Exercise Discipline Minutes

NCCRA Meeting March 14, 2014

1. Report from Dave Verrill on licensure: no current updates 

2. Burden of care: Betty Matteson at UNC provided a way to assess burden of care; individually and per cardiac rehab class to help with staff ratios and classes that may require more assistance. It was noted at a couple locations that the midday/post-lunch class is typically higher /needing more assistance. It can also be used to reassess patients once they have been in the program longer and may have more independence, i.e. getting used to switching and setting up their own equipment.

3. Medicare denials: It was reported that they may be inconsistent, even month to month for the same patient. They seem to change the rules and deny whenever they can.

4. Started a discussion on CHF patients; accepted as diagnosis for CR; effective now but no one has really begun to take on these patients yet. Criteria is <35% EF and 6 weeks from unplanned event despite medical therapy (Can be NYHA class II-IV), or 6 months from a planned event. Iredell has done 15 minute education sessions on cardiac rehab, referral process to help with overall referrals and included CHF in that education to cardiologists and nurses involved. 

5. Mike Lippard continued to discuss CHF and his work with the Heart Success group at CMC-Northeast. They have been working with CHF patients mostly through their medical management program and plan to continue that until they are eligible for cardiac rehab through the requirements listed above. He discussed their energy and fatigue scales. Each is on a 0-10 scale (0 is no energy or no fatigue and 10 is the most energy/energetic one can feel or 10 is the most fatigue possible). Discussed need to modify the exercise prescription if a patient comes in much lower than their normal energy capacity. It can also help them plan ahead and according to what they have going on at home that they need energy for. It also works in the reverse so that they learn to modify home activities/ADLs so that they have energy for their exercise sessions. The patients learn patterns, compliance and they will do better both at home and with exercise. Questions asked included how long should it take patients to come back to their normal fatigue level after exercise and it should be within 4 hours. Need to teach patients to use these objectively. This helps with those patients who may always give you the same RPE. Discussed that effectively monitoring these signs and symptoms will help to triage/get the patient the care they need, such as a follow up with PCP or cardiologist, rather than letting it get to the acute HF stage where they end up in the ER.

