
Rehab salaries likely to remain stable;
supply of PTs, OTs on the rise
Meantime, some regions are experiencing nursing shortages

(Editor’s note: Rehab Continuum Report’s annual salary survey results
are in. You can see charts describing some of the findings, on pp. 14-15 and 
17-18. The cover story highlights interviews with a half dozen rehab industry
experts who predict that filling new rehab positions will not be a problem in
coming years, except in the area of nursing. Another trend will be that rehab
facilities increasingly will turn to contract or per diem professional help, rather
than hiring full-time employees.)

Rehab providers will continue to see an abundant supply of physi-
cal therapists (PTs) and occupational therapists (OTs) in coming
years. But the opposite trend is occurring when they look to hire

nurses and nurse’s aides, rehab experts say.
“Right now our biggest hiring challenges are with registered nurses,

nurse’s aides, and LPNs,” says Jackie Brozena, MBA, vice president of
Allied Services Rehabilitation Hospital in Scranton, PA. The freestand-
ing 117-bed rehab hospital has seven outpatient clinics.

“There’s more demand for nurses than supply right now, and we’re
seeing the exact opposite trend with PTs and OTs,” Brozena adds.
“Nursing has been in a lull for a while, and they’re simply not graduat-
ing that many nurses from nursing schools, so demand has caught up
with it.”

Businesses that provide rehab personnel to skilled nursing facilities
and home health agencies also have been having difficulty finding
enough nursing staff, says Susanne Sonik, director of the Section for
long-term care and rehabilitation of the American Hospital Association
in Chicago.

“We’re beginning to see a rather significant swing again toward
scarcity, particularly in post-acute settings,” Sonik says.

INSIDE

FEBRUARY
2000

VOL. 9, NO. 2
(pages 13-28)

American Health Consultants® is
A Medical Economics Company

■ Automatic transmission: 
New software cleans up rehab
paperwork hassles . . . . . . . 18

■ Form and function:
How the software system
works . . . . . . . . . . . . . . . . . 21

■ Festive facilities:
Give patients a party that meets
payer requirements. . . . . . . 23

■ Cordial invitation: 
Party welcome sheets. . . . . 25

■ Good news from HCFA:
Two positive changes for
therapists . . . . . . . . . . . . . . 27

■ Rehab hospitals continue 
to grow: Study shows increase
despite decline in total number
of hospitals. . . . . . . . . . . . . 27

NOW AVAILABLE ON-LINE! 
Go to www.ahcpub.com/online.html for access.



One explanation for the current shortage of
nurses is that the market pendulum is swinging
back after several years of hospitals’ laying off
nurses in response to changes in acute care reim-
bursement. After the nursing cutbacks in the 
mid-‘90s, some nurses left clinical work to enter
management, such as working for managed care
organizations (MCOs), says Gene Bianco, presi-
dent of the Pennsylvania Association of Rehab-
ilitation Facilities in Harrisburg, PA. “We’ve seen
reductions, and then we’ve seen a shortage,” he

sums it up. “That’s even affected
our nursing in areas that are not
hospital care.” In the short term, it
has led to an increase in nursing
salaries in some regions, he adds.

Many rehab providers also are
having trouble hiring enough nurs-
ing assistants. The problem with
that position is it’s filled by entry-
level employees who could make
as much money working in some
other entry-level job, such as in the
fast-food industry. And even after
training to be nursing assistants
and working in the field, some
employees are choosing other jobs
that may offer slightly better
wages or more flexible schedules,
the experts note.

“The economy is doing well,
and a lot of people are employed,
so there are many opportunities for
people to change jobs,” Brozena
says. “So you’re competing with
stores and fast-food restaurants for
employees. When someone else
offers a job that may be paying a
quarter or 50 cents more per hour,
these employees are willing to
make the move even if it means
changing careers.”

In addition, health care work
may appear to be less attractive 
to entry-level employees because

of the weekend and shift work that might keep
them away from their families.

The same trend of shortages in the nursing
industry is becoming true for nursing assistants.
However, the opposite is true with other rehab
positions. The high end of physical therapist
salaries has come down about $15,000 since the
mid-90s, when the demand for PTs was at its
peak, says Bonnie Breit, administrative director
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of rehabilitation services for Crozer Keystone
Health System in Upland, PA. The not-for-profit
health system has four rehab hospitals, including
a burn treatment center.

“PT skills still are very valuable, and in outpa-
tient care when they were making much more
money, they could afford to pay a $90,000 salary,”
Breit says. “But now they’re not being reim-
bursed as much, and they can’t afford to pay it.”

Also, the rehab industry is experiencing a
change from salaried employees, including PTs
and OTs, to contract employees or per diem work-
ers, says Nancy J. Beckley, MS, MBA, president of
Bloomingdale Consulting Group in Valrico, FL,
and a member of Rehab Continuum Report’s edito-
rial board. “There are a lot of facilities that are
reluctant to have staff on the payroll without the
knowledge of whether therapy services are going
to fluctuate up or down. Medicare has been a big
driver in the marketplace, but there have been
other changes. Managed care has driven a lot of
these trends in big metropolitan markets.”

Two market forces have greatly affected PT
demand and salaries in recent years. One is that
rehab facilities are cutting back on the number of
PTs they need, or they are using more PT assis-
tants because of the changes in reimbursement
caused by the Balanced Budget Act of 1997. 

The second force is that more PT graduates are
entering the marketplace because a greater num-
ber of universities are offering a physical therapy
curriculum, Brozena says.

The reimbursement changes are the bigger of
the two forces behind the market shift, Bianco
says. If Medicare’s payment policy had remained
the same, the greater numbers of PTs probably
would have been absorbed by the growing need
for physical therapy as the U.S. population aged
and grew larger, he explains.

PT salaries stay lower than in peak years

The combination of the two forces has led to an
overall deflation in PT salaries and a future out-
look of flat or stable salary growth, industry
experts predict.

“About 100% of the people I’ve talked to have
indicated that PT salaries have remained the
same or have decreased,” Beckley says. “And the
people who’ve maintained the same salaries say
they’ve increased productivity so their cost per
unit has gone down.”

The rehab facility might pay the physical thera-
pist the same salary as several years ago, but the

therapist now is treating more patients for that
pay, she explains. The reason for the change is 
that PT salaries were inflated. There was a high
demand when PTs were scarce, and now the
wages are settling down to levels that reflect the
true value of their work, Beckley and Brozena say.

“PT salaries were purely market-driven, and
now with the change in the market there are a lot
of physical therapists out there looking for work,
and you don’t have to pay a premium to hire
them,” Brozena adds.

No need for incentives today

For example, in late 1996, Western Pennsyl-
vania Sports Medicine and Rehab in Johnstown,
PA, had such a difficult time recruiting physical
therapists that the company offered one candi-
date a sign-on bonus to get him to make up his
mind quickly, says Paul Goble, president of the
outpatient physical therapy business that special-
izes in orthopedics, sports medicine, and athletic
training.

The company also paid the college tuition for
one of its PT assistants so the staffer could earn a
physical therapy degree and come back to work
for the company. But by the time the employee
graduated, the company no longer had a pressing
need for physical therapists, Goble says, adding
that they hired the employee anyway.

“Shortly after that, I had five good applicants
that I could have hired, and I had to turn them
away because there were no openings,” Goble
says. He’s continued to receive many qualified
applications in recent years.

The same trend holds true for PT assistants,
who once were scarce and now are plentiful, he
adds. “Now I turn away more PT assistants than
PTs.”

Speech therapists (STs) and OTs also have 
been affected by the same market pressures from
Medicare and managed care, although salaries in
those areas might not have reached the peak lev-
els that PT salaries once achieved.

“I’m seeing a lot more speech people out of
work,” Beckley says.

Speech, physical, and occupational therapists
should expect to see the trend continue as the
prospective payment system (PPS) comes on line
for rehab facilities. Already, PPS has caused nurs-
ing facilities to cut back on therapists.

Before PPS, a nursing home would hire or con-
tract for OTs and STs to provide excess amounts
of therapy services because each treatment was
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reimbursed separately. Under PPS, nursing facili-
ties are paid a flat rate per day for all care pro-
vided, which has caused them to cut back on
costly therapy, Beckley says.

“Out of that flat rate per day you have to
squeeze out enough money to pay everybody
who provided services,” she explains.

Rehab facilities, which rely much more heavily
on therapy services, likely will handle PPS con-
straints by hiring a greater ratio of therapist
extenders, such as physical therapy assistants,
Breit predicts.

Both OTs and PTs will be directed to handle
more evaluation and management duties, while
therapy assistants increasingly will deliver the
hands-on care. Soon, STs might see the same trend
in their industry as a new speech therapy assistant
position catches on, Breit says. Recreational ther-
apy services, which already are ignored by many

payers, could suffer even more under PPS pres-
sures, she suggests.

“The reimbursement structure is not favorable
to that group,” she explains. “If the length of stay
is reduced to 11 days, you’re really working on
very basic functions rather than lifestyle and
modification, so reimbursement is not there for
that position.”

Rehab hospitals such as Crozer Keystone
Health System will remain committed to using
recreational therapists, but not everyone will
absorb that cost, Breit adds.

Likewise, psychology services are becoming
threatened. “A lot of organizations that have
hired psychologists have begun to consider them
less essential,” she says. “We still have one psy-
chologist on our staff, and this person is a team
member and can be billed as part of the hospital
overhead, or a physician can order the psych 
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service, and it can be billed separately.”
Psychology services in the outpatient rehab

setting continue to face the uphill battle of con-
vincing payers that these are medical issues,
Brozena says.

“Often you’re faced with fighting the battle of
whether this is a mental health or medical issue,
and often payers don’t want to reimburse for
mental health issues,” she explains. “So an awful
lot of education needs to be down with insurers
that we’re treating psychology issues as related to
rehab injury.”

As managed care and PPS push rehab facilities
toward even greater efficiency measures, another
trend likely will grow: Managers who only man-
age employees will become an endangered
species.

“You’re seeing many reductions in manage-
ment staff,” Breit says. “Instead of having man-
agers with a master’s degree in health care who
could never step in to assist with clinical care,
there will be more managers who started in clini-
cal areas and will have one or two patients and
be able to step in to help.”  ■

New ‘rehabware’ software
improves record keeping 
Software handles reports, billing, scheduling

(Editor’s note: Rehab Continuum Report offers
you this quick look at a new billing, report, and
scheduling documentation software program designed
for rehabilitation providers. The newsletter will bring
you information on various new software packages as
part of our efforts to report on the latest innovative
software tools designed to make it easier to operate a
rehab facility.) 

The average patient’s medical record at Craig
Hospital is more than 1,000 pages long, com-

piling several years’ worth of data about the brain
or spinal injury and how it has been treated. This
cumbersome paper database is difficult and time-
consuming for the staff at the Englewood, CO,
facility to review. It’s especially troublesome 
when clinicians want to review a longtime
patient’s progress.

Typically, hospital staff have had to search
through the paper record at the nurse’s station
and wade through the pile of information. The
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hospital, which treats only traumatic spinal cord
and traumatic brain injury patients, has been
working toward solving that problem by imple-
menting a computer software program that
promises to take much of the hassle out of docu-
mentation and record reviews.

“Like most hospitals, we have a sophisticated
billing and data tracking program in place,” says
Scott Manley, senior vice president of the 93-bed
rehabilitation hospital.

The hospital has been refining and installing 
a computerized system that will permit staff to
access records from anywhere within the hospi-
tal, even in patient rooms and the gym.

Finding the right type of software has taken
some time and considerable effort. “We had
hoped to use the software of a large provider, but
it was more for nursing and acute care services
and didn’t meet our needs as a rehab provider,”
Manley says.

About two years ago, Craig Hospital adminis-
trators found a software package that appeared
to have everything they needed in a computer-
ized documentation system. Called TEAMS
REHABWARE, the integrated management soft-
ware is easily adapted to a particular rehab facil-
ity’s needs. In fact, Craig Hospital worked closely
with the company that owns the software, Team
Rehabilitation of Clearwater, FL.

Hospital managers were able to customize the
software specifically to suit the patient popula-
tion, developing their own goals and treatment
plans, Manley says. “It gives you a very focused,
very wide ability to develop what you want.”

Hospital wanted to improve communication

The hospital’s chief objective was to improve
communication among team members and
patients, and then to consolidate the recorded
information to focus toward a payer’s documen-
tation requirements, he adds.

“We will be able to customize the output of all
the data into different formats for the different
payers,” Manley explains. “Currently, we gather
everybody’s notes at the end of the week, roll
them up in a package, and mail them back to the
payer.”

While it’s too soon for the hospital to realize
any cost savings from the switch to the computer-
ized system, managers are pleased with the other
benefits, he says. For example, the computerized
system should decrease the amount of time staff
spend on documentation, and that in turn will

give them more time to spend with patients.
Of course, even that benefit takes time to real-

ize because staff have to spend additional time in
the beginning as they learn how to use the soft-
ware system. “That’s a process of learning, and it
takes time to learn to work through a computer
system and the different screens,” Manley says.

The other major
benefit is that the
rehab software pro-
gram integrates infor-
mation in a way that
makes it easier to fol-
low patients over a
lifetime of follow-up
care. Clinicians will
type in new patient
care data as they treat
patients, and the sys-

tem will maintain a database with the informa-
tion for more than 25 years. Plus, the software is
capable of integrating any historical data that
already have been put in computer files.

“We can get years’ of data on a patient and
compare it with previous data in the system,”
Manley says. “For example, we could collect
information on bladder management and get a
much broader perspective over five years,
instead of dealing with thousands of pages of
information.”

Teams Rehabilitation Systems decided in the
mid-90s to create a software program for rehab
facilities. “Our company identified a need for a
documentation system in the field of medical
rehabilitation, but we ended up developing
something far more complex and complicated,”
says Adee Feinstein, president.

“Our approach is that regardless of the disci-
pline of treating patients, the treatment model is
very similar,” Feinstein adds. “Regardless if
you’re an OT, PT, or ST, or 10 or 11 other disci-
plines in rehab, you’re basically dealing with
planned encounters with a patient using a goal-
oriented approach, and you’re typically generat-
ing costs and charges for that particular session.”

Based on that philosophy, Teams Rehabilitation
created a system with a series of transactions that
allows clinicians to enter a small set of data infor-
mation and then track patients and pull up a
variety of analyses.

“Our contention is that all patients are differ-
ent, but all processes are the same,” Feinstein
explains. “So it’s not a difficult thing to reduce
interventions into a standard predetermined set
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because the clinician knows what they’re going to
be doing with a patient even if they don’t know
who the patient is.”

Unlike acute care hospitals, rehab facilities
have a very high level of integration in their
treatment teams, and they all use the same goal-
oriented approach with scheduled interventions,
he adds. Plus, there are common treatment prac-
tices that are required by regulatory and accredi-
tation agencies, and all of those factors help to
make the processes standard with a similar
model and language.

For example, the software refers to one-on-one
planned therapist-patient encounters as events. It
allows therapists to plan goals at the simple event
level, such as “patient transfers self from bed to
chair with moderate assist.” Then the software
system pulls a summary of all of those types of
goals and whether they were met.

Tracking patient status

While most clinical observations are subjective,
rehab facilities can easily train and educate staff
on how to use objective standards and terminol-
ogy to determine a patient’s functional status.
Already, many facilities use functional improve-
ment measures that have standardized the obser-
vations into a numerical scale system, Feinstein
explains.

“It paints an automatic, real-time picture of
what are the patient’s gains and efficiencies on
the road to functionality,” he says. “We’re taking
information that is documented and using it 
for ongoing analysis, which the system does
automatically.”

Progress notes, outcomes scales, and other data
that therapists collect are reduced to low-level
components the software program can analyze
and track.

In the traditional documentation model, thera-
pists sit down and write extensive documenta-
tion. It’s hard to take that information and build a
picture of where the patient is in achieving func-
tional independence, Feinstein says. The comput-
erized system makes it easy to see the whole
picture.

Generally, clinicians welcome the opportunity
to reduce paperwork, so they will quickly adapt
to using the standardized computerized report,
he adds. However, the software does permit ther-
apists to write long notes about a particular
patient. If they prefer to put their extra notes on
paper, the rest of the rehab team still can obtain a

clear view of how a patient is doing by looking at
the computerized reports, which contain all of the
patient’s goals and interventions and whether
they were met.

Clinicians and therapists across the entire con-
tinuum of care also can easily take a look at any
patient records within the system. For example,
when a patient has progressed to the point that
he needs only low-level outpatient treatment,
clinicians can look at the computer screen and
review the intake evaluation notes and every
other piece of documentation provided during
rehabilitation care, collected since the patient
began treatment, he says.

Teams Rehabilitation released its first version
of the software in 1998 and pilot-tested it at the
University of Utah in Salt Lake City and the
rehab department of the University of Utah
Hospital. In 1999, the company released its latest
version, which is being used by Craig Hospital.
The company continually upgrades its system
and works with each user to fit the user’s clinical
needs and goals. A facility might spend six to 12
months working on adapting its forms to the soft-
ware before the system is fully implemented.

Typically, clinical managers of the various dis-
ciplines will work on adapting the rehab facility’s
own forms into the software system, Feinstein
explains.

“Since the forms are drag-and-drop [on the
computer] and easy to manipulate, we push for
the implementation committee and managers of
disciplines to work on this with us,” he says.
“Nobody knows better than they do how a form
should work.”

The process also gives managers an opportu-
nity to clean up their outdated forms and elimi-
nate redundancies and unnecessary information.

Rehab facilities want their own report forms

The company’s first try at creating rehab docu-
mentation software quickly ran into a major
problem. The system had 600 predefined forms
designed by a clinical team, but those were not
adequate to meet the needs of most rehab facili-
ties, Feinstein says.

“We very rapidly recognized that we could
have 10,000 forms, and it’s still not good enough
because everyone collects data differently,” he
explains. “The only way around this problem
was to scrap our forms and design a user-defined
engine that allows everyone to design their own
forms.”
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The new and more flexible system has goals
and tools specific to all rehab disciplines, includ-
ing psychology, speech and language pathology,
physical therapy, and occupational therapy.
Some of the goals may be shared, while others
are discipline-specific. The rehab facility decides
how many different forms will be used during
the implementation process. (See story on the
features of the software, below right.)

Customizing what’s needed

The computer forms have easy-to-use software
prompters that help administrators and rehab
technical assistants set up the system, placing in
it the specific features they need. Those are simi-
lar to the prompters that ask for specific decisions
when loading new software on a home computer.
Once a user designs a rehab tool, the system
automatically creates databases to store the infor-
mation put into it.

Computer experts help administrators set up
the tools, educate their staffs, and provide other
technical support.

Feinstein says the TEAMS software price is
based on a facility’s number of active patient
records and the acuity level of patients. For
example, for a 40-bed facility with 200 active 
outpatients, the one-time licensing fee would be
about $250,000. Plus, there is an annual support
and maintenance contract that provides for con-
tinued upgrades to the system and ensures the
software is enhanced to accommodate all regula-
tory changes. 

The system’s cost benefits include a reduction
in the amount of time clinicians spend document-
ing patient care, increases in productivity due to
more precise scheduling capability, and a reduc-
tion in the amount of treatment that is not billed
due to staff failures to document appropriately,
Feinstein says.

While some rehab facilities may choose to start
from scratch, creating their own documentation
software, there are some disadvantages to taking
that approach, he adds. For instance, rehab facili-
ties that create their own documentation software
will miss out on the improvements and upgrades
a commercial software company can provide.

“When you do your own system, you are shut-
ting the door on getting feedback from the indus-
try on enhancements and improvements,” he
says. “A commercially available system, because
of market constraints, is constantly being
upgraded.”

For example, the TEAMS software already
incorporates the MDS-PAC forms, even though
they will not be the industry’s standard until
Oct. 1, 2000, when the prospective payment 
system (PPS) is implemented. These are being
upgraded as the Health Care Financing
Administration releases new versions of the
form.

Feinstein estimates that when PPS begins,
rehabilitation facilities will have to hire addi-
tional staff to handle the paperwork generated 
by MDS-PAC. 

“It is our estimation that MDS-PAC will cost
one full-time-equivalent per 20 inpatients, so if
you have a 40-bed facility, our estimate is that
you’ll need two people dedicated to collecting
this information,” he says.

Without the extra staff, a rehab facility runs the
risk of having increases in the number of denials
due to inaccurate or incomplete documentation.
Another solution is to use a software program
that provides a simple tool for collecting the data;
with that, there will not be a need for additional
staff, he adds.

As the MDS-PAC forms are changed multiple
times over the course of the next year, the com-
pany will revise and update them within the soft-
ware, Feinstein says.  ■

Here’s a quick look at how
the new software works
It’s designed to make documentation easy

Teams Rehabilitation System Inc. of Clear-
water, FL, first designed TEAMS REHAB-

WARE with the idea of making it easy for rehab
facilities to track their patients, schedule appoint-
ments, and analyze patients’ progress. So far,
managers at Craig Hospital in Englewood, CO,
have been pleased with the software’s success in
each of those areas.

“One of the advantages of TEAMS is the 
way the software set-up allows us to customize
it specifically to our patient population,” says
Scott Manley, senior vice president for the trau-
matic spinal cord and traumatic brain injury
rehabilitation hospital.

Manley and Teams Rehabilitation officials
describe some of the main features of the soft-
ware this way:
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1. Creates a standard for rehab processes.
The software permits managers to create forms

that are specific to each discipline but can be inte-
grated for the purpose of analysis. Craig
Hospital, for example, created its own tools for
each discipline. Therapists and clinicians will be
able to fill in the various fields in those specific
tools once they’re fully implemented. They can
add extra notes if necessary, so the documenta-
tion suits their needs. The information from each
documentation form on a particular patient can
be integrated easily into the overall medical
record, so other disciplines and clinicians can
assess how a patient is doing in all areas.

“We will use that so when we’re in team
rounds or patient conferences, we can pull that
information up and look at it to make sure every-
one is on target,” Manley says. “This way we will
be able to make sure the patient is actively partic-
ipating in treatment and knows what direction
we’re heading and what our goals are.”

The team also can change goals easily accord-
ing to the patient’s and family’s desires. All it
takes is a few minutes on the computer screen
and everyone can see what the new goals are.

2. Improves scheduling.
Scheduling, which always is a huge issue in

rehabilitation care, can be centralized through the
computer documentation program. Before using
the computer system, Craig Hospital had a man-
ual scheduling system in which therapists turned
in their schedules to one person who handled 
the task. “We wanted to build on that, and now
we’re paralleling that system with the computer
scheduling,” Manley says.

Making data changes is simple

If a therapy session is rescheduled or altered
because of unexpected changes, then therapists
simply enter the change in the computer and
state the reason for it. Everyone quickly learns 
of the change.

However, the records can be made perma-
nent. All transactions may be signed digitally
and posted, and from the moment the record is
posted by the clinician, that posting makes it
permanent and unchangeable. It freezes the
record from any permanent changes.

The computer system tracks every therapy
event more efficiently, including when a patient
is working on the parallel bars or when a patient

is involved in driver’s training. The system
coordinates everything on the patient’s sched-
ule, and when the activities are confirmed
through progress notes and other reports, it
automatically generates a charge and estab-
lishes billing documentation.

3. Makes it easier to track patients.
Immediately after a session, therapists and

clinicians document what tasks a patient has
completed, and the software provides a compari-
son of what was done vs. what the goals were. If
the goals were not met, staff will know immedi-
ately and can intervene to correct the problem. 

The software program also can provide
weighted scores, which are numerical values
calculated according to a patient’s current level
of progress. Therapists and clinicians can track
how the patient’s score compares with the
expected score at any particular point in treat-
ment, which is part of the necessary staff train-
ing and education.

Because the scoring system is automatic, it
requires no extra documentation from clinicians.
Plus, the computerized database can save storage
space by holding decades of patient information.
Physicians and therapists can track patient
progress over long periods of time without hav-
ing to dig up dusty files in a warehouse or, in the
absence of historical paper documentation, rely
on patients’ memories.

4. Provides framework for critical pathways.
Craig Hospital has a critical pathway for each

discipline, including nursing. The pathways pro-
vide a template for patients and families, using a
multidisciplinary approach to developing goals
and specific tasks. For example, the pathways
may describe what sort of treatment a patient will
receive over a 60-day period and what the goals
are for the patient’s outcomes.

“We had the pathways already but never sat
down and developed them to be put in a comput-
erized format so everybody could get a better
idea of the integrated goals for each patient,”
Manley says. Instead, the staff had used the path-
ways on an intuitive basis without actually fol-
lowing them closely to make sure a patient’s care
and goals matched what was outlined on the
pathways.

By placing the pathways on the computer as
part of the rehab software system, the hospital
will be able to make sure everyone on the rehab
team knows exactly which pathway objectives
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have been met and whether they were met within
the desired time frame.

“The value of putting it in a computerized for-
mat is now we have a checklist,” Manley says.

When patients are discharged, the therapy
team can print out the patient’s pathway objec-
tives as a checklist or teaching summary that
shows the patient’s progress and continuing
objectives to be met during follow-up care. It
may include a bowel management program, 
for example.

5. Gives structure to billing information.
The traditional paper charge sheet is prone to

many errors because it relies on a clinician’s abil-
ity to determine which charges are reimbursable,
and it is dependent on a clinician’s memory of
every task completed.

The rehab software provides a charge sheet
automatically as soon as a therapy task is com-
pleted. It also will calculate the exact treatment
time, assign the appropriate billing codes, and
determine the therapy charge for submittal to the
payer. It can be processed immediately and is
recorded for auditing purposes.

One of the time-saving features of the software
is that it will enable the hospital to bill different
payers easily according to their specific docu-
mentation and reimbursement criteria, Manley
says.

In addition, the software can create a sum-
mary of billable therapy services and will high-
light incomplete areas. For example, if a therapy
goal is not met, it will alert a clinician to the
deficit so he or she immediately can modify the
treatment plan and perform the service accord-
ingly. That acts as a quality control, ensuring
patients receive all of the therapy they need to
achieve their outcome goals, and it allows the
hospital to create billable therapy time that 

otherwise might have been forgotten or ignored.
Also, therapists soon will learn to be meticulous
in completing all therapy goals with patients
because if they fail to do so, everyone who reads
the computerized report will know that some
tasks were left unfinished.

Hospital billing managers will be able to 
take a comprehensive look at the hospital’s
expected costs of services and the charges gener-
ated and analyze trends that could show where
therapists could be more efficient or where the
hospital should focus to develop a future niche
market.  ■

Rehab hospital throws 
a reimbursable party
Therapy can be made fun for patients

Patients occasionally need to be rewarded for
their efforts, and throwing them a theme party

is one way a rehabilitation facility can add a little
excitement to the hard work of rehab therapy.

But in these days of tight financial constraints,
rehab facilities have no time or money for fun
events. The solution is to throw a party that incor-
porates therapy exercises and, therefore, is reim-
bursable. Delaware County Memorial Hospital in
Drexel Hill, PA, has held several such parties, suc-
cessfully combining work with play.

The parties were such a hit with patients and
staff that hospital managers plan to hold one
every other month, says Marijo Dougherty,
OTR/L, rehab manager for the hospital, which is
part of Crozer Keystone Health System, also in
Drexel Hill, PA.

When recreational therapist Wendy Dargay
first suggested the idea to the Delaware staff,
they loved the way they could collaborate on the
party, tying together various therapies and exer-
cises. “We had a staff meeting with all the disci-
plines,” Dargay says. “Then we reviewed what
we thought was best for the patient.”

They decided the parties would incorporate
physical, occupational, speech, and recreational
therapy, as well as input from the nursing and
dietary staff. Because the parties would incorpo-
rate specific therapy goals and tasks, they would
be billable and would be covered under the same
consent forms patients signed when they were
admitted to the hospital.
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“It truly was a collaborative effort, and all of
the therapists found a way to incorporate the
party theme with their therapy,” says Carol
Heisner, OTRL/L, operations manager for rehab
services.

The hospital’s first party, featuring a Hawaiian
luau theme, was held at the end of last summer.
The second was a Halloween party. (See party
“welcome sheets,” p. 25.) The parties included 
18 to 20 patients, about 10 therapists or assistants,
and two student interns. Nurses made sure the
patients, all of whom were inpatients, were
dressed and ready in time for the party.

Patients were divided into small groups that
would visit each of the six stations where they
would work with therapists. The staff decorated
the facility’s gym with posters and paper decora-
tions of goblins and pumpkins for the Halloween
theme or beach items for the Hawaiian theme.
Patients helped with the decorations as part of
their therapy.

Each party had a welcome sheet that showed
patients what the stations were and what therapy
exercises were involved with each, says Ann
Benner, PT, staff therapist.

Therapeutic fun

The parties lasted all day and served as substi-
tutes for each one-hour session of occupational
therapy and physical therapy in the mornings
and the additional hour of therapy in the after-
noon after patients visited all of the activity 
stations. “Everything was billable because it
incorporated occupational therapy, physical 
therapy, and speech therapy,” Dougherty says.

“Some were challenging ones like climbing
stairs and an obstacle course,” Benner says,
adding that the obstacle courses were designed
for patients who had wheelchairs or assistive
devices, as well.

The patients enjoyed the parties and were
engaged in the activities, Heisner notes. “They
just loved it,” she says.

Here’s how the hospital incorporated therapy
sessions into the party themes:

• Hawaiian party.
The staff wore Hawaiian-style shirts and leis.

Six stations were named for Hawaiian islands or
cities. The party began with patients descending
a four-stair frame, imagining they were exiting an
airplane that had brought them to Hawaii. At the
bottom, they received leis, just as if they had
stepped off an airplane at an Hawaiian airport.

One station had a plastic sandbox, simulating a
beach. Patients walked on the sand to improve
their balance, says Anne Waskiewicz, PT, senior
physical therapist. “Those who couldn’t walk did
some lower-extremity exercises in the sand,” she
says. “We also incorporated occupational therapy
in the physical therapy component by having
patients take their socks off and using an appro-
priate device to put the socks and shoes back on.”

While the patients found the exercise to be fun,
it served some important functions for both phys-
ical and occupational therapy, including knee
extensions and flexion, ankle pump, and balance
activities, Waskiewicz adds.

Another Hawaiian station simulated the expe-
rience of walking over hot coals but without the
heat. Patients walked over a mat with bean bags
underneath it, which adds to the challenge of
walking over a lumpy surface. “The walk,
depending on their level of experience, could be
a few steps or they could walk through a couple
of times,” Benner explains. The hot coals obstacle
course had three-foot-long bolsters that patients
could use for support while walking in and out.

Patients played games at some of the stations.
For example, the Hawaiian party featured a golf
green with a cup at the bottom, as well as a lei
toss, where patients tried to throw a lei over a
cone as a practice in balance, Dougherty says.

Another station had a piñata shaped like a col-
orful fish hanging in the middle of the parallel
bars. Patients would hold onto the bars to walk
over to it and then hit it with a stick. The piñata
contained paper scrolls with information about
how patients could conserve their energy and
about resources in the community they could use
when they returned home, Dargay says.

The Hawaiian party also featured a crafts table
where patients made fan-like accordians out of
six pieces of tissue paper and then tied them
together in the middle and turned them it into
flowers. “They have to use sequencing follow-
through with bi-manual skills with that task,”
Dargay says.

A speech therapist worked with Dargay at 
the crafts table, helping patients who have cog-
nitive impairment or communications problems.
“The speech therapist would have the patient
talk through the directions because sometimes
patients with cognitive impairment have trouble
following directions and understanding what
step comes next,” Heisner says.
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Rehab party ‘welcome sheets’
usher patients into exotic scenery

Delaware County Memorial Hospital in Drexel Hill, PA, gives patients a break from the daily
rehab routine with theme parties that incorporate rehabilitation therapy with fun and food.
Themes can tie with holidays or be a way to brighten seasonal blahs. When patients enter the
party, they are given welcome sheets that explain what they’ll experience at each of the sta-
tions. Here’s a look at two of the welcome sheets the hospital used for recent parties:
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WWeellccoommee  ttoo  tthhee  HHaawwaaiiiiaann  IIssllaannddss

MMaauuii
• Take off your socks and shoes
• Take a stroll along the beach
• Collect shells along the beach
HHaawwaaiiii
• Up and down the airplane stairs
• Get a lei
• Walk across the “lava” grounds
OOaahhuu
• Leisure day sporting outing
- Golf
- Shuffleboard
- Lei toss
WWaaiikkiikkii
• Luau party
• Piñata
• Fruit tree scavenger hunt

WWeellccoommee  ttoo  tthhee  HHaauunntteedd
‘‘RReehhaabb  HHoouussee’’

VVIISSIITT  AALLLL  TTHHEE  SSTTAATTIIOONNSS::

11..  TTrriicckk  oorr  TTrreeaatt
Go up the stairs, knock on the front door,

and receive a treat.
22..  BBoobbbbiinn’’  ffoorr  AApppplleess
Use a reacher, grab an apple, slice it, and

dip it in some caramel.
33..  CCrreeeeppyy  WWaallkk
Take off your shoes and socks and walk in

the sandbox. Avoid the bugs!
44..  HHaauunntteedd  ZZoonnee
Walk in the haunted zone. Watch out for

goblins!
55..  PPuummppkkiinn  SSmmaasshhiinngg
Take the piñata balance challenge.
66..  CCrraafftt
Make a Halloween craft to bring home!

TTHHAANNKKSS  FFOORR  PPAARRTTYYIINNGG  WWIITTHH  UUSS!!



The Hawaiian party’s lunch included
Hawaiian chicken with pineapple sauce, rice,
salad, a fresh fruit bowl, and a pineapple cake.

• Halloween party.
The Halloween party also incorporated the

staircase by having patients climb it to knock on a
door, as though they were trick-or-treaters. They
received trinkets instead of candy for their treats.

The staff turned the sandbox into “the creepy
crawly walk” by putting plastic bugs in it. There
also were stations to bob for apples, which used
adaptive equipment called “reachers,” says
Helene Bailine, OTR/L, staff therapist.

“What that did was stimulate how they could
reach for things off the floor or high shelves,”
Bailine says. “They had to reach for the apple in a
bucket of water, and once they were successful,
they were able to eat the apple and dip it in
caramel, diet permitting.”

The reachers could grab onto the apples, but
the task was difficult because of the water, and
that made it more of a challenge for patients.
Most of the patients were successful, and the
therapists helped those who weren’t able to grab
the apple on their own, Bailine adds.

“We also incorporated cutting the apple for
meal preparation, which helped patients with
their fine-motor coordination, and they used
assistive devices for cutting,” she says.

Spirited events

The Halloween party had a pumpkin piñata
and a haunted zone in which patients walked in
and out of the bolsters. Another station was
devoted to creating Halloween-type crafts. The
craft tables used sequencing, following direc-
tions, upper extremities exercises, and bi-manual
skills, Dargay says.

Another craft involved making spiders out of 
a Tootsie Pops, pipe cleaners, and toy eyeballs.
Patients also made spooky hands out of plastic
gloves they stuffed with popcorn; they glued
candy corn to the ends of the gloves’ fingers to
simulate fingernails. Patients were told that mak-
ing the crafts was part of their therapy, but just as
they always have the option to decline to partici-
pate in a therapy task, they had the option of sit-
ting out any activities they didn’t feel like doing,
Heisner says.

“For the most part, patients enjoy the opportu-
nity to do something silly and fun during time
when they don’t feel so great,” Heisner says.
Plus, patients were encouraged to share their

crafts with their grandchildren or other small
children they knew.

“They could take their crafts home, and they
were given a copy of the directions so they could
make the craft with their grandchildren when
they were discharged,” Dargay says.

Occupational therapists and recreational thera-
pist asked the higher-level patients to help them
set up the lunch tables in the facility’s dining
room. For example, patients helped make ghosts
out of string, markers, and tissue paper and hung
them around the dining area.

Patients also worked with the occupational
therapist in the kitchen, doing prep work, such as
making a witch’s brew of sherbet and juice,
Dargay says. The Halloween meal consisted of
hoagie sandwiches, chips, pizza, sodas, and the
witch’s brew. Plus, there was a large “Happy
Halloween” cake. 

Heisner says the main course was done with
cooperation from the hospital’s dietary depart-
ment. “We talked with them to see if they could
go along with our theme that day, and they
thought it was a good idea to provide this lunch
in place of a regular meal,” she says. “So they
prepared it, and it didn’t cost us anything extra.”

The theme parties could work any time of the
year, tied to holidays or a particular season,
Dargay says. For example, a hospital could hold 
a “winter wonderland” party that makes therapy
sessions out of a snow walk, tree decorating, holi-
day crafts, a ski lift staircase, and a ramp that
doubles as a skiing slope.

“You can make any variation on the theme,”
Dougherty says. “You just need to make sure the
therapeutic input is there and disguise it in a fun
way to fit the theme.”  ■
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HCFA makes two decisions
to benefit rehab therapy 
Manipulation therapy, students get nod

Rehabilitation therapy providers were thrown
two bones near the end of 1999 as the Health

Care Financing Administration (HCFA) clarified
that physical therapists could perform manipula-
tion therapy services under Medicare and that
skilled nursing facilities could count therapy pro-
vided by therapy students.

In a Nov. 4, 1999, letter signed by Lena
Robins of HCFA’s Office of General Counsel,
the agency said that certain Medicare organiza-
tions can use physical therapists to provide
manual manipulation of the spine, when permit-
ted by state law. The letter, addressed to attor-
ney Jeffrey G. Schneider of Hogan & Hartson 
in New York City specifically referred to benefi-
ciaries of the new Medicare category called
Medicare+Choice.

“This service may be offered to an enrollee as
an alternative to receiving the physicians’ service
under that section,” Robins wrote.

The second win

Physical therapy, occupational therapy, and
speech therapy industry leaders also called it a
victory when HCFA decided in November 1999
to allow skilled nursing facilities to count min-
utes of therapy provided by therapy students on
the Minimum Data Set (MDS) resident assess-
ment instrument.

HCFA retracted its earlier statement that min-
utes of therapy provided by a student could not
be recorded on the MDS because it’s an educa-
tional activity that should be treated as a pass-
through expense.

The reason for the change is that HCFA now
recognizes that skilled nursing facilities (SNFs)
are not approved medical education programs.
The correction reads, in part, “Approved pro-
grams, such as a residency program operated by
the institution in which it takes place, are actively
engaged in the training process and incur costs 
in that regard. 

“By contrast, SNFs provide only the setting in
which the training for these students takes place,
not the management of the program itself. Because
Sec. 413.85 does not apply, our statement as to the

counting of student therapy minutes is also 
inapplicable.”

HCFA advises providers to record the student
therapy minutes received by beneficiaries, in accor-
dance with the past practice established under the
instructions in the Long Term Care Resident Assess-
ment Instrument User’s Manual and other HCFA
guidelines.

The change was effective on Sept. 28, 1999.  ■

Rehab hospitals 
continue to grow
Trend is opposite of acute care hospitals

Rehabilitation hospitals have increased in
number during the 1990s, at the same time

that the total number of hospitals has decreased,
according to a recent study.

The total number of hospitals has declined by
5.1% between 1994 and 1999 to a total of 7,022.
Most of those hospitals are medical/surgical hos-
pitals, accounting for 79% of the total hospitals in
the United States. The number of specialty hospi-
tals, including rehab, have increased during this
period as hospitals search for niches that will
help them remain competitive and survive the
financial constraints imposed by managed care
and the Balanced Budget Act of 1997, according
to a study by SMG Marketing Group Inc. of
Chicago.
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Rehabilitation hospitals now comprise 3.8% of
the hospital pie, which is an increase from the 3%
they held in 1994.

Two statistical factors have led to the rehab
industry’s increasing share of the hospital mar-
ket: One, the number of rehab hospitals has
increased, and two, the overall number of hospi-
tals has decreased, leaving a specialty area like
rehab with a greater percentage of the hospital
pie. (See SMG chart, p. 27.)

“The interesting point is that the number of
rehab hospitals themselves are increasing despite
the overall change in the hospital market,” says
Christy Wack, product manager of the acute care
team at SMG Marketing Group. “I think one rea-
son for the increase in rehab hospitals is that we’ve
become much more technologically advanced with
traumas, so people who might not have survived
in past years, now can, and this creates a need for
rehab hospitals,” she explains.

On the other hand, acute care hospitals are
decreasing because of mergers and the creation 
of integrated health networks, Wack says.

By the end of July 1999, a little more than half
of the nation’s community hospitals belonged to
an integrated health care network, according to
the report. The integrated health care networks 
or integrated delivery systems have reinvented
themselves as specialty-oriented centers of excel-
lence, the SMG report says.

They’ve carved out niches to attract large num-
bers of patients within the specialty market seg-
ment. In addition to rehab, those niches include
psychiatric and pediatric care.

One predictable trend the report notes is that
while the number of hospitals has decreased, the
number of acute care admissions has increased
per hospital. In 1993, the average acute care
admission per hospital was 5,370. In 1999, that
number rose to 5,988, an increase of 11.5%.

SMG Marketing Group also reports that the
top 10 states ranked by the number of overall
hospitals are, in this order: California, Texas, New
York, Pennsylvania, Florida, Illinois, Ohio,
Michigan, Georgia, and Minnesota.  ■
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