
HCFA’s choice of PPS is on right track,
but experts still railing about unknowns
Reimbursement methodology won’t be ironed out until late 1999

Sure, rehabilitation hospitals and units have more to celebrate about
the prospective payment system (PPS) than do their colleagues in
the home health and skilled nursing facility industries. After all, the

Health Care Financing Administration (HCFA) actually listened to indus-
try advocates and selected rehab providers’ preferred PPS methodology, a
per-case or per-discharge system. But it’s too soon to say the storm has
blown over, because no one knows what HCFA may put in the proposed
rule that is expected to be published in December. [See HCFA’s letter to
U.S. Rep. Bill Thomas (R-CA), p. 110.]

“Yes, this was a step in the right direction, but the devil is in the details,
and there are a whole host of issues that must be resolved as HCFA works
through and establishes the groupings so the reimbursements will be fair
and proper,” says Ken Aitchison, president and chief executive officer of
Kessler Rehabilitation Corp. in West Orange, NJ. Aitchison is chairman of
the Washington, DC-based American Medical Rehabilitation Providers
Association (AMRPA) prospective payment task force.

Besides rehabilitation providers pushing for a per-discharge system,
the Medicare Payment Advisory Commission (MedPAC) in Washing-
ton, DC, also recommended earlier this year that HCFA change its plans
for a per diem payment system and use a discharged-based system.
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Executive Summary
Subject:
Prospective payment system (PPS) methodology

Essential points:
❏ HCFA has selected a comprehensive patient assessment instrument, the

Minimum Data Set for Post Acute Care.
❏ Providers will receive a per-episode payment, adjusted for outliers and risk.
❏ Experts warn that the celebration should wait until all PPS details are worked

out because there still could be land mines down the road.



MedPAC also recommended that HCFA adapt
the discharge-based Functional Improvement
Measurement-Function Related Groups (FIM-
FRG) system for classifying intensive rehabilita-
tion patients. 

MedPAC said the alternative payment system,
called the Resource Utilization Groups (RUG),
has too much potential for “gaming,” meaning
providers may manipulate patient assignments
to RUG numbers that maximize reimbursement.
The RUG system assigns rehabilitation patients
partially according to the number of minutes

they spend in therapy.
HCFA’s decision to base PPS on FRGs bodes

well for rehabilitation facilities. “We were much
more confident and comfortable with an FRG-
based system than what we heard was being dis-
cussed by HCFA earlier,” says Carolyn Zollar,
JD, AMRPA vice president for government rela-
tions and policy development.

However, everyone will have to make software
and data collection changes because the second
part of HCFA’s decision was to use an entirely
new data collection system, called the Minimum
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COMING IN FUTURE MONTHS

Dear Mr. Chairman:

Thank you for your recent letter to the
Administrator regarding the implementation of a
prospective payment system for rehabilitation hospi -
tals and units. I am responding on her behalf. We have
carefully considered your comments, as well as input
from industry representatives and the Medicare Payment
Advisory Commission, and have reached a decision about
policy direction.

In developing the PPS, we plan to use a comprehensive
patient assessment instrument called the Minimum Data
Set for Post Acute Care (MDS-PAC), a classification
system based upon the Function Related Groups (FRG),

and a per episode payment unit, and to apply outlier and other adjustments. We con -
sidered several options including a per diem approach, but determined that a per
discharge system based upon FRG would enable us to meet the legislated time frame
given the data available to develop payment rates. This approach uses both a per
discharge payment unit and a patient classification system familiar to the industry.
Given the available data, we believe this system will ensure the smoothest possible
transition for providers and beneficiaries.

As you note in your letter, MedPAC recommended the development of transfer and
short-stay outlier policies to discourage inappropriately early discharges and
increased utilization. We agree that a per discharge system coupled with adequate
transfer and outlier policies would ensure that our beneficiaries receive the
high-quality rehabilitation services they need in the most cost-effective manner
possible.

We will continue to work on the development and refinement of this system as our
research and analysis proceed.

Sincerely, 
Michael M. Hash, Deputy Administrator

HCFA announced PPS 
methodology in letter

The Health Care Financing
Administration announced its

decision to select a per-discharge
system for rehabilitation hospitals
under the prospective payment sys-
tem (PPS) through a letter to U.S.
Rep. Bill Thomas (R-CA), chairman
of the House Subcommittee on
Health of the Committee on Ways
and Means, dated July 6.

Here’s what that letter said:



Data Set for Post Acute Care (MDS-PAC), instead
of the  FIM-FRG system, which has been widely
used by rehabilitation providers, Zollar says.

The FIM-FRG classification system predicts a
patient’s likely length of stay, using impairment
type, age, and severity of disability on admission
to a rehabilitation facility, says Carl V. Granger,
MD, a professor and chairman of the department
of rehabilitation medicine at the State University
of New York at Buffalo and director of the Uni-
form Data System for Medical Rehabilitation in
Buffalo, NY.

One major difference between FIM and the
MDS-PAC systems is that they use different rating
scales, Granger says. The FIM rating system runs
from 0 to 7; a rating of 7 means the patient is func-
tioning the most independently. The MDS-PAC
system does the opposite, he explains, where 0
indicates the most independent function.

Also, a number of questions have to be
answered before PPS is implemented on Oct. 1,
2000. Here are some examples:

1. What base year will HCFA use in determining
costs? HCFA will gather financial information
from FRG studies that look at tens of thousands of
case data. From that information, HCFA will deter-
mine a set price per case, probably adjusting for
inflation. However, since the health care industry’s
costs have changed so rapidly, it could make a
huge difference in reimbursement, depending on
what fiscal year HCFA uses as the base year.

Rehabilitation industry officials say providers
will be better off if HCFA uses the most recent
data, instead of going back a few years as the
agency has with other industries.

“We have to have a timely base for the [pay-
ment] groupings,” Aitchison says. “The skilled
nursing facilities were based on 1995 [by law],
and we have to be a whole lot closer than 1995,
and preferably HCFA will use 1999 or 1998 data.”

2. What methodology will be used to adjust for
risk and case mix? Rehabilitation providers obvi-
ously want to be paid more money when patients
have more physical problems that result in higher
costs and higher levels of service. HCFA officials
say there will be some risk and case mix adjust-
ment included in their proposed rule. But a lot of
money can be lost or gained, depending on what
type of risk adjustment is used.

Some experts predict HCFA will use the risk
adjustment methodology that was included in the
rehab PPS designed by the RAND Corp., which

has conducted many studies HCFA has been
using. RAND designed a per-discharge payment
system that is based on FRGs and includes risk
adjustments based on a person’s age, number 
of comorbidities and complications, and level 
of impairment, says Sam Fleming, president of
Fleming-AOD in Washington, DC. A subcontrac-
tor for AMRPA, Fleming is creating a model pay-
ment system for rehabilitation hospitals and units.

“If a patient is particularly expensive, the pro-
gram would share some of the cost of that patient
on a fixed-loss scenario, and if a patient is particu-
larly cheap, the program would share in the
profit,” Fleming says. “And the more the program
would share in the surplus on the cheap patients,
the more of a pool of money would be available to
cover the high-cost outliers on the other side.”

AMRPA will offer for sale to rehabilitation
providers a software package that takes their
FRG cost data from last year and plugs it into a
reimbursement system that may be very similar
to what HCFA will use under PPS. That will give
facility administrators a good idea of how much
money they might have lost or made on rehabili-
tation services under PPS, Fleming says.

So if a rehabilitation facility administrator sees
that under a PPS scenario the facility would have
lost money on its orthopedic cases but would
come out ahead on the stroke cases, the adminis-
trator could begin to adjust services and planned
expansions accordingly.

September 1999 / REHAB CONTINUUM REPORT ™ 111

Need More Information?
☎ Ken Aitchison , President/Chief Executive

Officer, Kessler Rehabilitation Corp., 300
Executive Drive, Suite 275, West Orange,
NJ 07052. Phone: (973) 243-8500. E-mail:
kaitchison@kessler.rehab.com.

☎ Sam Fleming , President, Fleming-AOD,
1606 20th St., 3rd Floor N.W., Washington,
DC 20009. Phone: (202) 872-1033. E-mail:
am@13X.com.

☎ Carl V. Granger , MD, Professor and
Chairman, Department of Rehabilitation
Medicine, State University of New York at
Buffalo, 232 Parker Hall, 3435 Main St.,
Buffalo, NY 14214. Phone: (716) 829-2076. 

☎ Carolyn Zollar , JD, Vice President 
for Government Relations and Policy
Development, 1606 20th St. N.W., Suite
300, Washington, DC 20009. Phone: 
(888) 346-4624. Fax: (202) 833-9168.



3. How will “pass-throughs” be handled?
Under the current payment system, certain items
on a facility’s cost report are considered “pass-
throughs.” Those include expenses that are not
directly related to patient services, including cap-
ital expenses, Aitchison explains. Under PPS,
HCFA will pay facilities a set amount of money
per case, and if that amount does not include
enough reimbursement to cover a facility’s pass-
through costs, rehabilitation hospitals and units
quickly could sink financially. “We want to make
sure the [payment] weights include a proper reim-
bursement for pass-throughs,” he says.  ■

‘Telerehabilitation’ may
be in future of rehab care
Atlanta hospital uses video education, consulting

When Atlanta-based Shepherd Center’s
length of stay (LOS) dropped within the

past five years from around 70 days to 25 to 40
days, it became clear to the center’s administra-
tors that something would have to be done to
help patients and their families during the transi-
tional period after discharge.

“Our rehab functional outcomes are better than
they were five years ago, but the incidences of
secondary complications and difficulties of fami-
lies in the transition period was a big problem,”
says Gary Ulicny, PhD, president and chief exec-
utive officer of the 100-bed specialty hospital.

Due to managed care pressures, which have
contributed to the declining LOS, it’s likely the

hospital will continue to experience a decrease in
its LOS, which will accentuate the need for more
efficient, less-expensive follow-up care.

“As we were looking for alternative ways to
support these families at a lower cost, the tele-
medicine idea came up, and we began to explore
it as a research project,” Ulicny says.

“Our undertaking was motivated by a desire to
find different ways to continue to provide services
despite the managed care environment,” says 
Ann Temkin, MA, ACSW, a senior researcher.

Shepherd Center has both a med-surg floor
and an intensive care unit. The facility serves as 
a hospital for catastrophic injuries (including
spinal cord and brain injury) and treats patients
with multiple sclerosis and other neurological
problems. The hospital’s patients arrive from all
over the southeastern United States, and some
live in rural areas where follow-up health care 
is not readily available. So telemedicine has the
added advantage of being a more convenient
way for patients to receive services.

The hospital recently began a three-year, tele-
rehabilitation study in conjunction with Emory
University School of Public Health in Atlanta.
The study is funded by a grant from the Centers
for Disease Control and Prevention (CDC) in
Atlanta. It will look at the cost-effectiveness and
quality of care provided by telerehabilitation to
patients who’ve been discharged from the hospi-
tal. The results aren’t in yet, but hospital officials
say they have every reason to believe telemedi-
cine will improve patients’ outcomes.

For example, one small pilot study showed
promising results. The study evenly divided 75
discharged patients into three categories: those
who had regular telephone contact with the hos-
pital, those who received the hospital’s standard
care, and those who received telerehabilitation.

“We found that among the 25 who received 
telerehabilitation, half of those people were back
to work within one year of their injury,” Temkin
says. “Nationally, only 23% of people are back to
work after as many as five years.”

Moreover, the telephone-supported group also
had a high back-to-work rate, although not as
high as the telerehabilitation group, and those
who received no telephone or video follow-up
care had a back-to-work rate of 15% to 17%.

“We thought the people who received regular
intervention from us through telerehabilitation
got a quicker sense of being able to manage their
lives, so they were able to move on with things
like work,” Temkin says.
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Executive Summary
Subject:
Telerehabilitation is the next health care frontier.
Provider:
Shepherd Center, Atlanta
Essential points:
❏ Telerehabilitation can bridge the gap left when

patients are discharged after shorter stays and still
need attention to prevent readmission.

❏ Managed care companies and government payers
are beginning to reimburse for telerehabilitation 
services.

❏ New technology has made video cameras easier 
to use and less expensive than previous models.



Here’s how Shepherd Center’s telerehabilita-
tion program was developed:

1. Start telemedicine on a trial basis, carefully
selecting equipment. “We experimented with
different technology before purchasing any-
thing,” Temkin says.

At first, the center rented video telephones (the
Picasso Still-Image Phone) that provided a still
image to use with wound care patients. Patients
took the phones home, and when a wound care
nurse called them, patients pointed the phone’s
camera to the wound. The nurse would see a
clear image of the wound and be able to provide
instructions pertaining to how they should treat
it, Ulicny explains. They also could use the still-
photo telephone cameras to help families fix
mechanical problems with equipment, such as
wheelchairs that needed adjustment.

The Picasso videophones cost $10,000 for both
the receiving and transmitting pieces of equip-
ment, so the center tried the models before buy-
ing them. After the trial period, the center
deemed it worthwhile to buy seven of them from
Basking Ridge, NJ-based AT&T. Released in 1995,
the Picasso phones since have been discontinued.

2. Revise and update as technology changes.
As technology rapidly advanced, the center soon
added other less-expensive cameras for use in
telemedicine. Shepherd Center now has nine
videophones called Aviva, manufactured by
American TeleCare Inc. in Eden Prairie, MN.
These rugged units were made for health care
use, and they include a speakerphone and TV
monitor, costing $5,000 to $6,000 per unit, says
Richard Burns, BS, telerehabilitation engineer.

The Aviva videophones have additional fea-
tures, including blood pressure cuffs, so the
patient can send readings to nurses on the other
line. Also, the hospital bought eight videophones,
costing less than $1,000 each, that are suitable for
some short-term telerehabilitation cases.

Despite having cameras with moving images,
the hospital still has use for the Picasso cameras,
says Roxanne Hauber, PhD, RN, CNRN, manager
of the telerehabilitation program. “If we’re looking
at pressure ulcers, then the Picasso gives us a very
high definition picture with a clear image,” she
explains. “But if we’re checking out the patient’s
home environment and doing discharge planning
where we look around the home, then we have the
Aviva to give us a moving image.”

Likewise, the hospital makes good use of several

different types of video cameras with moving
images. “Now there’s a wide range of devices, so 
if we have a case where we may need the video-
phone for one use, then we may send the inexpen-
sive phone because that will work for one appli-
cation,” Temkin says. “If the phone is going to be 
in the patient’s home for several months and then
move from location to location, we will want to use
something sturdier.”

Burns says the hospital also is experimenting
with some of the latest videophone technologies
and has a phone made by a company called 8x8
in Santa Clara, CA.

3. Train staff and patients. When the telerehabil-
itation program first began, Burns visited each
home where a Picasso would be placed and set
up the phone for patients. The hospital had only
one phone, and managers were unsure how best
to train families to install and use the equipment.

Now Burns and other staff teach patients and
families how to use the videophones before they
leave the hospital. “I learned a lot about the home
environment from clinicians here and from work-
ing with people in their homes and seeing realis-
tic barriers,” he says. “It helped me to develop a
process where we can train other people in our
telerehabilitation program.”

The new equipment is easier to use, requiring
the user to plug the fax machine-size gadget into
an electrical outlet and a telephone jack. The
monitor is built in, and all the user has to do is
press a green button after answering the hospi-
tal’s telephone call.

Also, Shepherd employees now are so skilled
at teaching patients and families how to set up
and use the equipment that the whole training
process takes about 15 minutes, Burns says. “We
have patient-teaching down to a science. We even
trained someone who speaks only Spanish, and
the person was illiterate as well.”

The typical training session involves having
the patient use the videophone at the hospital 
by having them connect it themselves and then
transmit information to a videophone set up in
another room in the hospital.

It’s crucial to use a repeat demonstration
method because it builds clients’ confidence, says
Susan Vesmarovich, RN, BSN, CRRN, nurse coor-
dinator. “When someone is successful doing some-
thing, then there is a good chance that person will
be successful the next time they do it,” she says.
“But when you fail at something, there’s a ten-
dency to quit trying.”
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So far, patients have adapted easily to using
the equipment, Burns says. The hospital also has
trained employees how to use the equipment, but
learning the mechanics of the video cameras
proved easier than the philosophical change they
required, Hauber says. “The human factors play
in this very strongly when working with clini-
cians,” she explains. “For many clinicians, it’s a
problem if they can’t lay their hands on patients.”

The hospital reinforced the importance of
using telerehabilitation as a way to improve qual-
ity of care by helping patients stay out of the hos-
pital after they are discharged.

4. Study outcomes. The hospital’s telerehabilita-
tion study with the CDC should yield a variety of
outcomes data. The study will compare post-dis-
charge follow-up costs and care quality between
standard care and telerehabilitation.

“We also have a telerehabilitation project going
on as part of our model systems for brain injury
patients, who will receive training via video-
phones,” Hauber says.

The hospital is studying a third use for telemed-
icine by having therapists work by videophone
with patients who have language and communica-
tion problems. For example, a speech therapist is
working with patients who have communication
problems because of severe disabilities, such as a
spinal cord injury or cerebral palsy. This type of
therapy offers such patients a great convenience
and extra therapy time, Hauber says.

“The first individual we worked with has
severe cerebral palsy, and he lives in a group
home,” she says. His disability makes it difficult
to transport him to even one therapy session a
week. But because the therapist now can train
him through telerehabilitation, he doesn’t have to
come into the center, and he receives two therapy
sessions a week.

In coming years, the hospital will have out-
comes data collected from these various projects
and may be able to use that information to show
payers how efficient telerehabilitation is when
compared with providing no videophone ser-
vices after discharging patients.

5. Market program and seek new payer
sources. Reimbursement is a big question mark
when it comes to telerehabilitation services. “It’s
still very much up in the air in terms of how it
will be reimbursed and what services will be
reimbursed,” Hauber says. Medicaid reimburses
for certain telemedicine services in some states,

including Georgia, she says. Shepherd Center
also has received grant money to cover some of
the program’s costs. “And we’ve been very fortu-
nate that the administration at Shepherd has been
supportive of our efforts,” she adds.

But while managed care companies are contin-
uing to apply pressure for rehabilitation hospitals
to decrease patients’ inpatient stays, they haven’t
fully embraced telerehabilitation as a safety net
alternative. Shepherd Center has been marketing
its service to payers, including workers’ com-
pensation companies. The hospital, for example,
has a product geared toward workers’ compen-
sation payers that provides patients with main-
tenance and follow-up care for a set fee. 

The hospital accepts responsibility for patients’
readmission in exchange for a fee contract that
allows the hospital to provide whatever post-dis-
charge services the patient needs, Ulicny says. For
some patients, that might mean nurses simply will
call them to see how they’re doing; for others, it
might involve video teleconferencing.

“What we’re saying is for X number of dollars,
we will follow this person for a designated
period of time, and if they have a preventable
secondary complication, we’ll use this money to
pay for it,” Ulicny explains.

So far, the hospital has signed some pilot part-
nership contracts with national workers’ compen-
sation payers. Because there are no outcomes
data yet to share, the payers have agreed to let
the hospital study outcomes on these cases.

Shepherd Center will continue to develop its
telerehabilitation program because hospital offi-
cials see this as the wave of the future, Hauber
says. “We can’t have a gap in care, and this is a
wonderful way to address the issue of extending
the continuum of care.”  ■
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Electronic medical record
can save millions
Cincinnati hospital’s time-saving technology

Rehabilitation hospitals will need every advan-
tage they can get from technology to help cut

costs and maintain the quality of patient care in
coming years under the prospective payment sys-
tem (PPS). For instance, suppose your hospital’s
leadership believes it’s a good time to expand,
opening new satellite offices in underserved
areas. How can you do this without greatly
increasing support staff costs?

One solution might be to upgrade your infor-
mation technology and become fully computer-
ized with an electronic record that makes it easy
for therapists to update charts and access patient
information. An electronic record also can elimi-
nate the need for transcriptionists and support
staff, providing it’s developed with guidelines for
each discipline and staff are trained to type in a
few notes and follow computerized pathways
instead of dictating or writing notes in longhand.

Sound too good to be true? It can be done, and
Children’s Hospital Medical Center in Cincinnati
serves as proof. The hospital’s joint occupational
therapy (OT) and physical therapy (PT) depart-
ment created a complicated but financially
rewarding electronic record that enabled the hos-
pital to open seven sites without funding new 
support staff positions, saving the hospital $1.12
million a year in potential salaries. 

“It allowed us to expand very quickly and
grow rapidly without adding tremendous sup-
port staff to do the expansion,” says Rebecca D.
Reder, OTR/L, director of OT and PT. Reder col-
laborated on the project that resulted in an elec-
tronic medical record. “We’ve been able to do that
because we’ve centralized all operations from the
base hospital, using the same support staff,” she
adds. “All referrals are received centrally, so we
have five core people who do the clerical and
office administration tasks for 80 people at seven
locations for OT and PT.”

The electronic record, which the PT and OT
department began to use in 1995, also elimi-
nated the need for transcription services, saving
the hospital money and saving therapists sev-
eral hours of dictating and proofreading reports
each week. Instead of dictating their reports and
sending them to a transcriptionist, therapists

type their reports directly into the computer. 
The reports are designed for easy use. Instead

of typing in every word, therapists can choose
various links that automatically call up treat-
ment details. Because the reports are faxed to
physicians immediately after they’re created,
this has shaved six weeks off the traditional
transcription process, which included extensive
proofreading and rewriting before reports could
be faxed to physicians. The hospital had to train
the staff to use the new electronic reports, but
that involved only a four-hour inservice session. 

Also, the electronic record has saved employ-
ees a considerable amount of time in making and
reviewing schedules. “Everyone’s schedule is
right on-line, so no matter where they work, they
can access their schedule with the stroke of a
key,” Reder says.

She explains how an electronic medical record
works and where it provides the greatest benefit:

• Tracking patients and documenting care. The
electronic record enables departments to automate
the entire patient care cycle. Providers fax patient
referrals into the system, and department employ-
ees enter patient demographic, referral, and insur-
ance information as soon as referrals are received.
Therapists track the patient’s progress through 
the initial evaluation, treatment, and discharge.
Everything is tracked on-line, including patient
charges, insurance authorizations, and appoint-
ment history. The system easily identifies unbilled
appointments and expiring insurance authoriza-
tions, and it can compose standardized letters to
parents, insurance companies, and physicians.
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Executive Summary
Subject:
Saving money with an electronic medical record

Essential points:
❏ The computerized record tracks and automatically

captures all costs as soon as a therapist enters the
progress note.

❏ The electronic record eliminates the need for sup-
port staff in satellite offices and for transcriptionists,
saving time and money.

❏ Patient referrals and scheduling are tracked in the
record, making it easy to see instantly where patients
should be and who referred them.

❏ The record notifies therapists when the number of
preauthorized visits are near the end, giving staff
ample time to seek reauthorization from the payer.

(Continued on page 122)
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The record contains databases pertaining to
patient documentation, scheduling, and referrals.
(See description of databases, p. 123.)

Children’s Hospital managers and clinicians
helped develop more than 35 standard evaluation
forms that allow therapists to compose reports on
the computer. The process took about a year. (See
sample treatment form, p. 120.)

“We asked clinicians to compose templates for
each area, and we said, ‘Tell us what you most
commonly say when you look at range of
motion? What grids do you use? And what are
the most common mistakes?’” Reder says.

Part of the electronic record’s charm is that it
allows all department locations to share data
instantly. Patient documentation is signed elec-
tronically and can be faxed instantly to physicians
or insurance companies. Therapists use laptop
computers while in the field and then copy their
work to the system when they return to the office.

The software includes a database that shows,
for each therapist, when a patient was seen and
when the patient’s report is due. The department
requires therapists to complete reports within one
week for outpatient cases and within eight work-
ing hours for inpatient cases. “We can monitor
the turnaround time in a report,” Reder says. “If
you have a therapist who is not performing, this
tells you who that therapist is.”

She notes that just having an electronic and
public means of checking up on employees has
resulted in better performance. “People are
affected by peer review, and they know anyone
can pull up their documentation information if
they’re late with a report.”

• Tracking patient charges. The record elimi-
nates the possibility of losing charges because of
misplaced paperwork or a therapist’s omission.
Once a case is entered into the system, the record
automatically creates a charge form and progress
note. All patient information is carried from the
initial reports to the charge form and subsequent
reports, so therapists never have to enter the
same data twice, Reder says.

• Tracking unbilled charges. Managers can
check regularly for unbilled charges and then
remind therapists to complete the charges. When
therapists complete a progress charge form, the
electronic medical record refers to the referral
form for demographic information. It also
includes progress note findings, both subjective
and objective, and it includes the actual charge

section that shows the services provided, the
numbers of each service, the charges per unit,
and the amount of charges. 

“All the therapists have to add is how long
they saw the patient that day, the services they
provided, and the response of that patient to the
treatment in the progress note,” Reder explains.

In addition to making it easier to track charges,
the electronic record has resulted in better reim-
bursement, she says. Department staff can pull
up authorization information to make sure a visit
or service meets an insurer’s guidelines, and the
electronic reports show insurers exactly how well
patients progress in treatment. “Because we can
send them such comprehensive documentation,
it’s easily reauthorized,” Reder says.

The software sends reminders to therapists
each time they complete a charge for a patient.
The reminders tell them how many visits they
have left and when the visits expire. When thera-
pists see that the visits are about to expire, they
can let the department’s insurance specialist
know reauthorization might be necessary.

“We’ve saved hundreds of thousands of dol-
lars through better collection of billed services
because we can substantiate the services pro-
vided,” she says. “Now when we have audits, we
can provide back-up documentation for when the
patient was seen, how many units of care were
provided, and what were the outcomes of care.”

Before the department switched to an elec-
tronic record, it never could provide such exten-
sive details to payers, she adds.

• Patient care. “Of all the things we were
attempting to do, that was the biggest,” Reder
says. “The major improvement in clinical care is
we can get the patients into appointments faster
because of electronic scheduling.”

The department can track when patients don’t
show up for appointments and exactly what has
happened from their referral into the system until
their discharge. That ability to track patients
proved essential when the hospital opened its
satellite offices. “When you open up satellites, you
usually have a problem of patients showing up at
suburban locations while their charts and referrals
are somewhere else,” Reder explains. “The elec-
tronic record eliminated that problem because all
of the charts are at the touch of the finger.” (See
discharge summary database, p. 121.)

Wherever a patient shows up, the therapist can
pull up a scanned copy of the physician’s referral
and use that for reference. “And it’s improved
clinical care as well, because we are able to get
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back to the physician much more quickly with
the patient’s outcomes,” she says.

Overall, the electronic record has helped keep
the departments flexible in a changing rehabilita-
tion environment, she adds. “We have been able
to respond to changes in health care without hav-
ing to increase our expenditures, and, in some
cases, [we’ve been] able to decrease them.”

The only drawback is the development time
and financial investment, which can cost as much
as a million dollars initially. The hospital later
sold the electronic record, called Chart Links
Rehabilitation Products, to a company called
Chart Links Ltd. Partnership in New Haven, CT.

Hospitals that buy electronic documentation
software will have to recoup the cost, which for
many hospitals will be a less-expensive option
than developing their own. Rehabilitation hospi-
tals that use an electronic record could realize a
cost savings within six months, says Ron Miller,
MD, president of Chart Links. “We estimate the
return on investment is three to six months
depending on the individual organization. This
product is appropriate for organizations with 10
therapists or 500 therapists, and savings are dif-
ferent depending on the organization.” 

Working with software consultants, Reder and
other hospital managers spent several years devel-
oping and fine-tuning the record. Since the hospi-
tal sold it to Chart Links, the new owner has taken
over the continuing research and fine-tuning
efforts. Chart Links also has an electronic record
for speech pathology and has been working on
similar electronic records in other rehabilitation
areas, including psychology and audiology. The
company has created a tool for a rehabilitation
team conference, as well. “We’re just about to
begin building our audiology product, case man-
agement product, and later this year we’re going
to build products for rehabilitation nursing and
physical medicine,” Miller says.  ■

Electronic medical record
databases in a nutshell

The Chart Links electronic medical record for
physical therapy and occupational therapy

services contains about 20 databases in the work
flow application that make it easier for therapists
to document and track patient records. Each
patient chart also is in a separate notes database
of the medical record and is available for staff
review in multiple locations.

Cincinnati-based Children’s Hospital Medical
Center, which helped develop the software, offers
descriptions of the work flow database. Here is a
partial list:

• Patient directory: This is a comprehensive
listing of patients that can be viewed by patient
name or medical record number. All demo-
graphic patient information is kept here, such as
insurers, primary physician, and specialists.

• Referrals: Containing all patient referrals,
the electronic referral uses information from the
physician’s referral, which is scanned into the
database for easy viewing and access.

• Evaluations: The occupational therapy, phys-
ical therapy, and speech pathology evaluation
databases feature standardized evaluation forms.
Therapists also can create individualized evalua-
tions or modify existing ones. They compose
reports by choosing lists of keywords in each
evaluation section and using open text fields to
type information not found on the keyword list.
Once the form is completed, it’s automatically
reformatted into a professional-quality, typed
document. The forms can be faxed automatically
so the physician can receive the evaluation report
within minutes of signing the document.

• Treatment documentation: This contains
treatment plans and progress summaries for all
patients. Information comes from the referral,
and long-term goals are selected from a large
goals database, which allows therapists and
administrators to monitor incomplete documents.

• Progress note/charge: Therapists compose
daily progress notes and charges. They charge
each patient by choosing the appropriate charge
item and number of time units, and the system
automatically calculates the charge. All charges
appear on a billing log and can be printed or auto-
matically sent to the hospital’s billing system.

• Goals: This contains a list of long-term goals,
which can be used when creating treatment plans.
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Therapists can add or delete goals at any time.
• Home programs: Therapists use this to cre-

ate instructional documents for patient educa-
tion. There are more than 150 exercise programs,
including photographs. Home programs can be
created and listed by title, number, and category.

• Current appointments: This contains all
patient appointments and can be viewed by date,
therapist, and location.

• Appointments history: This contains a list-
ing of all previous patient appointments and
attendance status, which also can be viewed by
date, therapist, and location.

• Personal mailbox: Each therapist has a per-
sonal mailbox that provides scheduling and e-
mail capabilities. All appointments also are
located in current appointments database.

• Letters: This contains forms to write letters to
physicians, insurance companies, or patients. All
letters inherit the appropriate demographic infor-
mation, and those written to physicians and
insurance companies can be faxed on-line.

• Insurance: This includes all insurance com-
panies and plans to which patients subscribe,
including information specific to each company’s
requirements. It also contains the patient’s autho-
rization history.

• Physician: This contains all referring physi-
cians, their addresses, phone numbers, and fax
numbers. It’s available by physician name, prac-
tice name, specialty, or city.

• Code: This contains ICD-9 diagnostic codes
with the appropriate CPT codes and charges.

• Resource/school: Containing a list of commu-
nity and professional resources, this reference
database allows access to commonly used infor-
mation, such as community services and agencies.

• Employee: This includes pertinent informa-
tion regarding employees, students, and appli-
cants, including employees’ status, rate of pay,
years of experience, licensure status, continuing
education activities, and other key employee
data. Supervisors can monitor requests for time
off, attendance, and work schedules.

• Policies and procedures: This contains all
departmental policies and procedures, sorted by
title, category, number, and codes from the Joint
Commission on Accreditation for Healthcare
Organizations in Oakbrook Terrace, IL, and the
Commission on Accreditation of Rehabilitation
Facilities in Tucson, AZ.

• Budget: This can track all expenditures, and
it provides information on the budget’s amount,
expenditures, and account balance.  ■
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