical/guidelines/atherosclerosis/atherosclerosis_pdf.pdf
  

	CV Disease Prevention in Women 

2004 
	Class I, Level B 

Also adds a Generalisability Index of 2 (somewhat likely that results generalize to women) 
	Recommends cardiac rehabilitation for: Women with a recent acute coronary syndrome or coronary intervention, new-onset or chronic angina should participate in a comprehensive risk-reduction regiment, such as cardiac rehabilitation or a physician-guided home- or community-based program 
	http://www.acc.org/clinical/consensus/CVD_women/women.pdf
page 904 


Definitions

Classification: Level of Evidence:

Class I: Intervention is useful and effective A Sufficient evidence from multiple randomized trials
Class IIa: Weight of evidence/opinion is in favor of B Limited evidence from single randomized trial or usefulness/efficacy other nonrandomized studies
Class IIb: Usefulness/efficacy is less well established by C Based on expert opinion, case studies, or evidence/opinion standard of care
Class III: Intervention is not useful/effective and may be harmful
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