
FORM # WCC-00259     05/16

These diagnoses are acceptable for admission to Cardiac Rehabilitation. 
Please check the primary diagnosis and/or relevant interventions.

Indications for Cardiac Rehabilitation
	Coronary Artery Disease

	Acute coronary syndrome
	Stable ischemic heart disease
	Coronary artery bypass graft (CABG)
	Percutaneous coronary intervention

	Heart Failure
	Systolic dysfunction
	Symptomatic heart failure with 
preserved ejection fraction (HFPEF)

	Cardiac transplant or ventricular 
assist device

	Congenital cardiomyopathies

	Arrhythmia
	Ventricular tachycardia or ventricular 
fibrillation

	Chronic atrial fibrillation or atrial flutter
	Electrophysiology study (EP study) 
with ablation procedure

	 Implantable cardiac defibrillator

	Complex Congenital Heart Disease
	Post surgical repair
	Post percutaneous intervention
	Chronic significant shunts
	Palliative procedure

	Valve Disease
	Surgical valve repair or replacement
	Percutaneous valve repair or replacement
	Palliative non-repairable severe valve disease

	Symptomatic Peripheral Artery Disease
	Claudication symptoms
	Surgical revascularization of peripheral artery disease
	Percutaneous procedure of the aorta or of peripheral 
artery disease

	Other
Requires approval by the Cardiac Rehabilitation Medical 
Director. Email: cardiacrehabinfo@sbgh.mb.ca
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