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Health Care in The U.S.
• Providers

– Private provider systems
– Government provider systems

• Health insurance
– Private insurance companies

• Blue Cross, Aetna, Group Health
– Government insurance plans

• Medicare, Medicaid

1. BACKGROUND



Health Insurance Coverage
• Some services are “covered benefits” 

while others are “not covered”
• Era of evidence-based practice

– To large extent, coverage is determined by 
the clinical evidence

• If service is covered, level of payment 
may be performance-based



Cardiac (CR) & Pulmonary 
Rehabilitation (PR) Evidence

• The level of evidence in the clinical literature 
for CR is very good (1-B)

• CR/exercise training is included in 10 current 
guidelines and scientific statements from the 
AHA and ACC

• PR evidence is also good and is recognized & 
defined by several clinical guidelines



Classifying Recommendations 
& Level of Evidence



• Preventing heart attack & death in patients with 
coronary & other atherosclerotic vascular disease

• STEMI
• Unstable angina/non-STEMI
• Chronic stable angina
• PCI
• CABG
• Heart failure
• Valvular heart disease
• PAD
• CVD prevention in women

•Use of CR included in many 
ACC/AHA practice guidelines



PR Guidelines
• Nici L, Donner C, Wouters E, et al. American 

Thoracic Society/European Respiratory Society 
Statement on pulmonary rehabilitation. Am J Respir 
Crit Care Med 2006; 173:1390-1413

• Reis AL, Bauldoff GS, Carlin BW, et al. Pulmonary 
rehabilitation: joint ACCP/AACVPR evidence-based 
clinical practice guidelines. Chest 2007;131:4-42

• Global Initiative for Chronic Obstructive Lung 
Disease (GOLD). Update 2007. 
http://www.goldcopd.org



Health Care Services Coverage
• Regulatory

– Centers for 
Medicare and 
Medicaid Services 
(CMS)

– Insurance Medical 
Directors

• Legislative (Statutory)
– Services mandated by 

law through the 
passage of federal 
legislation



CR Coverage History
• Services have been covered by 

regulations since inception without 
being mandated by law

• CMS has had 2 National Coverage 
Determinations (NCDs) for CR

• New federal law took effect in January 
2010



PR Coverage History
• No past NCD
• Coverage and payment for services has 

been geographically variable
• New federal law took effect January 

2010



Why Did We Need 
Legislation?



3 Major Issues
1. Cardiac rehabilitation was “incident 

to” physician service and that created 
regulatory uncertainty and confusion
concerning the required level of  
physician supervision and compliance 
with Medicare regulations

2. No NCD for pulmonary 
rehabilitation

3. Neither were a mandated benefit



What Was the Process?

2. Legislative Analysts

5. Thank-you4. Member Involvement

+ +

+ +



President Signs
Conference Bill Into Law

Senate Passes
Conference Bill

Conference Bill

Senate Bill House of 
Representatives Bill



The Medicare Improvement for 
Patients & Providers Act of 2008



CR & PR Enshrined in Law
• Federal law now mandates CR & PR 

for all Medicare beneficiaries –
41,700,000 people

• Became effective January 1, 2010

2. BENEFITS



3. REGULATIONS



Regulatory

Centers for Medicare &
Medicaid Services

Legislative

Congress & Federal Law

Cardiac & Pulmonary Rehabilitation

Balancing Regulatory & 
Legislative Issues



The Centers for Medicare and Medicaid 
Services (CMS) determines:

The evidence is adequate to conclude that cardiac 
rehabilitation is reasonable and necessary following 
acute myocardial infarction (AMI), coronary artery 
bypass graft (CABG), stable angina pectoris, heart 
valve repair or replacement, percutaneous 
transluminal coronary angioplasty (PTCA) or 
coronary stenting, and heart or heart lung 
transplant. 

Important Regulatory
Decision (2006)



December 2009 CMS 
Regulations
• Developed because of new law
• Defined

– Duration & frequency of sessions; length 
of program

• 36 one-hour sessions allowed over 36 weeks

– Number of sessions per day
• Multiple sessions per day



2009 CMS Regulations - 2
• Coverage

• More flexible billing codes
• CR: same 6 eligible diagnoses
• PR: moderate – very severe COPD

• Required elements of services
• Individual treatment plan



Ongoing & Future Regulatory 
Issues
• Expand covered diagnoses for both CR 

& PR
• Use of physician extenders for 

supervision
• Increase payments for services



Summary of Important 
Elements for Success
• Commitment from leadership
• Legislative expertise
• Dedication of the membership
• Endurance, endurance, endurance



Gamsa hamnida

Thank you


