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NOTICE: Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. (Kaiser Permanente)
provide these Clinical Review Criteria for internal use by their members and health care providers. The Clinical Review Criteria only apply to
Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. Use of the Clinical Review
Criteria or any Kaiser Permanente entity name, logo, trade name, trademark, or service mark for marketing or publicity purposes, including on
any website, or in any press release or promotional material, is strictly prohibited.

Kaiser Permanente Clinical Review Criteria are developed to assist in administering plan benefits. These criteria neither offer medical advice
nor guarantee coverage. Kaiser Permanente reserves the exclusive right to modify, revoke, suspend or change any or all of these Clinical
Review Criteria, at Kaiser Permanente's sole discretion, at any time, with or without notice. Member contracts differ in health plan benefits.
Always consult the patient's Evidence of Coverage or call Kaiser Permanente Member Services at 1-888-901-4636 (TTY 711), Monday
through Friday, 8 a.m. to 5 p.m. to determine coverage for a specific medical service.

Criteria
For Medicare Members

CMS Coverage Manuals Medicare Claims Processing Manual Chapter 32, Section 140

National Coverage Determinations (NCD) Cardiac Rehabilitation Programs for Chronic Heart Failure
(20.10.1)

Local Coverage Determinations (LCD) None

Local Coverage Article 11/01/2023 Noridian retired LCA A54070 Billing and Coding

Outpatient Cardiac Rehabilitation. These services still need to
meet medical necessity as outlined in the LCA and will require
review. LCAs are retired due to lack of evidence of current
problems, or in some cases because the material is addressed
by a National Coverage Decision (NCD), a coverage provision
in a CMS interpretative manual or an article. Most LCAs are not
retired because they are incorrect. Therefore, continue to use
LCA A54070 for determining medical necessity.

For Non-Medicare Members

Kaiser Permanente has elected to use the Cardiac Rehabilitation (KP-0358) MCG* for medical necessity
determinations. For access to the MCG Clinical Guidelines criteria, please see the MCG Guideline Index through
the provider portal under Quick Access.

*MCG Manuals are proprietary and cannot be published and/or distributed. However, on an individual member basis, Kaiser
Permanente can share a copy of the specific criteria document used to make a utilization management decision. If one of your
patients is being reviewed using these criteria, you may request a copy of the criteria by calling the Kaiser Permanente Clinical
Review staff at 1-800-289-1363.

If requesting this service, please send the following documentation to support medical necessity:
e Last 6 months of cardiology notes

The following information was used in the development of this document and is provided as background only. It is provided for
historical purposes and does not necessarily reflect the most current published literature. When significant new articles are
published that impact treatment option, Kaiser Permanente will review as needed. This information is not to be used as
coverage criteria. Please only refer to the criteria listed above for coverage determinations.

Background

Cardiovascular disease (CVD) is the most common cause of office visits, hospitalizations, and deaths in the
United States. In recent years, there has been great progress in pharmacological therapies as well as technology-
based diagnostic and therapeutic interventions for CVD. As a consequence, a greater number of patients survive
acute events, but with a heavier burden of chronic conditions and clinical needs. In addition to medication and
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http://www.cms.gov/manuals/downloads/clm104c32.pdf
https://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=359&ncdver=1&articleId=54070&ver=19&DocID=A54070&bc=gAAAABAAEAAA&
https://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=359&ncdver=1&articleId=54070&ver=19&DocID=A54070&bc=gAAAABAAEAAA&
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleid=54070&ver=37&bc=0
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleid=54070&ver=37&bc=0
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interventional cardiology, these patients also need structured support to restore their quality of life and to maintain
or improve functional capacity.

Cardiac rehabilitation (CR) was initially developed in response to the profound deconditioning caused by the
prolonged bed rest that was common in the management of patients following acute cardiac events in the first half
of the 20th century. Since then it has developed into multidisciplinary programs to optimize the health of patients
with an expanding range of cardiovascular disease (Gordon 2010). CR is a multifactorial, comprehensive
intervention defined as the coordinated sum of interventions required to ensure the best physical, psychological,
and social conditions so that patients with chronic or post-acute CVD event may, by their own efforts, preserve or
resume optimal functioning in society, and through improved health behaviors, slow or reverse progression of
disease (Taylor 2004). It is also viewed as the clinical application of preventive care by means of a professional
multi-disciplinary integrated approach for comprehensive risk reduction and global long-term care of cardiac
patients (Piepoli 2010).

The American Heart Association (AHA), the American College of Cardiology (ACC), and the American
Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR) consider cardiac rehabilitation /
secondary prevention programs integral to the comprehensive care of patients with CVD. They recommend that
all cardiac rehabilitation/secondary prevention programs should contain specific core components that aim at
optimizing cardiovascular risk reduction, foster healthy behaviors and compliance with these behaviors, reduce
disability, and promote an active lifestyle for patients with cardiovascular disease. The core components include
baseline patient assessment, nutritional counseling, risk factor management (weight, blood pressure, lipids,
diabetes mellitus and smoking), psychological interventions, physical activity counseling, and exercise training
(Balady 2007). The goals of CR consist primarily of mobilizing the patient, optimizing drug therapy, implementing
measures of secondary prevention, providing means for understanding the disease through education and advice,
facilitating behavior modification, supporting the patient in overcoming the disease, treating psychological
disturbances, and improving reintegration into professional life (Farin 2007). It is clearly understood and accepted
that an isolated exercise program is not cardiac rehabilitation; however, physical activity and exercise training are
considered the core components on which a comprehensive CR program is built (Piepoli 2010).

Most CR programs are held for groups in hospitals, gyms, or community centers. These may be inconvenient to
patients (especially women and older patients) who may have problems with accessibility, dislike of groups,
and/or work on domestic commitments. Home-based programs were thus introduced as an alternative to
traditional CR in an attempt to increase participation rates. These programs have been defined as structured
programs with clear objectives to the participants, including monitoring, follow-up, visits, letters, telephone calls
from staff, or at least self-monitoring diaries (Dalal 2010).

Medical Technology Assessment Committee (MTAC)

Cardiac Rehabilitation
12/20/2010: MTAC REVIEW
Evidence Conclusion: There is fair evidence that exercise-based cardiac rehabilitation programs reduces
mortality, morbidity, and improves health related quality of life (HRQoL), and modifiable risk factors in low risk
patients with coronary heart disease. There is fair evidence that exercise-based cardiac rehabilitation programs
reduce hospital admission and improves HRQoL among low- to moderate- risk patients with stable heart failure.
There is inconclusive evidence that home-based and center-based CR have similar benefits. The results of trials
and meta-analyses comparing the two strategies suggest that they have similar outcomes. However, due to the
study designs, a lack of significant statistical differences in the outcomes does not necessarily imply that the two
strategies are equivalent.
Articles: The literature search revealed at least 15 meta-analyses on cardiac rehabilitation, and a large number
of randomized controlled trials, and observational studies. The great majority of the meta-analyses and trials were
performed on individual components of the cardiac rehabilitation (CR) program, mainly exercise-based programs,
in stable patients post myocardial infarction or coronary revascularization, or in patients with heart failure. Overall,
the randomized trials on the comprehensive CR were relatively small and with short duration of follow-up. One
trial (Austin 2008), reported on 5 years outcome of patients with heart failure after undergoing a multidisciplinary
8-week CR program. The literature search also revealed 4 recent meta-analyses of RCTs that compared home-
based cardiac rehabilitation versus center-based programs for patients with cardiovascular disease.
Studies (e.g. HF-ACTION) or meta-analyses (e.g. ExTraMATCH) that examined the safety and efficacy of
exercise training or other single components of the program in patients with chronic heart failure or CAD were not
included in the current review which evaluates the multidisciplinary cardiac rehabilitation program.
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The following meta-analyses of trials on comprehensive CR for patients with heart failure or CHD, that compared
and home-based vs. center-based CR as well as the RCT with 5-year follow-up were selected for critical
appraisal.
Davies EJ, Moxham T, Rees K, et al. Exercise training for systolic heart failure: Cochrane systemic review and
meta-analysis. Eur J Heart Fail 2010; 12:706-715. See Evidence Table. Davidson PM, Cockburn J, Newton PJ, et
al. Can a heart specific cardiac rehabilitation program decrease hospitalization and improve outcomes in high-risk
patients? Eur J Cadiovasc Prev Rehabil 2010; 17:393-402. See Evidence Table. Taylor RS, Brown A, Ebrahim S,
et al. Exercise-based rehabilitation for patients with coronary heart disease: Systematic review and meta-analysis
of randomized controlled trials. Am J Med 2004; 116:682-692. See Evidence Table. Austin J, Williams WR, Ross
L, etal Five-year follow-up findings from randomized trials of cardiac rehabilitation for heart failure. Eur J
Cardiovasc Prev Rehabil 2008; 15:162-167. See Evidence Table. Dalal HM, Zawada A, Jolly K, et al. Home
based versus center based cardiac rehabilitation: Cochrane systemic review and meta-analysis. BMJ 2010;340:C
1133. See Evidence Table.

The use of cardiac rehabilitation facility and home based does not meet the Kaiser Permanente Medical
Technology Assessment Criteria.

Applicable Codes

Considered Medically Necessary when criteria in the applicable policy statements listed above are met:

CPT® or Description
HCPC
Codes
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)
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, nonphysician provider, per diem

*Note: Codes may not be all-inclusive. Deleted codes and codes not in effect at the time of service may not be
covered.

**To verify authorization requirements for a specific code by plan type, please use the Pre-authorization Code Check.

CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS).

05/15/1998 | 06/01/2010MPCRPC(02/10/2011MPCRPC12/06/2011MPCRPC 10/02/2012MPCRPC, 11/13/2023
08/06/2013“PC | 11/05/2013MPC, 09/02/2014MPC, 07/07/2015MPC, 05/03/2016MPC,
03/07/2017MPC, 01/09/2018MPC, 11/05/2019MPC, 11/03/2020MPC, 11/02/2021MPC,
11/01/2022MPC, 11/07/2023MPC, 11/05/2024MPC

MDCRPC Medical Director Clinical Review and Policy Committee
MPC Medical Policy Committee

06/10/2015 Link for Medicare Pub 100-03 Cardiac Rehabilitation added

09/27/2016 | Added NCD 20.31.3 and NCD 20.10.1
11/13/2023 Updated Medicare link for A54070 which was retired 11/1/2023
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