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INSTRUCTIONS FOR USE 
 
The following Coverage Policy applies to health benefit plans administered by Cigna Companies. 
Certain Cigna Companies and/or lines of business only provide utilization review services to clients 
and do not make coverage determinations. References to standard benefit plan language and 
coverage determinations do not apply to those clients. Coverage Policies are intended to provide 
guidance in interpreting certain standard benefit plans administered by Cigna Companies. Please 
note, the terms of a customer’s particular benefit plan document [Group Service Agreement, 
Evidence of Coverage, Certificate of Coverage, Summary Plan Description (SPD) or similar plan 
document] may differ significantly from the standard benefit plans upon which these Coverage 
Policies are based. For example, a customer’s benefit plan document may contain a specific 
exclusion related to a topic addressed in a Coverage Policy. In the event of a conflict, a customer’s 
benefit plan document always supersedes the information in the Coverage Policies. In the absence 
of a controlling federal or state coverage mandate, benefits are ultimately determined by the 
terms of the applicable benefit plan document. Coverage determinations in each specific instance 
require consideration of 1) the terms of the applicable benefit plan document in effect on the date 
of service; 2) any applicable laws/regulations; 3) any relevant collateral source materials including 
Coverage Policies and; 4) the specific facts of the particular situation. Each coverage request 
should be reviewed on its own merits. Medical directors are expected to exercise clinical judgment 
where appropriate and have discretion in making individual coverage determinations. Where 
coverage for care or services does not depend on specific circumstances, reimbursement will only 
be provided if a requested service(s) is submitted in accordance with the relevant criteria outlined 
in the applicable Coverage Policy, including covered diagnosis and/or procedure code(s). 
Reimbursement is not allowed for services when billed for conditions or diagnoses that are not 
covered under this Coverage Policy (see “Coding Information” below). When billing, providers 
must use the most appropriate codes as of the effective date of the submission. Claims submitted 
for services that are not accompanied by covered code(s) under the applicable Coverage Policy 
will be denied as not covered. Coverage Policies relate exclusively to the administration of health 

https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/mm_0129_coveragepositioncriteria_heart_transplantation.pdf
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benefit plans. Coverage Policies are not recommendations for treatment and should never be used 
as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support 
medical necessity and other coverage determinations. 

Overview 
 
This Coverage Policy addresses cardiac rehabilitation (Phase II) services that are provided on an 
outpatient basis post facility discharge. 
 
Coverage Policy 
 
Coverage for cardiac rehabilitation (CR) varies across plans. Refer to the customer’s 
benefit plan document for coverage details. 
 
If benefit coverage is available for cardiac rehabilitation, then the following conditions 
apply. 
 
A medically supervised outpatient Phase II Cardiac Rehabilitation program (CPT®* code 
93797, 93798) is considered medically necessary following ANY of the following events: 
 

• acute myocardial infarction (MI) 
• coronary artery bypass grafting (CABG) 
• percutaneous coronary vessel remodeling 
• valve replacement or repair 
• coronary artery disease (CAD) associated with chronic stable angina that has failed to 

respond adequately to pharmacotherapy and is interfering with the ability to perform age-
related activities of daily living and/or impairing functional abilities 

• heart failure that has failed to respond adequately to pharmacotherapy and is interfering 
with the ability to perform age-related activities of daily living and/or impairing functional 
abilities 

• following surgical septal myectomy via thoracotomy 
• heart transplantation or heart-lung transplantation 
• major pulmonary surgery, great vessel surgery, or MAZE arrhythmia surgery 
• placement of a ventricular assist device 
• sustained ventricular tachycardia or fibrillation 
• survivors of sudden cardiac arrest 

 
EACH of the following is considered educational and/or training in nature and not 
medically necessary: 
 

• phase III or IV cardiac rehabilitation programs 
• intensive cardiac rehabilitation programs (HCPCS code G0422, G0423) (e.g. Pritikin 

Program, Ornish Program for Reversing Heart Disease, Benson-Henry Institute Cardiac 
Wellness Program) 

 
Coding Information 
 
Notes: 
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1. This list of codes may not be all-inclusive since the American Medical Association (AMA) 
and Centers for Medicare & Medicaid Services (CMS) code updates may occur more 
frequently than policy updates. 

2. Deleted codes and codes which are not effective at the time the service is rendered may 
not be eligible for reimbursement. 

 
Considered Medically Necessary when criteria in the applicable policy statements listed 
above are met: 
 
CPT®* 
Codes 

Description 

93797 Physician or other qualified health care professional services for outpatient 
cardiac rehabilitation; without continuous ECG monitoring (per session) 

93798 Physician or other qualified health care professional services for outpatient 
cardiac rehabilitation; with continuous ECG monitoring (per session) 

 
Considered Not Medically Necessary: 
 
HCPCS 
Codes 

Description 

G0422 Intensive cardiac rehabilitation; with or without continuous ECG monitoring with 
exercise, per session 

G0423 Intensive cardiac rehabilitation; with or without continuous ECG monitoring, 
without exercise, per session 

S9472 Cardiac rehabilitation program, non-physician provider, per diem 
 
 *Current Procedural Terminology (CPT®) ©2025 American Medical Association: 
Chicago, IL. 
 
General Background 
 
Cardiac Rehabilitation 
The 2005 American Heart Association/American Association of Cardiovascular and Pulmonary 
Rehabilitation (AHA/AACVPR) scientific statement defines cardiac rehabilitation (CR) as 
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 
(Leon, et al., 2005). CR typically incorporates exercise training, patient education, and health 
behavior modification to improve outcomes in individuals with cardiovascular disease. 
 
The candidates for CR/secondary prevention programs are patients who recently have had a 
myocardial infarction (MI); have undergone coronary artery bypass graft surgery (CABG) or 
percutaneous coronary interventions; heart transplant candidates or recipients; or patients with 
stable chronic heart failure, peripheral arterial disease with claudication, or other forms of 
cardiovascular disease or cardiac surgical procedures (Leon, et al., 2005). 
 
CR/secondary prevention programs currently include baseline patient assessments, nutritional 
counseling, aggressive risk-factor management (i.e., lipids, hypertension, weight, diabetes, and 
smoking), psychosocial and vocational counseling, and physical activity counseling and exercise 
training. Additionally, CR programs include the appropriate use of cardioprotective drugs that have 
evidence-based efficacy for secondary prevention (Leon, et al., 2005). 
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The early CR programs initiated mobilization after a myocardial infarction and were referred to as 
Phase I or inpatient CR. The goal was to condition the patient to safely carry out activities of daily 
living following discharge. Such programs entailed prescribing activity in rigid steps with 
successively higher metabolic equivalents (METs). Comprehensive CR programs eventually grew 
to include three to four phases. 
 

• Phase I (Inpatient): Inpatient rehabilitation, usually lasting for the duration of 
hospitalization for an acute coronary event or surgery. It emphasizes a gradual, 
progressive approach to exercise and an education program that helps the patient 
understand the disease process, the rehabilitation process, and initial preventive efforts to 
slow the progression of disease. Submaximal exercise testing before hospital discharge is 
done to provide important prognostic information and help restore patient confidence. 
These programs are uncommon due to the brevity of most hospital stays.  

 
• Phase II (Outpatient Medically Supervised): Multifaceted, physician-directed 

outpatient rehabilitation, lasting from hospital discharge to 2–12 weeks later. Phase II CR 
emphasizes safe physical activity to improve conditioning with continued behavior 
modification aimed at smoking cessation, weight loss, healthy eating, and other factors to 
reduce disease risk. 

 
• Phase III (Supervised, Transitional): Supervised rehabilitation, often in a group 

setting, lasting 6–12 months. Establishes a prescription for safe exercise that can be 
performed at home or in a community service facility, such as a senior center, and 
continues to emphasize risk-factor reduction while transitioning to independence. 

 
• Phase IV (Maintenance/Follow-Up): This is usually an indefinite program, and some 

programs may combine Phases III and IV. The goal is to encourage lifelong adherence to 
the healthy habits established during Phase II. Follow-up visits can occur at 6–12 month 
intervals. Blood pressure and pulse measurement, serum lipid levels, and even repeat 
maximal exercise tolerance tests can provide useful feedback to the patient and indicate 
areas that may require lifestyle changes to minimize coronary events. 

 
Phase II (Outpatient) Cardiac Rehabilitation (CR): Phase II CR is described by the U.S. 
Public Health Service as consisting of “comprehensive, long-term programs involving medical 
evaluation, prescribed exercise, cardiac risk factor modification, education, and counseling”. These 
programs “are designed to limit the physiologic and psychological effects of cardiac illness, reduce 
the risk of sudden death or reinfarction, control cardiac symptoms, stabilize or reverse the 
atherosclerotic process, and enhance the psychosocial and vocational status of selected patients.” 
CR programs aim to reduce subsequent cardiovascular related morbidity and mortality. Phase II 
CR specifically refers to outpatient, medically supervised programs that provide both 
electrocardiogram (ECG) monitored and non-electrocardiogram (ECG) monitored sessions. The 
programs are typically initiated within one to three weeks after hospital discharge and generally 
administered within the six months following discharge from the hospital (Bartels, et al., 2024). 
 
It is recommended that patients referred to CR undergo a symptom-limited exercise 
tolerance/stress test before entering the CR program. The exercise test is to exclude important 
symptoms, ischemia, or arrhythmias that might require other interventions before exercise 
training. The exercise test also serves to establish baseline exercise capacity and to determine 
maximum heart rate for use in preparing an exercise prescription. These tests are generally done 
with the patient on their usual medications to mimic the heart rate response likely to occur during 
exercise training. Exercise intensity is regulated by monitoring peak heart rate. The exercise 
training modalities used during Phase II, as in Phase I, usually consist of walking and stationary 
bicycling, and the patient and family are educated about coronary risk and self-monitoring. 
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Most Phase II exercise programs consist of three sessions per week for 12 weeks, however the 
frequency and duration may be impacted by the level of cardiac risk stratification. The CR program 
is individualized by assessing the patient’s history and current need for cardiac risk factor 
modification. Risk stratification is used to identify patients at risk for death or reinfarction, and to 
provide guidelines for the rehabilitative process.  
 
Each cardiac rehabilitation session is individualized to meet the patient’s needs. Exercise training 
is the principal component of the program, as it results in increased peak exercise capacity, 
usually expressed in METs. The MET is the total oxygen requirement of the body, with one MET 
equal to 3.5 milliliters of oxygen consumed per kilogram of body weight per minute. Exercise 
training is aimed to improve MET capacity, resulting in improved oxygen delivery and extraction, 
by exercising skeletal muscles, decreasing the cardiovascular requirements of exercise and 
increasing the amount of work that can be done before ischemia (i.e., blood deficiency) occurs. 
 
Contraindications to the exercise program component of CR include the following (Davis, 2019): 
 

• unstable angina 
• resting systolic blood pressure >200 mm Hg or diastolic BP >100 mm Hg 
• orthostatic blood pressure drop or drop during exercise training of >20 mm Hg 
• third-degree heart block 
• resting ST displacement (> 3 mm) 
• uncontrolled diabetes 
• acute systemic illness or fever 
• recent embolism 
• active pericarditis or myocarditis 
• moderate to severe aortic stenosis 
• thrombophlebitis 
• uncontrolled arrhythmias 
• uncontrolled congestive heart failure (CHF) 
• orthopedic problems that prohibit exercise 

 
Centers for Medicare and Medicaid Services (CMS): CMS currently covers CR for the following 
indications (CMS, 2024): 
 

• a documented acute myocardial infarction (AMI) within the preceding 12 months  
• CABG surgery  
• stable angina pectoris  
• heart valve replacement/repair  
• percutaneous transluminal coronary angioplasty (PTCA) or coronary artery stenting 
• heart or heart/lung transplant 
• stable, chronic heart failure (defined as patients with left ventricular ejection fraction of 

35% or less and New York Heart Association (NYHA) class II to IV symptoms despite being 
on optimal heart failure therapy for at least 6 weeks) 

• other cardiac conditions as specified through a national coverage determination (NCD) 
 
CMS lists the following cardiac rehabilitation program requirements: 
 

• Physician-prescribed exercise each day cardiac rehabilitation items and services are 
furnished.  

• Cardiac risk factor modification, including education, counseling, and behavioral 
intervention at least once during the program, tailored to individual needs. 
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• Psychosocial assessment; outcomes assessment; and an individualized treatment plan 
detailing how components are utilized for each individual.  

• Outcomes assessment. 
• An individualized treatment plan detailing how components are utilized for each patient, 

established, reviewed, and signed by a physician every 30 days. 
 
In 2010, CMS updated criteria on the frequency and duration of cardiac rehabilitation services 
stating that cardiac rehabilitation items and services must be furnished in a physician’s office or a 
hospital outpatient setting. All settings must have a physician immediately available and 
accessible for medical consultations and emergencies at all times items and services are being 
furnished under the program. Cardiac rehabilitation program sessions are limited to a maximum of 
two 1-hour sessions per day for up to 36 sessions over up to 36 weeks, with the option for an 
additional 36 sessions over an extended period of time if approved by the Medicare contractor.  
 
Literature Review: Several Cochrane systematic reviews and meta-analyses of randomized 
controlled trials have evaluated the effectiveness of center-based cardiac rehabilitation (CR) for 
numerous indications, including heart failure, post-heart transplantation, post-myocardial 
infarction, and after percutaneous coronary intervention (PCI). Overall, the evidentiary analyses 
have concluded that CR, particularly exercise-based CR, confers clinically important improvements 
in exercise capacity and quality of life, and lowers the risk of rehospitalization and death (Buckley, 
et al., 2024; Molloy, et al., 2024; Gore, et al., 2023; Abraham, et al., 2021; Dibben, et al., 2021; 
Nielsen, et al., 2019; Long, et al., 2018; Anderson, et al., 2017a; Anderson and Taylor, 2014). 
 
Clark et al. (2005), from the University of Alberta Evidence-based Practice Center for the AHRQ 
Technology Assessment Program, conducted a meta-analysis of coronary heart disease 
management programs. The purpose of the study was to determine the effectiveness of secondary 
cardiac prevention programs with and without exercise components. The interventions tested in 
the trials, and frequency and duration of the interventions, varied substantially among the studies. 
The studies enrolled highly selected patient populations. After reviewing 63 randomized controlled 
trials of 21,295 patients with coronary disease, the authors concluded that secondary prevention 
programs for patients already diagnosed with cardiac disease improved processes of care, 
enhanced quality of life/function status, reduced recurrent myocardial infarctions, reduced 
hospitalizations, and reduced long-term mortality in patients with established CAD.  
 
Professional Societies/Organizations: Evidence-based professional society guidelines 
consistently and strongly recommend comprehensive center-based cardiac rehabilitation (CR) in 
the management and prevention of cardiovascular disease. 
 
In developing the guidelines below, the American College of Cardiology (ACC)/American Heart 
Association (AHA) guideline task force used evidence-based methodologies to assign each 
recommendation a Class of Recommendation and a Level of Evidence. The Class of 
Recommendation indicates the degree of benefit versus risk and corresponds to the strength of 
the recommendation. The Level of Evidence indicates the certainty of the evidence supporting the 
recommendation; based on the type, size, quality, and consistency of the evidence reviewed. The 
class and evidence levels were updated in 2015 and 2019 to further refine the definitions and 
better reflect the evidence upon which the recommendation is based (Lawton, et al., 2022; 
Halperin, et al., 2016; O’Gara, et al., 2013). 

 
Class (Strength) of Recommendation  

Guidelines published prior to August 
2015 

Guidelines published after August 2015 
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Class I 
• Benefit >>> Risk 
• Procedure/Treatment should be 

performed/administered. 

Class 1 (Strong) 
• Benefit >>> Risk 
• Intervention is recommended; is 

indicated/useful/effective/benefi
cial 

Class IIa 
• Benefit >> Risk 
• Additional studies with focused 

objectives needed 
• It is reasonable to perform 

procedure/ administer 
treatment 

Class 2a (Moderate) 
• Benefit >> Risk 
• Intervention is reasonable; can 

be useful/effective/beneficial 

Class IIb 
• Benefit ≥ Risk 
• Additional studies with broad 

objectives needed; additional 
registry data would be helpful 

• Procedure/treatment may be 
considered 

Class 2b (Weak) 
• Benefit ≥ Risk 
• Intervention may be 

reasonable; may be considered; 
its usefulness/ effectiveness is 
unknown/unclear/ uncertain or 
not well-established 

Class III 
• Risk ≥ Benefit 
• Procedure/treatment should not 

be performed/administered, 
since it is not helpful and may 
be harmful 

Class 3: No Benefit (Moderate) 
• Benefit = Risk 
• Intervention is not 

recommended/ 
indicated/useful/effective/benefi
cial; it should not be performed/ 
administered 

Class 3: Harm (Strong) 
• Risk > Benefit 
• Intervention is potentially 

harmful; causes harm; is 
associated with excess 
morbidity/mortality; should not 
be performed/administered 

 
Level of Evidence (LOE) 

Guidelines published prior to August 
2015 

Guidelines published after August 2015 

Level A  
• Multiple populations evaluated

  
• Data derived from multiple 

randomized clinical trials (RCTs) 
or meta-analyses 

Level A 
• High-quality evidence from 

more than 1 RCT 
• Meta-analyses of high-quality 

RCTs 
• One or more RCTs corroborated 

by high-quality registry studies 
Level B  

• Limited populations evaluated
  

• Data derived from a single 
randomized trial or 
nonrandomized studies 

Level B-R (Randomized) 
• Moderate-quality evidence from 

1 or more RCTs 
• Meta-analyses of moderate-

quality RCTs 
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Level of Evidence (LOE) 
Guidelines published prior to August 

2015 
Guidelines published after August 2015 

Level B-NR (Nonrandomized) 
• Moderate-quality evidence from 

1 or more well-designed, well-
executed nonrandomized 
studies, observational studies, 
or registry studies 

• Meta-analyses of such studies 

Level C  
• Very limited populations 

evaluated 
• Only consensus opinion of 

experts, case studies, or 
standard of care 

Level C-LD (Limited Data) 
• Randomized or nonrandomized 

observational or registry studies 
with design or execution 
limitations 

• Meta-analyses of such studies 
• Physiological or mechanistic 

studies in human subjects 

Level C-EO (Expert Opinion) 
• Consensus of expert opinion 

based on clinical experience 

 
The 2025 ACC/AHA/American College of Emergency Physicians (ACEP)/National Association of 
EMS Physicians (NAEMSP)/ Society for Cardiovascular Angiography and Interventions (SCAI) 
guideline for the management of patients with acute coronary syndromes (ACS) provided the 
following recommendations (Rao, et al., 2025): 
 

• patients with ACS should be referred to an outpatient CR program prior to hospital 
discharge to reduce death, myocardial infarction, hospital readmissions, and improve 
functional status and quality of life (Class 1; LOE A) 

• in patients with ACS, a home-based CR program is a reasonable alternative to a center-
based CR program to improve functional status and quality of life (Class 2a; LOE B-R) 

 
In 2024, the AHA and the American Association of Cardiovascular and Pulmonary Rehabilitation 
(AACVPR) updated their scientific statement addressing the core components of CR/secondary 
prevention programs. The update presented the current information on the evaluation, 
interventions, and expected outcomes in each of the core components of CR/secondary prevention 
programs, including: 
 

• baseline patient assessment 
• nutritional counseling 
• cardiovascular disease and risk factor management:  

 dyslipidemia management 
 hypertension management 
 diabetes management 
 tobacco cessation 

• weight management and body composition 
• psychosocial management 
• physical activity counseling 
• aerobic exercise training 
• strength training 
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The updated statement addressed the use of varied delivery methods for CR, including traditional 
center-based programs, virtual, remote, and hybrid CR program models. These newer care models 
may overcome barriers to accessing traditional Cr programs (see next section), however the 
authors caution that “the adoption of novel models of delivery must not change the fundamental 
therapeutic foundation in what is delivered. CR is a medically supervised secondary prevention 
program with a physician medical director, day-to-day medical supervision by a physician or 
nonphysician practitioner, and core components, all of which must be included for a program to be 
classified as CR. Alternative delivery models that do not meet these statutorily defined standards 
are not CR and should not be viewed as an acceptable alternative to CR” (Brown, et al., 2024). 
 
The AHA/AACVPR statement reconfirmed that aerobic exercise supplemented with strength 
training remains the cornerstone intervention for CR. Graded exercise testing was recommended 
as part of the initial assessment to help individualize the exercise intensity prescription. When 
graded exercise testing is not available, the Talk Test or 6-minute walk test may be used. 
Regarding continuous ECG monitoring during exercise interventions, the authors note that 
“continuous electrocardiographic telemetry and exercise blood pressure monitoring likely add 
value to a CR program, especially in high-risk or symptomatic patients. However, exercise is safe 
in general, and evidence is insufficient to determine how to best implement these services, how 
long to continue them, or which patients are most likely to benefit” (Brown, et al., 2024). 
 
The 2022 AHA/ACC/Heart Failure Society of America (HFSA) guideline for the management of 
heart failure recommends exercise training (or regular physical activity) for patients with heart 
failure who are able to participate, to improve functional status, exercise performance, and quality 
of life (Class 1; Level of Evidence: A). Further, in patients with heart failure, a cardiac 
rehabilitation program can be useful to improve functional capacity, exercise tolerance, and 
health-related quality of life (Class 2a; Level of Evidence: B-NR) (Heidenreich, et al., 2022). 
 
The 2021 ACC/AHA/SCAI guideline for coronary artery revascularization recommends that patients 
who have undergone revascularization should be prescribed a comprehensive cardiac 
rehabilitation program prior to hospital discharge or at the first outpatient visit, to reduce deaths 
and hospital readmissions and improve quality of life (Class: 1; Level of Evidence: A). Further, the 
guideline recommends that these patients should be educated about cardiovascular disease risk 
factors and how to modify them to reduce cardiovascular events (Class: 1; Level of Evidence: C-
LD) (Lawton, et al., 2022). 
 
The ACC/AHA clinical performance and quality measures for CR were updated most recently in 
2018. The 2018 document retires the original “Set B” measures while publishing six new 
performance measures and three quality measures. These measures focus on the opportunities to 
improve referrals to outpatient CR from both inpatient and outpatient presentations. The updated 
performance measures state all patients hospitalized and evaluated in outpatient setting with a 
primary diagnosis of an acute myocardial infarction (MI) or chronic stable angina (CSA), or who 
during hospitalization have undergone coronary artery bypass graft (CABG) surgery, a 
percutaneous coronary intervention (PCI), cardiac valve surgery, or cardiac transplantation are to 
be referred to an early outpatient cardiac rehabilitation/secondary prevention (CR) program. 
Furthermore, the performance measures state all patients evaluated in the inpatient and 
outpatient setting who within the past 12 months have a primary diagnosis of heart failure with 
reduced ejection fraction be referred to outpatient exercise training, typically delivered in an 
outpatient CR program. The remaining performance measures and quality measures focus on 
enrollment, adherence and clinical outcomes of the CR program. The authors noted that improved 
clinical outcomes are realized with a “full dose” of 36 prescribed sessions. CR communication to 
healthcare providers is important and care coordination is considered standard of care. The 
patients who are appropriate for entry into a CR program include persons 18 years of age or older 
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who, during the previous year, have had one or more of the qualifying diagnoses previously noted. 
(Thomas, et al., 2007, 2010, 2018). 
 
The updated 2011 AHA/ACCF secondary prevention and risk reduction therapy for patients with 
coronary and other atherosclerotic vascular disease guideline recommendations for cardiac 
rehabilitation states:  
 

• All eligible patients with acute coronary syndrome (ACS) or whose status is immediately 
post coronary artery bypass surgery or post-PCI should be referred to a comprehensive 
outpatient cardiovascular rehabilitation program either prior to hospital discharge or during 
the first follow-up office visit (Class I; Level of Evidence: A). 

• All eligible outpatients with the diagnosis of ACS, coronary artery bypass surgery or PCI 
(Class I; Level of Evidence: A), chronic angina (Class I; Level of Evidence: B), and/or 
peripheral artery disease (Class I; Level of Evidence: A) within the past year should be 
referred to a comprehensive outpatient cardiovascular rehabilitation program. 

• A home-based cardiac rehabilitation program can be substituted for a supervised, center-
based program for low-risk patients (Class I; Level of Evidence: A). 

• A comprehensive exercise-based outpatient cardiac rehabilitation program can be safe and 
beneficial for clinically stable outpatients with a history of heart failure (Class IIa; Level of 
Evidence: B) (Smith, et al., 2011). 

 
The 2011 AHA guidelines for the prevention of cardiovascular disease (CVD) in women indicated 
that a comprehensive CVD risk-reduction program (e.g., cardiovascular or stroke rehabilitation; 
physician-guided home- or community-based exercise training program) should be recommended 
to women with a recent acute coronary syndrome or coronary revascularization, new-onset or 
chronic angina, recent cerebrovascular event, peripheral arterial disease (Class I; Level of 
Evidence: A) or current/prior symptoms of heart failure and an LVEF ≤ 35% (Class I; Level of 
Evidence B) (Mosca, et al., 2011). 
 
Virtual/Remote, Home-Based and/or Hybrid Cardiac Rehabilitation 
In recent years, an increasing number of alternative strategy programs have emerged to combat 
the low utilization of center-based CR, including home- or community-based (“remote”), virtual, 
and hybrid programs. These alternative programs vary in structure, length, and implementation, 
but generally rely on remote coaching with indirect exercise supervision that occurs outside of the 
traditional outpatient center or office setting. Technologies range from virtual, app-based 
programs that allow for real-time, two-way audiovisual communication between the individual and 
rehabilitation staff, to more remote programs which utilize only intermittent interaction via phone, 
email, and/or mail.  
 
The proposed advantages of such programs include convenience and flexibility, which purportedly 
increase enrollment and adherence, especially among individuals who otherwise would be unable 
or unwilling to attend a center-based program. Barriers to implementing such programs include 
health data and privacy concerns; inequitable access to the required technology and/or broadband 
service; variable technology literacy; depersonalization of the patient-provider relationship; 
reliance on self-reported outcomes; and unknown accuracy and reliability of digital technologies 
(e.g., wearable biosensors). Nonetheless, published evidence generally supports the safety and 
efficacy of virtual, home-based and hybrid CR programs. Further, several professional societies 
support the use of these alternate CR modalities, particularly by those individuals who are unable 
or unwilling to attend a center-based CR program (Brown, et al., 2024; Maddox, et al., 2024; 
Golbus, et al., 2023; Ghisi, et al., 2022; Thomas, et al., 2019). 
 
Literature Review: Evidence in the peer-reviewed published scientific literature comparing 
home-based CR to no formal CR (i.e., medical management only), and/or to traditional, center-
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based CR programs consists of randomized controlled trials, prospective noncomparative trials, 
retrospective reviews, and meta-analyses. Most trials involve short-term follow-up (i.e., ≤ 12 
months), and vary widely in terms of CR program elements, program length, control groups, 
inclusion/exclusion criteria, outcome measures, and data reporting. Generally, studies have found 
that, compared to individuals who did not participate in a formal CR program, individuals in home-
based CR programs saw significant improvements in exercise capacity and health-related quality 
of life scores, as well as reduced risk of hospitalization and death. Further, many studies have 
found no significant differences in outcomes between individuals who took part in center-based CR 
and those who participated in virtual/home-based CR (Molloy, et al., 2024; Krishnamurthi, et al., 
2023; Tegegne, et al., 2022; Cavalheiro, et al., 2021; Piotrowicz et al., 2020; Snoek, et al., 2020; 
Song, et al., 2020; Jin, et al., 2019; Dorje, et al., 2019; Hwang, et al., 2017; Smolis-Bąk, et al., 
2015; Lear, et al., 2014; Reid, et al., 2012). 
 
A Cochrane systematic review and meta-analysis of 23 randomized controlled trials (n=2,890 
participants) by Anderson et al. (2017b) compared the impact of home-based and center-based 
cardiac rehabilitation (CR) on mortality and morbidity, exercise capacity, and other outcomes in 
patients with heart disease. The home-based CR programs included in the review were structured, 
included exercise training, had clear objectives, and included monitoring, follow up visits, letters 
or telephone calls from staff, or at least self-monitoring diaries. The length, intensity, and specific 
nature of the exercise programs and monitoring varied among the programs. The control groups 
were center-based CR in a variety of settings (e.g. hospital physiotherapy department, university 
gymnasium, community sports center). Some programs (both home and control) were exercise-
only, while others were comprehensive in nature. Patient inclusion criteria were age over 18 
years, and one of the following: post myocardial infarction (MI), prior revascularization, and 
diagnosis of angina or heart failure (HF). Exclusion criteria were: patients who had undergone 
heart transplants, had implantable cardioverter defibrillators (ICDs) or cardiac resynchronization 
therapy, or who had previously undergone CR. Outcome measures varied, and included total 
mortality, cardiac events, exercise capacity assessed by validated outcome measure (e.g. VO₂ 
peak, 6 minute walk test), validated measures of health‐related quality of life, adherence, 
modifiable coronary risk factors, and costs and health service use. Follow ups typically ranged 
from 2-12 months, with three studies reporting data beyond 12 months. Loss to follow-up varied 
considerably among studies and was asymmetric across home- and center-based CR groups. Only 
a few trials examined the impact of losses to follow-up. Nine studies reported less than 20% 
attrition, four studies reported greater than 20% attrition, seven studies provided incomplete 
data, and three studies provided no data on attrition. Between-group outcomes up to 12 months 
included the following: 

• Total mortality: No significant difference (based on data from 11 studies) 
• Cardiac events: Not poolable, small number of studies reported data 
• Exercise capacity: No significant difference  
• Health-related Quality of life: Not poolable, wide variation 
• Withdrawal: No significant difference (inconsistent reporting) 
• Modifiable coronary risk factors: No significant difference 
• Adherence: Not poolable, wide variation 
• Cost and health service use: Not poolable; (home-based CR was less expensive in four 

studies, more expensive in one study) 
Author-noted limitations included: inconsistent reporting of outcomes, considerable statistical 
heterogeneity across a number of outcomes among trials, short duration of most studies, and 
often poorly reported details of interventions making it difficult to assess whether the CR 
programs used would meet current standards of good practice. Additionally, there was significant 
heterogeneity of home CR programs as they varied in design, duration, frequency, and 
technological involvement (if any). Most studies included only lower-risk individuals. There was 
consistent underrepresentation of women. Finally, studies older than 10 years were included in the 
analysis. 
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An update to the above Cochrane systematic review and meta-analysis by Anderson et al. was 
published in 2023. McDonagh et al. included three new trials; a total of 24 trials (n=3046 
participants) were included in the analysis. The updated review continued to find no significant 
differences between home- and center-based CR in the primary outcomes up to 12 months of 
follow‐up: total mortality (risk ratio [RR] = 1.19, 95% confidence interval [CI] 0.65 to 2.16; low‐
certainty evidence); and exercise capacity (standardized mean difference (SMD) = -0.10, 95% CI 
‐0.24 to 0.04; low‐certainty evidence). Most studies showed no significant difference between 
home‐ and center‐based CR in health‐related quality of life up to 24 months follow‐up. The authors 
concluded that both home and center-based CR, when formally supported by healthcare staff, 
were similarly effective in improving clinical and health‐related quality of life outcomes in 
individuals post-myocardial infarction, post-revascularization, or with heart failure. Additional 
research is needed to whether the positive short-term effects of home CR programs can be 
confirmed in the long term (McDonagh, et al., 2023). 
 
Professional Societies/Organizations: In 2019, the American Association of Cardiovascular 
and Pulmonary Rehabilitation (AACVPR), American Heart Association (AHA), and American College 
of Cardiology (ACC) issued a scientific statement on home-based cardiac rehabilitation focusing on 
the problem of underutilization of CR programs, despite its well-established benefits. The 
statement suggests one potential approach to resolving this issue is the expansion of home- or 
community-based CR programs, to help overcome geographic, logistical, and other access-related 
barriers facing traditional center-based CR programs. In particular, the suggestion is that home-
based CR is a suitable and safe alternative option for CR services for stable, low- to moderate-risk 
patients with cardiovascular disease who lack available center-based services. Longer-term studies 
on the impact of home-based CR programs, as well as safety data (particularly for high-risk 
groups), remain lacking. Therefore thorough clinical evaluation with risk stratification is critical to 
ensure appropriate referral to home-based CR (Thomas, et al., 2019). 
 
The 2024 ACC Expert Consensus Decision Pathway for the treatment of heart failure with reduced 
ejection fraction (HFrEF) supported the feasibility of remote telerehabilitation for patients with 
HFrEF who lack access to outpatient cardiac rehabilitation, citing studies that reported high 
adherence rates with such programs (Maddox, et al., 2024). 
 
Outpatient Intensive Cardiac Rehabilitation Programs  
Several outpatient intensive cardiac rehabilitation (ICR) programs have been developed including, 
but not limited to, the Pritikin Program, the Ornish Program for Reversing Heart Disease, and the 
Benson-Henry Institute Cardiac Wellness Program (CMS, 2010; 2014). ICR are comprehensive, 
long-term programs involving medical evaluation, exercise, cardiac risk factor modification, 
education, and counseling for patients with chronic or post-acute cardiovascular disease. The 
Pritikin, Ornish, and Benson-Henry Institute programs are commercial, licensed products with 
varying program design. Common features include specific diet prescription, group support 
meetings, and a focus on lifestyle modification. Ongoing wellness education classes, self-guided 
practice, and group sessions can continue for a year or more. ICR programs include phase III and 
IV elements which are considered educational and training in nature. There is a lack of large 
randomized prospective comparative studies in the peer-reviewed published literature that 
outpatient intensive cardiac rehabilitation programs improve health outcomes compared to a 
program of traditional outpatient cardiac rehabilitation.  
 
Health Equity Considerations 
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Health equity is the highest level of health for all people; health inequity is the avoidable 
difference in health status or distribution of health resources due to the social conditions in which 
people are born, grow, live, work, and age.  
 
Social determinants of health are the conditions in the environment that affect a wide range of 
health, functioning, and quality of life outcomes and risks. Examples include safe housing, 
transportation and neighborhoods; racism, discrimination and violence; education, job 
opportunities and income; access to nutritious foods and physical activity opportunities; access to 
clean air and water; and language and literacy skills. 
 
Socioeconomic status as measured by several individual (e.g., income, education attainment, 
occupation, medical assistance such as Medicaid) and environmental indicators (e.g., area 
deprivation index or median income based on zip code data) has been shown to have a significant 
impact on cardiovascular disease (CVD) development and outcomes. Individuals with low 
socioeconomic status (SES) and CVD face a disproportionately higher risk of recurrent events and 
mortality compared to those with high SES. 
 
In spite of the known benefits, cardiac rehabilitation (CR) programs are consistently underutilized. 
It is estimated that less than 40% of eligible patients enroll in CR after a qualifying event. A major 
factor is the under-referral of patients to CR, especially women, older adults, and under-
represented racial and ethnic groups. According to an analysis by Oehler et al. (2023), those living 
in a rural setting are also more likely to underutilize cardiac rehabilitation services. Referral rates 
for women are approximately 10% lower than for men, even after adjusting for age and comorbid 
conditions. Lack of transportation, lack of enjoyment, and home responsibilities are cited more 
frequently by women as reasons for nonparticipation.  
 
Black patients are referred 20% less frequently than are non-Hispanic white patients. Enrollment 
is also low, as Black patients participate in CR half as often as white patients (17.3% vs. 30%). 
These findings are particularly concerning, as women and non-whites are significantly more likely 
to die within five years after a first myocardial infarction, compared with white male patients. One 
proposed solution is for hospitals to implement an automated referral process, to prevent referral 
bias (Mathews and Brewer, 2021; Balady, et al., 2011). 
 
Rural patients face enrollment challenges because of limited access. An American Heart 
Association (AHA) presidential advisory named poor rural access to phase II CR as a contributing 
factor to poor cardiovascular outcomes. Those living more than 15 miles from a CR center are 
71% less likely to be enrolled than are those who live less than 1.5 miles away. Additionally, 
virtual models might be problematic in rural areas because of limited broadband internet access 
(24% of households do not have broadband internet in urban settings vs. 32% of households in 
rural settings).  
 
Finally, there is a gradual drop in participation in CR as patients age, dropping to one-third of 
baseline values in those over 85 years old. Older age and functional and sensory impairments 
common in aging may lead to lower rates of participation. Virtual, home-based interventions 
suggest benefit. 
 
References 

 
1. Abraham LN, Sibilitz KL, Berg SK, Tang LH, Risom SS, Lindschou J, Taylor RS, Borregaard 

B, Zwisler AD. Exercise-based cardiac rehabilitation for adults after heart valve surgery. 
Cochrane Database Syst Rev. 2021 May 7;5(5):CD010876. 

 



Page 14 of 22 
Medical Coverage Policy: 0073 

2. Anderson L, Nguyen TT, Dall CH, Burgess L, Bridges C, Taylor RS. Exercise-based cardiac 
rehabilitation in heart transplant recipients. Cochrane Database Syst Rev. 2017a Apr 
4;4(4):CD012264.  

 
3. Anderson L, Sharp GA, Norton RJ, Dalal H, Dean SG, Jolly K, Cowie A, Zawada A, Taylor 

RS. Home‐based versus centre‐based cardiac rehabilitation. Cochrane Database of 
Systematic Reviews 2017b, Issue 6. Art. No.: CD007130. 

 
4. Anderson L, Taylor RS. Cardiac rehabilitation for people with heart disease: an overview of 

Cochrane systematic reviews. Cochrane Database Syst Rev. 2014 Dec 
12;2014(12):CD011273. 

 
5. Bartels MN, Lehman YJ, Rashbaum IG. Cardiac rehabilitation: Lifestyle, exercise & risk 

factors modification. In: O' Young BJ, Young MA, Stiens SA, Wu SSH. Physical Medicine 
and Rehabilitation Secrets. Philadelphia, PA: Elsevier; 2024. 445-451. 

 
6. Brown TM, Pack QR, Aberegg E, Brewer LC, Ford YR, Forman DE, Gathright EC, Khadanga 

S, Ozemek C, Thomas RJ; American Heart Association Exercise, Cardiac Rehabilitation and 
Secondary Prevention Committee of the Council on Clinical Cardiology; Council on 
Cardiovascular and Stroke Nursing; Council on Lifestyle and Cardiometabolic Health; and 
Council on Quality of Care and Outcomes Research. Core Components of Cardiac 
Rehabilitation Programs: 2024 Update: A Scientific Statement From the American Heart 
Association and the American Association of Cardiovascular and Pulmonary Rehabilitation. 
Circulation. 2024 Oct 29;150(18):e328-e347. 

 
7. Buckley BJ, Long L, Risom SS, Lane DA, Berg SK, Gluud C, Palm P, Sibilitz KL, Svendsen 

JH, Zwisler AD, Lip GY, Neubeck L, Taylor RS. Exercise-based cardiac rehabilitation for 
adults with atrial fibrillation. Cochrane Database Syst Rev. 2024 Sep 17;9(9):CD011197 

 
8. Cai C, Bao Z, Wu N, Wu F, Sun G, Yang G, Chen M. A novel model of home-based, 

patient-tailored and mobile application-guided cardiac telerehabilitation in patients with 
atrial fibrillation: A randomised controlled trial. Clin Rehabil. 2022 Jan;36(1):40-50. 

 
9. Cavalheiro AH, Silva Cardoso J, Rocha A, Moreira E, Azevedo LF. Effectiveness of Tele-

rehabilitation Programs in Heart Failure: A Systematic Review and Meta-analysis. Health 
Serv Insights. 2021;14:11786329211021668. Published 2021 Jun 15. 

 
10. Centers for Medicare and Medicaid Services (CMS). Decision Memo for Cardiac 

Rehabilitation Programs (CAG-00089R2). Feb 22, 2010. Accessed Mar 12, 2026. Available 
at URL address: https://www.cms.gov/medicare-coverage-database/view/ncacal-decision-
memo.aspx?proposed=N&NCAId=241 

 
11. Centers for Medicare and Medicaid Services (CMS). Decision Memo for Cardiac 

Rehabilitation (CR) Programs - Chronic Heart Failure (CAG-00437N). Feb 18, 2014. 
Accessed Mar 12, 2026. Available at URL address: https://www.cms.gov/medicare-
coverage-database/view/ncacal-decision-memo.aspx?proposed=N&NCAId=270  

 
12. Centers for Medicare and Medicaid Services (CMS). Medicare Claims Processing Manual. 

Ch. 32 Billing Requirements for Special Services. Issued Oct 11, 2024. Accessed Mar 12, 
2026. Available at URL address: https://www.cms.gov/regulations-and-
guidance/guidance/manuals/downloads/clm104c32.pdf 

 



Page 15 of 22 
Medical Coverage Policy: 0073 

13. Centers for Medicare and Medicaid Services (CMS). National Coverage Determination 
(NCD) for Benson-Henry Institute Cardiac Wellness Program (20.31.3). Accessed Mar 12, 
2026. Available at URL address: https://www.cms.gov/medicare-coverage-
database/view/ncd.aspx?ncdid=362 

 
14. Centers for Medicare and Medicaid Services (CMS). National Coverage Determination 

(NCD) for Cardiac Rehabilitation Programs for Chronic Heart Failure (20.10.1). Accessed 
Mar 12, 2026. Available at URL address: https://www.cms.gov/medicare-coverage-
database/view/ncd.aspx?ncdid=359 

 
15. Centers for Medicare and Medicaid Services (CMS). National Coverage Determination 

(NCD) for Intensive Cardiac Rehabilitation (ICR) Programs (20.31). Accessed Mar 12, 
2026. Available at URL address: https://www.cms.gov/medicare-coverage-
database/view/ncd.aspx?ncdid=339 

 
16. Centers for Medicare and Medicaid Services (CMS). National Coverage Determination 

(NCD) for Ornish Program for Reversing Heart Disease (20.31.2). Accessed Mar 12, 2026. 
Available at URL address: https://www.cms.gov/medicare-coverage-
database/view/ncd.aspx?ncdid=341 

 
17. Centers for Medicare and Medicaid Services (CMS). National Coverage Determination 

(NCD) for The Pritikin Program (20.31.1). Accessed Mar 12, 2026. Available at URL 
address: https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=340 

 
18. Clark AM, Hartling L, Vandermeer B, McAlister FA. Meta-analysis: secondary prevention 

programs for patients with coronary artery disease. Ann Intern Med. 2005 Nov 
1;143(9):659–72. 

 
19. Coutinho T, Khadanga S, Adedinsewo D, Barac A, Brown TM, Deaton C, Golbus JR, 

Reynolds H, Sharma G, Taylor JL; American Heart Association Exercise, Cardiac 
Rehabilitation, and Sports Cardiology Science Committee of the Council on Clinical 
Cardiology; Women’s Health Science Committee of the Council on Clinical Cardiology and 
Stroke Council; Council on Cardiopulmonary, Critical Care, Perioperative and 
Resuscitation; Council on Cardiovascular and Stroke Nursing; Council on Lifestyle and 
Cardiometabolic Health; and Council on Quality of Care and Outcomes Research. Cardiac 
Rehabilitation in Women: A Scientific Statement From the American Heart Association. 
Circulation. 2025 Nov 11;152(19):e376-e390. doi: 10.1161/CIR.0000000000001379. 
Epub 2025 Oct 14. PMID: 41084821. 

 
20. Cruz-Cobo C, Bernal-Jiménez MÁ, Vázquez-García R, Santi-Cano MJ. Effectiveness of 

mHealth Interventions in the Control of Lifestyle and Cardiovascular Risk Factors in 
Patients After a Coronary Event: Systematic Review and Meta-analysis. JMIR Mhealth 
Uhealth. 2022 Dec 2;10(12):e39593. 

 
21. Davis AM. Cardiac Rehabilitation. In: Frontera WR, Silver JK, Rizzo TD. Essentials of 

Physical Medicine and Rehabilitation. 4th ed. Philadelphia PA: Elsevier. 2019. Ch 123, 678-
683. 

 
22. Dibben G, Faulkner J, Oldridge N, Rees K, Thompson DR, Zwisler AD, Taylor RS. Exercise-

based cardiac rehabilitation for coronary heart disease. Cochrane Database Syst Rev. 
2021 Nov 6;11(11):CD001800.  

 



Page 16 of 22 
Medical Coverage Policy: 0073 

23. Dorje T, Zhao G, Tso K, Wang J, Chen Y, Tsokey L, Tan BK, Scheer A, Jacques A, Li Z, 
Wang R, Chow CK, Ge J, Maiorana A. Smartphone and social media-based cardiac 
rehabilitation and secondary prevention in China (SMART-CR/SP): a parallel-group, single-
blind, randomised controlled trial. Lancet Digit Health. 2019 Nov;1(7):e363-e374.  

 
24. Ghisi GLM, Kin SMR, Price J, Beckie TM, Mamataz T, Naheed A, Grace SL. Women-Focused 

Cardiovascular Rehabilitation: An International Council of Cardiovascular Prevention and 
Rehabilitation Clinical Practice Guideline. Can J Cardiol. 2022 Dec;38(12):1786-1798.  

 
25. Golbus JR, Lopez-Jimenez F, Barac A, Cornwell WK 3rd, Dunn P, Forman DE, Martin SS, 

Schorr EN, Supervia M; Exercise, Cardiac Rehabilitation and Secondary Prevention 
Committee of the Council on Clinical Cardiology; Council on Lifelong Congenital Heart 
Disease and Heart Health in the Young; Council on Quality of Care and Outcomes 
Research; and Council on Cardiovascular and Stroke Nursing. Digital Technologies in 
Cardiac Rehabilitation: A Science Advisory From the American Heart Association. 
Circulation. 2023 Jul 4;148(1):95-107.  

 
26. Gore S, Khanna H, Kumar A. Effects of Comprehensive Outpatient Cardiac Rehabilitation 

on Exercise Capacity, Functional Status, and Quality of Life in People With Heart Failure: A 
Systematic Review and Meta-Analysis. Phys Ther. 2023 Nov 4;103(11):pzad119. 

 
27. Halperin JL, Levine GN, Al-Khatib SM, Birtcher KK, Bozkurt B, Brindis RG, Cigarroa JE, 

Curtis LH, Fleisher LA, Gentile F, Gidding S, Hlatky MA, Ikonomidis J, Joglar J, Pressler SJ, 
Wijeysundera DN. Further Evolution of the ACC/AHA Clinical Practice Guideline 
Recommendation Classification System: A Report of the American College of 
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. J Am 
Coll Cardiol. 2016 Apr 5;67(13):1572-1574. 

 
28. Heidenreich PA, Bozkurt B, Aguilar D, Allen LA, Byun JJ, Colvin MM, Deswal A, Drazner 

MH, Dunlay SM, Evers LR, Fang JC, Fedson SE, Fonarow GC, Hayek SS, Hernandez AF, 
Khazanie P, Kittleson MM, Lee CS, Link MS, Milano CA, Nnacheta LC, Sandhu AT, 
Stevenson LW, Vardeny O, Vest AR, Yancy CW. 2022 AHA/ACC/HFSA guideline for the 
management of heart failure: a report of the American College of Cardiology/American 
Heart Association Joint Committee on Clinical Practice Guidelines. Circulation. 
2022;145:e895–e1032. 

 
29. Hughes JW, Berry R, Brown TM, Carlin B, Drwal K, Keteyian SJ, Prince DZ, Wu WC. 

Consensus Statement on the Virtual and Remote Delivery of Cardiac and Pulmonary 
Rehabilitation and Their Components. J Cardiopulm Rehabil Prev. 2025 Nov-Dec 
01;45(6):387-396. doi: 10.1097/HCR.0000000000001002. Epub 2025 Oct 28. PMID: 
41171981. 

 
30. Husaini M, Deych E, Waken RJ, Sells B, Lai A, Racette SB, Rich MW, Joynt Maddox KE, 

Peterson LR. Intensive Versus Traditional Cardiac Rehabilitation: Mortality and 
Cardiovascular Outcomes in a 2016-2020 Retrospective Medicare Cohort. Circ Cardiovasc 
Qual Outcomes. 2023 Dec;16(12):e010131. 

 
31. Hwang R, Bruning J, Morris NR, Mandrusiak A, Russell T. Home-based telerehabilitation is 

not inferior to a centre-based program in patients with chronic heart failure: a randomised 
trial. Journal of Physiotherapy. 2017 63: 101–107 

 
32. Jepma P, Verweij L, Buurman BM, Terbraak MS, Daliri S, Latour CHM, Ter Riet G, 

Karapinar-Çarkit F, Dekker J, Klunder JL, Liem SS, Moons AHM, Peters RJG, Scholte Op 



Page 17 of 22 
Medical Coverage Policy: 0073 

Reimer WJM. The nurse-coordinated cardiac care bridge transitional care programme: a 
randomised clinical trial. Age Ageing. 2021 Nov 10;50(6):2105-2115. 

 
33. Ji H, Fang L, Yuan L, Zhang Q. Effects of Exercise-Based Cardiac Rehabilitation in Patients 

With Acute Coronary Syndrome: A Meta-Analysis. Meta-Analysis Med Sci Monit, 25, 5015-
5027 2019 Jul 7  

 
34. Jin K, Khonsari S, Gallagher R, Gallagher P, Clark AM, Freedman B, Briffa T, Bauman A, 

Redfern J, Neubeck L. Telehealth interventions for the secondary prevention of coronary 
heart disease: A systematic review and meta-analysis. Eur J Cardiovasc Nurs. 2019 
Apr;18(4):260-271. 

 
35. Jolly K, Taylor R, Lip GY, Greenfield S, Raftery J, Mant J, Lane D, Jones M, Lee KW, 

Stevens A. The Birmingham Rehabilitation Uptake Maximisation Study (BRUM). Home-
based compared with hospital-based cardiac rehabilitation in a multi-ethnic population: 
cost-effectiveness and patient adherence. Health Technol Assess. 2007 Sep;11(35):1-118.  

 
36. Krishnamurthi N, Schopfer DW, Shen H, Rohrbach G, Elnaggar A, Whooley MA. Association 

of Home-Based Cardiac Rehabilitation With Lower Mortality in Patients With Cardiovascular 
Disease: Results From the Veterans Health Administration Healthy Heart Program. J Am 
Heart Assoc. 2023 Mar 7;12(5):e025856. 

 
37. Lakhani F, Racette SB, Park LK, Deych E, Williams D, McKenzie KM, Stranczek NA, 

McKenzie EJ, Lenze EJ, Durbin D, Jonagan J, Carson T, Talpade N, Rich MW, Fuentes LL, 
Peterson LR. Prospective Study of the Impact of Outpatient Intensive Cardiac 
Rehabilitation on Diet Quality, Health-related Quality of Life, and Cardiovascular Health 
Indices. Am J Cardiol. 2023 Apr 1;192:60-66. 

 
38. Lawler PR, Filion KB, Eisenberg MJ. Efficacy of exercise-based cardiac rehabilitation post-

myocardial infarction: a systematic review and meta-analysis of randomized controlled 
trials. Am Heart J. 2011 Oct;162(4):571-584.e2.  

 
39. Lawton JS, Tamis-Holland JE, Bangalore S, Bates ER, Beckie TM, Bischoff JM, Bittl JA, 

Cohen MG, DiMaio JM, Don CW, Fremes SE, Gaudino MF, Goldberger ZD, Grant MC, Jaswal 
JB, Kurlansky PA, Mehran R, Metkus TS Jr, Nnacheta LC, Rao SV, Sellke FW, Sharma G, 
Yong CM, Zwischenberger BA. 2021 ACC/AHA/SCAI Guideline for Coronary Artery 
Revascularization: Executive Summary: A Report of the American College of 
Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. 
Circulation. 2022 Jan 18;145(3):e4-e17. Erratum in: Circulation. 2022 Mar 
15;145(11):e771. 

 
40. Lear SA, Singer J, Banner-Lukaris D, Horvat D, Park JE, Bates J, Ignaszewski A. 

Randomized trial of a virtual cardiac rehabilitation program delivered at a distance via the 
Internet. Circ Cardiovasc Qual Outcomes. 2014 Nov;7(6):952-9. 

 
41. Leon AS, Franklin BA, Costa F, Balady GJ, Berra KA, Stewart KJ, Thompson PD, Williams 

MA, Lauer MS. Cardiac rehabilitation and secondary prevention of coronary heart disease: 
an American Heart Association scientific statement from the Council on Clinical Cardiology 
(Subcommittee on Exercise, Cardiac Rehabilitation, and Prevention) and the Council on 
Nutrition, Physical Activity, and Metabolism (Subcommittee on Physical Activity), in 
collaboration with the American association of Cardiovascular and Pulmonary 
Rehabilitation. Circulation. 2005 Jan 25;111(3):369–76. 

 



Page 18 of 22 
Medical Coverage Policy: 0073 

42. Li Z, Hui Z, Zheng Y, Yu J, Zhang J. Efficacy of Phase II Remote Home Rehabilitation in 
Patients with Acute Myocardial Infarction after Percutaneous Coronary Intervention. 
Contrast Media Mol Imaging. 2022 Jun 13;2022:4634769.  

 
43. Long L, Anderson L, Dewhirst AM, He J, Bridges C, Gandhi M, Taylor RS. Exercise-based 

cardiac rehabilitation for adults with stable angina. Cochrane Database Syst Rev. 2018 Feb 
2;2(2):CD012786.  

 
44. Maddox TM, Januzzi JL Jr, Allen LA, Breathett K, Brouse S, Butler J, Davis LL, Fonarow GC, 

Ibrahim NE, Lindenfeld J, Masoudi FA, Motiwala SR, Oliveros E, Walsh MN, Wasserman A, 
Yancy CW, Youmans QR. 2024 ACC Expert Consensus Decision Pathway for Treatment of 
Heart Failure With Reduced Ejection Fraction: A Report of the American College of 
Cardiology Solution Set Oversight Committee. J Am Coll Cardiol. 2024 Apr 
16;83(15):1444-1488.  

 
45. Mathews L, Brewer LC. A Review of Disparities in Cardiac Rehabilitation: Evidence, 

Drivers, and Solutions. J Cardiopulm Rehabil Prev. 2021 Nov 1;41(6):375-382.  
 
46. McDonagh ST, Dalal H, Moore S, Clark CE, Dean SG, Jolly K, Cowie A, Afzal J, Taylor RS. 

Home-based versus centre-based cardiac rehabilitation. Cochrane Database Syst Rev. 
2023 Oct 27;10(10):CD007130. 

 
47. Molloy CD, Long L, Mordi IR, Bridges C, Sagar VA, Davies EJ, Coats AJS, Dalal H, Rees K, 

Singh SJ, Taylor RS. Exercise-based cardiac rehabilitation for adults with heart failure - 
2023 Cochrane systematic review and meta-analysis. Eur J Heart Fail. 2023 
Dec;25(12):2263-2273. 

 
48. Mosca L, Benjamin EJ, Berra K, Bezanson JL, Dolor RJ, Lloyd-Jones DM, Newby LK, Piña 

IL, Roger VL, Shaw LJ, Zhao D, Beckie TM, Bushnell C, D'Armiento J, Kris-Etherton PM, 
Fang J, Ganiats TG, Gomes AS, Gracia CR, Haan CK, Jackson EA, Judelson DR, Kelepouris 
E, Lavie CJ, Moore A, Nussmeier NA, Ofili E, Oparil S, Ouyang P, Pinn VW, Sherif K, Smith 
SC Jr, Sopko G, Chandra-Strobos N, Urbina EM, Vaccarino V, Wenger NK. Effectiveness-
based guidelines for the prevention of cardiovascular disease in women--2011 update: a 
guideline from the American Heart Association. Circulation. 2011 Mar 22;123(11):1243-
62. Erratum in: Circulation. 2011 Jun 7;123(22):e624. Erratum in: Circulation. 2011 Oct 
18;124(16):e427.  

 
49. Nielsen KM, Zwisler AD, Taylor RS, Svendsen JH, Lindschou J, Anderson L, Jakobsen JC, 

Berg SK. Exercise-based cardiac rehabilitation for adult patients with an implantable 
cardioverter defibrillator. Cochrane Database Syst Rev. 2019 Feb 12;2(2):CD011828.  

 
50. Oehler A, Battel L, Poornima IG. FACCE Expert Analysis. Cardiac rehabilitation and health 

care disparities in the post-COVID-19 era. Sep 25, 2023. Accessed Mar 12, 2026. 
Available at URL address: https://www.acc.org/Latest-in-
Cardiology/Articles/2023/09/25/14/05/Cardiac-Rehabilitation-and-Health-Care-Disparities-
in-the-Post-COVID-19-Era 

 
51. O'Gara PT, Kushner FG, Ascheim DD, Casey DE Jr, Chung MK, de Lemos JA, et al 2013 

ACCF/AHA Guideline for the Management of ST-Elevation Myocardial Infarction: A Report 
of the American College of Cardiology Foundation/American Heart Association Task Force 
on Practice Guidelines. J Am Coll Cardiol. 2013 Jan 29;61(4):e78-e140. 

 



Page 19 of 22 
Medical Coverage Policy: 0073 

52. Orzechowski P, Piotrowicz R, Zaręba W, Główczyńska R, Szalewska D, Pluta S, Irzmański 
R, Kalarus Z, Banach M, Opolski G, Pencina MJ, Kowalik I, Piotrowicz E. Assessment of 
ECG during hybrid comprehensive telerehabilitation in heart failure patients-Subanalysis of 
the Telerehabilitation in Heart Failure Patients (TELEREH-HF) randomized clinical trial. Ann 
Noninvasive Electrocardiol. 2021 Nov;26(6):e12887. 

 
53. Patel P, Dhindsa D, Eapen DJ, Khera A, Gulati M, Stone NJ, Yancy CW, Rumsfeld JS, 

Sperling LS. Optimizing the Potential for Telehealth in Cardiovascular Care (in the Era of 
COVID-19): Time Will Tell. Am J Med. 2021 Aug;134(8):945-951. 

 
54. Pio CSA, Chaves G, Davies P, Taylor R, Grace S. Interventions to Promote Patient 

Utilization of Cardiac Rehabilitation: Cochrane Systematic Review and Meta-Analysis. J Clin 
Med. 2019 Feb 5;8(2):189. 

 
55. Piotrowicz E, Pencina MJ, Opolski G, et al. Effects of a 9-Week Hybrid Comprehensive 

Telerehabilitation Program on Long-term Outcomes in Patients With Heart Failure: The 
Telerehabilitation in Heart Failure Patients (TELEREH-HF) Randomized Clinical Trial. JAMA 
Cardiol. 2020;5(3):300-308. 

 
56. Purcell C, Dibben G, Hilton Boon M, Matthews L, Palmer VJ, Thomson M, Smillie S, 

Simpson SA, Taylor RS. Social network interventions to support cardiac rehabilitation and 
secondary prevention in the management of people with heart disease. Cochrane 
Database Syst Rev. 2023 Jun 28;6(6):CD013820. 

 
57. Rao SV, O'Donoghue ML, Ruel M, Rab T, Tamis-Holland JE, Alexander JH, Baber U, Baker 

H, Cohen MG, Cruz-Ruiz M, Davis LL, de Lemos JA, DeWald TA, Elgendy IY, Feldman DN, 
Goyal A, Isiadinso I, Menon V, Morrow DA, Mukherjee D, Platz E, Promes SB, Sandner S, 
Sandoval Y, Schunder R, Shah B, Stopyra JP, Talbot AW, Taub PR, Williams MS. 2025 
ACC/AHA/ACEP/NAEMSP/SCAI Guideline for the Management of Patients With Acute 
Coronary Syndromes: A Report of the American College of Cardiology/American Heart 
Association Joint Committee on Clinical Practice Guidelines. Circulation. 2025 Feb 27. 

 
58. Ramachandran HJ, Jiang Y, Tam WWS, Yeo TJ, Wang W. Effectiveness of home-based 

cardiac telerehabilitation as an alternative to Phase 2 cardiac rehabilitation of coronary 
heart disease: a systematic review and meta-analysis. Eur J Prev Cardiol. 2021 Jul 
13:zwab106. 

 
59. Rawstorn JC, Gant N, Direito A, Beckmann C, Maddison R. Telehealth exercise-based 

cardiac rehabilitation: a systematic review and meta-analysis. Heart. 2016 Aug 
1;102(15):1183-92. 

 
60. Reid RD, Morrin LI, Beaton LJ, Papadakis S, Kocourek J, McDonnell L, Slovinec D'Angelo 

ME, Tulloch H, Suskin N, Unsworth K, Blanchard C, Pipe AL. Randomized trial of an 
internet-based computer-tailored expert system for physical activity in patients with heart 
disease. Eur J Prev Cardiol. 2012 Dec;19(6):1357-64. 

 
61. Sachdev V, Sharma K, Keteyian SJ, Alcain CF, Desvigne-Nickens P, Fleg JL, Florea VG, 

Franklin BA, Guglin M, Halle M, Leifer ES, Panjrath G, Tinsley EA, Wong RP, Kitzman DW; 
American Heart Association Heart Failure and Transplantation Committee of the Council on 
Clinical Cardiology; Council on Arteriosclerosis, Thrombosis and Vascular Biology; and 
American College of Cardiology. Supervised Exercise Training for Chronic Heart Failure 
With Preserved Ejection Fraction: A Scientific Statement From the American Heart 
Association and American College of Cardiology. Circulation. 2023 Mar 21. 



Page 20 of 22 
Medical Coverage Policy: 0073 

 
62. Sawyer KN, Camp-Rogers TR, Kotini-Shah P, Del Rios M, Gossip MR, Moitra VK, Haywood 

KL, Dougherty CM, Lubitz SA, Rabinstein AA, Rittenberger JC, Callaway CW, Abella BS, 
Geocadin RG, Kurz MC; American Heart Association Emergency Cardiovascular Care 
Committee; Council on Cardiovascular and Stroke Nursing; Council on Genomic and 
Precision Medicine; Council on Quality of Care and Outcomes Research; and Stroke 
Council. Sudden Cardiac Arrest Survivorship: A Scientific Statement From the American 
Heart Association. Circulation. 2020 Mar 24;141(12):e654-e685.  

 
63. Smith KM, McKelvie RS, Thorpe KE, Arthur HM. Six-year follow-up of a randomised 

controlled trial examining hospital versus home-based exercise training after coronary 
artery bypass graft surgery. Heart. 2011 Jul;97(14):1169-74.  

 
64. Smith SC Jr, Benjamin EJ, Bonow RO, Braun LT, Creager MA, Franklin BA, Gibbons RJ, 

Grundy SM, Hiratzka LF, Jones DW, Lloyd-Jones DM, Minissian M, Mosca L, Peterson ED, 
Sacco RL, Spertus J, Stein JH, Taubert KA; World Heart Federation and the Preventive 
Cardiovascular Nurses Association. AHA/ACCF Secondary Prevention and Risk Reduction 
Therapy for Patients with Coronary and other Atherosclerotic Vascular Disease: 2011 
update: a guideline from the American Heart Association and American College of 
Cardiology Foundation. Circulation. 2011 Nov 29;124(22):2458-73. Erratum in: 
Circulation. 2015 Apr 14;131(15):e408. 

 
65. Smolis-Bąk E, Dąbrowski R, Piotrowicz E, Chwyczko T, Dobraszkiewicz-Wasilewska B, 

Kowalik I, Kazimierska B, Jędrzejczyk B, Smolis R, Gepner K, Maciąg A, Sterliński M, 
Szwed H. Hospital-based and telemonitoring guided home-based training programs: 
effects on exercise tolerance and quality of life in patients with heart failure (NYHA class 
III) and cardiac resynchronization therapy. A randomized, prospective observation. Int J 
Cardiol. 2015 Nov 15;199:442-7.  

 
66. Snoek JA, Prescott EI, van der Velde AE, Eijsvogels TMH, Mikkelsen N, Prins LF, Bruins W, 

Meindersma E, González-Juanatey JR, Peña-Gil C, González-Salvado V, Moatemri F, Iliou 
MC, Marcin T, Eser P, Wilhelm M, Van't Hof AWJ, de Kluiver EP. Effectiveness of Home-
Based Mobile Guided Cardiac Rehabilitation as Alternative Strategy for Nonparticipation in 
Clinic-Based Cardiac Rehabilitation Among Elderly Patients in Europe: A Randomized 
Clinical Trial. JAMA Cardiol. 2020 Oct 28:e205218  

 
67. Song Y, Ren C, Liu P, Tao L, Zhao W, Gao W. Effect of Smartphone-Based Telemonitored 

Exercise Rehabilitation among Patients with Coronary Heart Disease. J Cardiovasc Transl 
Res. 2020;13(4):659-667.  

 
68. Szalewska D, Główczyńska R, Piotrowicz R, Kowalik I, Pencina MJ, Opolski G, Zaręba W, 

Banach M, Orzechowski P, Pluta S, Irzmański R, Kalarus Z, Piotrowicz E. An aetiology-
based subanalysis of the Telerehabilitation in Heart Failure Patients (TELEREH-HF) trial. 
ESC Heart Fail. 2021 Apr;8(2):1263-1273. 

 
69. Tegegne TK, Rawstorn JC, Nourse RA, Kibret KT, Ahmed KY, Maddison R. Effects of 

exercise-based cardiac rehabilitation delivery modes on exercise capacity and health-
related quality of life in heart failure: a systematic review and network meta-analysis. 
Open Heart. 2022 Jun;9(1):e001949.  

 
70. Thomas RJ. Comprehensive Cardiac Rehabilitation. In: Bonow RO, Mann DL, Tomaselli GF, 

Bhatt DL, Solomon SD, Libby P, Braunwald E. Braunwald’s Heart Disease: A Textbook of 
Cardiovascular Medicine. 13th ed. Philadelphia, PA: Elsevier; 2026. Ch. 30, 578-582. 



Page 21 of 22 
Medical Coverage Policy: 0073 

 
71. Thomas RJ, Beatty AL, Beckie TM, Brewer LC, Brown TM, Forman DE, Franklin BA, 

Keteyian SJ, Kitzman DW, Regensteiner JG, Sanderson BK; Whooley MA. Home-based 
cardiac rehabilitation: a scientific statement from the American Association of 
Cardiovascular and Pulmonary Rehabilitation, the American Heart Association, and the 
American College of Cardiology. Circulation. 2019;140:e69–e89. 

 
72. Thomas RJ, King M, Lui K, Oldridge N, Piña IL, Spertus J. AACVPR/ACC/AHA 2007 

performance measures on cardiac rehabilitation for referral to and delivery of cardiac 
rehabilitation/secondary prevention services. Circulation. 2007;116:1611–1642 

 
73. Thomas RJ, King M, Lui K, Oldridge N, Piña IL, Spertus J. AACVPR/ACCF/AHA 2010 

update: performance measures on cardiac rehabilitation for referral to cardiac 
rehabilitation/secondary prevention services: a report of the American Association of 
Cardiovascular and Pulmonary Rehabilitation and the American College of Cardiology 
Foundation/American Heart Association Task Force on Performance Measures (Writing 
Committee to Develop Clinical Performance Measures for Cardiac Rehabilitation). 
Circulation. 2010;122:1342–1350. 

 
74. Thomas RJ, Balady G, Banka G, Beckie TM, Chiu J, Gokak S, Ho PM, Keteyian SJ, King M, 

Lui K, Pack Q, Sanderson BK, Wang TY. 2018 ACC/AHA clinical performance and quality 
measures for cardiac rehabilitation: a report of the American College of 
Cardiology/American Heart Association Task Force on Performance Measures. Circ 
Cardiovasc Qual Outcomes. 2018;11:e000037.  

 
75. Verweij L, Petri ACM, MacNeil-Vroomen JL, Jepma P, Latour CHM, Peters RJG, Scholte Op 

Reimer WJM, Buurman BM, Bosmans JE. The Cardiac Care Bridge transitional care 
program for the management of older high-risk cardiac patients: An economic evaluation 
alongside a randomized controlled trial. PLoS One. 2022 Jan 27;17(1):e0263130. 

 
76. Virani SS, Newby LK, Arnold SV, Bittner V, Brewer LC, Demeter SH, Dixon DL, Fearon WF, 

Hess B, Johnson HM, Kazi DS, Kolte D, Kumbhani DJ, LoFaso J, Mahtta D, Mark DB, 
Minissian M, Navar AM, Patel AR, Piano MR, Rodriguez F, Talbot AW, Taqueti VR, Thomas 
RJ, van Diepen S, Wiggins B, Williams MS; Peer Review Committee Members. 2023 
AHA/ACC/ACCP/ASPC/NLA/PCNA Guideline for the Management of Patients With Chronic 
Coronary Disease: A Report of the American Heart Association/American College of 
Cardiology Joint Committee on Clinical Practice Guidelines. Circulation. 2023 Aug 
29;148(9):e9-e119. Erratum in: Circulation. 2023 Sep 26;148(13):e148. Erratum in: 
Circulation. 2023 Dec 5;148(23):e186. 

 
Revision Details  
 

Type of Revision Summary of Changes Date 

Annual Review • No clinical policy statement changes. 5/15/2026 
Annual Review • Revised policy statement for cardiac 

rehabilitation.  
5/15/2025 

Annual Review • Removed “center-based” from policy statement; 
removed noncoverage policy statement for 
virtual/remote home-based and hybrid cardiac 
rehabilitation. 

6/15/2024 

 
 



Page 22 of 22 
Medical Coverage Policy: 0073 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
“Cigna Companies” refers to operating subsidiaries of The Cigna Group. All products and services 
are provided exclusively by or through such operating subsidiaries, including Cigna Health and Life 
Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, 
Inc., Cigna Health Management, Inc., and HMO or service company subsidiaries of The Cigna 
Group. © 2026 The Cigna Group. 


	Overview
	Coverage Policy
	Coding Information
	General Background
	Health Equity Considerations
	References
	Revision Details

