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JANUARY 2, 2018 

11:00 A.M. 
 

 

 

Division Staff Present: 
Nadine Pfeiffer, Rule-review Coordinator 

Azzie Conley, Chief, Acute and Home Care Licensure and Certification Section 

 

 

Others Present: 

Connie Paladenech, N.C. Cardiopulmonary Rehabilitation Association/Wake Forest Baptist 

Hospital 

Mary Ann Compton, N.C. Cardiopulmonary Rehabilitation Association/UNC Hospitals 

 

 

1. Purpose of Hearing 
The purpose of this public hearing was to solicit verbal and/or written comments from the public 

on the proposed Certification of Cardiac Rehabilitation Programs rule readoptions and rule 

amendment, specifically: 10A NCAC 14F .1203, .1301, .1401, .1802, .1901, .1903, and .2101, as 

published in the NC Register, Volume 32, Issue 12, issued on December 15, 2017, as well as the 

fiscal note for these rules.  

 

 

2. Hearing Summary 
The Public Hearing was opened by Nadine Pfeiffer at 11:00 a.m.  Attending were representatives 

from the provider community.  Two oral comments were recorded for the rules.  In addition, one 

written comment was given to the Agency.  A summary of these comments is as follows: 
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a) Connie Paladenech spoke on behalf of the N.C. Cardiopulmonary Rehabilitation 

Association and her employer, Wake Forest Baptist Hospital. (written comments 

attached) 

 

Ms. Paladenech stated the association was supportive of rule 10A NCAC 14F .1203 

Certificate Renewal; however, it suggests adding a clause to Paragraph (b) saying “or 

current program certification by the American Association of Cardiovascular and 

Pulmonary Rehabilitation.”  The rationale being the AACPR is the accrediting body for 

both cardiac and pulmonary rehab programs that has a stringent set of guidelines and 

credentialing process. It is hoped this certification could be considered in lieu of the 

State’s.  

 

Ms. Paladenech stated that for rule 10A NCAC 14F .1301 Staff Requirements and 

Responsiblities, the term “program director” is used in the proposed rule; however, the 

term that is used across the state, and the management trend now, is the term “manager.”  

She stated the association suggests changing the term in rule to say “program 

director/manager” and also add a phrase about the medical director that says “responsible 

for directing all clinical aspects of the program.”  Ms. Paladenech stated that on a side 

note in the same section, CMS requires that Cardiac Rehabilitation programs be 

supervised by an MD or DO.  Nurse practitioners and physician assistants are not 

approved by CMS to supervise or order cardiac rehabilitation services.  Therefore, Ms. 

Paladenech questioned whether the reference to physician assistant and nurse practitioner 

should be deleted in the rule.  Ms. Paladenech stated that where the rule defines the 

“Medical Director” in Subparagraph (b)(2), the association suggests adding the clause 

“including the duration and type of ECG and other monitoring.”  The rationale being the 

change in the use of ECG monitoring in the US from what it was and to allow programs 

more latitude to adjust the frequency of monitoring based on the patient’s need.  Ms. 

Paladenench stated for the definition of “supervising physician” in Subparagraph (b)(7), 

the association questioned whether the terms “physician assistant” and “nurse 

practitioner” should be struck in the rule.  The rationale being as previously stated that 

CMS does not recognize nurse practitioners or physician assistants as being able to order 

or supervise cardiac rehab programs.  Ms. Paladenench stated for the definition of 

“DVRS or other Vocational Rehabilitation Counselor” in Subparagraph (b)(8), there has 

been a change in how the DVRS counselors function.  In previous years, patients were 

given a cardiac diagnosis and there was a huge need for vocational rehabilitation 

counseling.  It is very rare now with the current treatment for cardiac rehabilitation.  Most 

patients are able to resume their previous occupation.  Therefore Ms. Paladenech 

questioned whether that subparagraph needed to deleted.  

 

Ms. Paladenech stated that for rule 10A NCAC 14F .1802 Exercise Therapy, the 

association suggests in Paragraph (a), adding the clause “and type and duration of ECG 

and other monitoring.”  Ms. Paladenech stated the association suggests in Paragraph (b), 

adding the clause “including resting, exercise and recovery, BP, heart rate response, ECG 

and signs and symptoms of exercise intolerance. This data shall be used to establish the 

initial individualized exercise prescription consistent with the most current American 

College of Sports Medicine Guidelines regarding Exercise Testing and Prescription.”  

She stated that despite the excellent description that has been added to the proposed rule, 

the rationale for the suggested change is that the current regulation is 17 years old and 

revisions would occur at two year intervals.  A new edition of the guidelines is due in the 

fall of 2018.  The content will be the same, but the page numbers and cost of the 
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publication will be different than in the proposed rule, so it is suggested to use more of a 

general reference to require less revision.  Also for Paragraph (b), Ms. Paladenech stated 

that the association suggested adding this statement to the end, “These shall be monitored 

during each exercise session as appropriate for the individual's medical acuity and risk 

stratification based on the most recent AACVPR and ACSM Guidelines and as deemed 

appropriate by the medical director in consultation with program staff.”  Ms. Paladenech 

stated that in Paragraph (e), the association suggests changing the “two week intervals” 

requirement for reviewing the individualized treatment plan to “30 day intervals” to be 

consistent with what CMS requires.  She stated the association also suggests to refer to 

the “ITP”, or the “individualized treatment plan” in the rule as well as adding “cardiac 

rehabilitation staff.”  Ms. Paladenech stated that in Paragraph (f), the rule referred to the 

exercise specialist.  She stated that the association felt it was important for the rule to say 

“multidisciplinary cardiac rehabilitation staff” because a multidisciplinary approach is 

used for the patient’s treatment plan, that includes the exercise plan.  She also stated the 

association suggests changing the rule to say “individualized treatment plan (ITP).”  Ms. 

Paladenech stated that in Paragraph (g), the association suggests adding that blood sugars 

should be monitored “in accordance with institutional policy” and striking “for at least 

the first week of cardiac therapy sessions and staff shall record blood sugar 

measurements pre and post exercise.”  She stated the association suggests to add 

“Patients shall be trained to identify signs and symptoms of hypo-and hyperglycemia and 

self-management of their condition.”  The rationale being the blood sugar is important, 

but because of the variation, it needs to be individualized.  Some patients understand, but 

others require more intensive monitoring.  

 

Ms. Paladenech stated that for rule 10A NCAC 14F .2101 Physical Environment and 

Equipment, the association suggests adding the statement to the end of Paragraph (c), “as 

defined by the American College of Sports Medicine.”  In Paragraph (f), Ms. Paladenech 

questioned whether the State still requires the posting of an evacuation plan and if it has 

changed, then the wording would need to be changed to reflect the change.  

 

Ms. Conley addressed Ms. Paladenech’s question regarding the posting of the evacuation 

plan by stating that not all cardiac rehabilitation programs are located in hospital settings, 

therefore changes in rules must be mindful of where the programs are located.  The 

expectation is the evacuation plan be posted.  CMS has implemented new emergency 

preparedness guidelines that all providers need to operate under.   

 

 

b) Mary Ann Compton spoke on behalf of N.C. Cardiopulmonary Rehabilitation 

Association and her employer, UNC Hospitals.  

 

Ms. Compton reiterated support for the comments addressed by Ms. Paladenech and their 

organization.  She expressed concern over the comment about striking the requirement 

for the physician assistant or nurse practitioner.  Ms. Compton stated that the association 

is hoping to ask CMS to change, so if changes are made to this rule and CMS adds it back 

in to their rules, she questioned what would that mean.  There is great value to have the 

nurse practitioner and physician assistants involved.  The bill Congress approved 

providing coverage for cardiac rehab specifically stated that supervision must specifically 

be by an MD or a DO and that restricts access to care for patients. 
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3. Adjournment 

These comments will be taken into consideration by the Agency.  The hearing was adjourned at 

11:24 a.m.  

 

        

   Respectfully Submitted, 

   
  Nadine Pfeiffer, Rule-making Coordinator 

  January 2, 2018 

 

 

 

Attachments 
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