Hardee, Amy

From: Gene Adams [gene@penningtonlaw.comy

Sent: Friday, July 20, 2012 3:58 PM

To: Robleto, Michelle, Michelle. Neweii@iedgec.com

Cc: Martha J. Edenfield; Tad Fisher

Subject: Florida Health Insurance Advisory Board

Attachments: APTA EHB Advocacy Highlights.pdf, APTA EHB Definition Recommendations DRAFT.docx;

APTACemmenisEssentialHealthBenefitslOMRepori_013112.pdf;
FtModelBenefitPlanDesignBodP12-11-01-01-1.pdf; value paper NERPP & 16 12.pdf

Ms. Robleto—Please find attached information expressing the concerns of the Florida Physical Therapy Association with
regard to Essential Health Benefits and the implementation of the Affordable Care Act. As expressed in these matarials,
the Association urges that physical therapy be an essential henefit and part of these plans to ensure physical therapy is
available to all needing these medical services. The recommendations of the &merican Physical Therapy association and
backgreund rmaterials regarding Physical Therapy are included to fully inform members of the Board., The Association
would ask that these materials be placed in the record for Thursdays meeting of the Florida Health Insurance Advisory
Board and that they be distributed to members of the Board. Please do not hesitate to contact me if you have
questions regarding this material. Geneg Adams on behaif of the Florida Physical Therapy Association.
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disclosure. If you are not the named addressee, you are not authorized to read, print, retain, copy, or disseminate this message or any part of it. Nothing in this email
is intended to constitute a wabver of any privilege or the confidentiatity of this message. If you have received this email in error, please notify the sender immediately
2nd delete this message. Thank you.

RS CIRCULAR 230: Yo ensure compliance with requirements imposed by the RS in Circular 230, we inform you that, unless we expressly state otherwise in this
communication (including any attachments}, any tax advice containted in this communication is not intended or written to be used, and cannot be used, for the
purpose of (i} avoiding penalties under the Internal Revenue Code or {if) promating, marketing or recommending to another party any transaction or other matter
addressed herein.
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ESSENTIAL HEALTH BENEFITS ADVOCACY PRINCIPLES

e (enerally, rehabilitative services as they pertain to physical therapy may include:

o Diagnosis, prognosis, and management of impairments, activity limitations, and
participation restrictions to enhance optimal health, performance, and quality of
life;

o Skilled interventions to address functioning and disabilities (eg, impairments,
activity himitations, and participation restrictions) that restore, maintain, or
promote optimal physical function, quality of life, health status, or independence
in activities of daily living; and

o Prevention and management of the onset, symptoms, and progression of
impairments, activity limitations, and participation restrictions that may result
from disease, disorders, conditions or injuries (including services that are
necessary for the establishment of a safe and effective maintenance program for
the patient).

¢ Rehabilitative services should be provided by qualified health care professionals
currently authorized under federal law (42 C.F R. § 484 4), such as physical therapists.

e There should not be absolute limits on the provision of rehabilitation services:
o The determination of what type of rehabilitative services should be provided
should be made based on the results of the initial evaluation by the individual’s
qualified health care provider on a case-by-case basis

» There should not be restrictions on the number of therapy visits in EHB packages without
allowing exceptions.

o The number of physical therapy visits allowable per year is routinely combined
with speech and occupational therapy visits. This can be problematic for
conditions such as stroke. Often, an individual who sustained a stroke has deficits
in many areas, such as speech (aphasia), mobility, and function requiring the
skills and interventions from physical, occupational and speech therapists in order
address the multiple impairments as a result of the stroke. In order to provide
comprehensive, patient-centered care throughout the continuum of care so the
patient can maximize his/her function, a team approach is vital. If limits are set on
the number of visits, the patient may not receive needed services that are
important for recovery and the condition can worsen, thereby resulting in
increased health care costs in treating a more complex and serious condition.

There should not be a limit on annual visits:
o Limits on annual vigits could result in insufficient and ineffective treatment for
the condition, thus exacerbating the condition and resulting in substantially
increased costs to the health care system and the individual through increased



hospital readmissions and frequent visits to the emergency department. This
scenario is what the Affordable Care Act attempts to prevent, or at least mitigate
by including a provision stating that no annual limits or lifetime limits may be set
on essential health benefits. Arbitrarily allowing restrictions on the number of
visits runs counter to best practice standards.

For example, some standard option private health plans would be insufficient for
the adequate number of physical therapy visits needed to treat many individuals
with stroke and those who may have sustained a head trauma, who often require
visits which exceed an arbitrary number of 4 visits limit - such as 50 or 75 annual
visits of combined physical therapy, speech and occupational therapy. Clinical
appropriateness should guide the treatment plan rather than an arbitrary limit of
visits or cap.

s« Devices should be a covered benefit:

o

DMEPOS should be included in the meaning of “devices”, providing for coverage
of orthotics, prosthetics, or the appropriate wheelchair or other medical devices
during therapy treatment to facilitate function

e APTA supports a definition of “medical necessity” that includes the following principles:

Q

O

Q

APTA believes that health care practitioners should determine what method,
scope or type of treatment is medically necessary.

APTA supports a definition that does not restrict the patient from access to the
appropriate qualified health care provider and the appropriate care setting; leaves
the number of visits necessary for the medical treatment to the discretion of the
health care provider to ensure both appropriate and increased quality of care based
on standards of good practice; and does not increase co-payments or premiums if
the number of visits under standards of good practice conflict with the arbitrary
limits in the insurance policy.

Medical necessity can be different for different populations:

*  Need to tailor health care delivery to a patient’s unique health concerns,
particularly individuals with disabilities who have unique health care
needs. Individuals with multiple disabilities that complicate and prolong
rehabilitation often require extensive skilled physical therapy.

» EHB packages should allow latitude for treatment variations while balancing costs:

O

O

Ensure that the details of the benefits packages provide the services necessary to
cover individuals with disabilities, low-income and age-specific conditions.
Restricting the options of treatments by defining benefits too narrowly could
result in increased costs to the health care system due to exacerbations of
conditions. For example, an individual with multiple co-morbidities such as
diabetes, coronary artery disease, and chronic obstructive pulmonary disease
(COPD) who had a stroke will require extensive interdisciplinary care, including
physical therapy, in order to safely return the individual to his/her home. If only
20 physical therapy visits are allowed per year, this could easily be exhausted
before functional goals are close to being achieved. In addition, the individual
may require speech services for swallowing which will also decrease the 6



number of physical therapy visits that can be covered by insurance. It is unlikely
that this individual will be able to afford to pay for these services out of pocket.
Therefore, this individual will most likely be limited to a wheelchair or bed. With
the existing co-morbidity of diabetes, pressure ulcers could result leading to
infection. In addition, because of the immobility and the person’s history of
COPD, the risk of pneumonia increases substantially.

Latitude for treatment must be provided due to variations in treatment for children
versus adults.

APTA believes imposing numeric limits on essential benefits is inappropriate
given the provisions included in the Affordable Health Care Act that prohibits
annual or lifetime limits on essential benefits. However, we recognize that
unlimited treatment that is of no value is not appropriate. Medical necessity and
effectiveness of care are important principles to keep in mind. Where documented
treatment guidelines exist, these may be appropriate to use (e.g., Official
Disability Guidelines, Presley Reed); however, these guidelines must be balanced
with processes that allow health providers to vary from the guidelines where it is
medically appropriate and on a case-by-case basis. The process should neither
delay the provision of care, nor be overly burdensome to providers or patients.

Actuarial data should be utilized if certain limits are allowable:
o In establishing the minimum requirements for the actuarial value and level of

benefits coverage, particular consideration should be paid to the composition of
the risk pool including the number of covered lives and beneficiary characteristics
such as age and occupation.

Unique criteria of local and state populations should be accounted for. Some
states have very specific beneficiary populations that will need special
consideration when establishing limitations criteria. These characteristics have a
significant impact on the ability to appropriately risk adjust the pool of covered
lives.

* For example, many states (e.g. Mississippi, Texas) have high obesity rates.
Obese patients typically suffer from multiple co-morbidities such as
diabetes which can be expensive and have significant detrimental effects
on patient health and overall quality of life.

* Other states are dominated by what might be considered high risk
occupations such as coal mining or farming in which health care costs
might be higher due to injury or long term co-morbidities associated with
such occupations.

Allowing benefits packages to vary based on actuarial equivalence is important to
ensure that any package can evolve naturally based upon the uniqueness of the
community, as well as new innovations in new technology, the most recent
clinical evidence and innovations in benefit design.

Problem with modeling EHB package after the Federal Employee Health Benefit Model
of Blue Cross/Blue Shield’s basic option:
o The package of services provided under this plan are inadequate in many areas

affecting women, children and individuals with disabilities, including, but not



limited to, no coverage for children for many forms of physical, speech and
related therapies, and a lack of coverage for many forms of durable medical
equipment (DME) needed by individuals with chronic diseases such as cerebral
palsy. Physical therapists are often involved in fitting patients with orthotics or
the appropriate wheelchair during therapy treatment. In treating individuals who
are disabled or require medical equipment, it is crucial that this equipment is
included as a covered benefit and that essential benefits are defined to explicitly
provide that all DMEPOS are included in the meaning of “devices” as essential
medical benefits in relation to devices physical therapists utilize in providing
health services.

s APTA supports individual and community education and consumer choice:

o It is sound public policy to include mechanisms to educate individuals on the
changes to and availability of the health care system as a result of PPACA. The
impact of community education can be significant and deter negative and costly
health consequences.

o Reduction of health care barriers and allowing individuals the opportunity to
choose their primary care provider, obstetrician-gynecologist, and physical
therapist, further empowers individuals in the disease management process by
providing them adequate choice and control over the available providers. All
insurers should be rated on the same criteria to ensure fairness in the comparisons
between plans, and consumers should also have access to customer satisfaction
ratings.

o Flexibility within EHB packages:

o Ifa great degree of latitude is afforded to the states, appropriate education should
be provided to ensure all stakeholders are aware of the minimum federal
requirements and how to obtain information regarding any additional state
requirements.

o Flexibility allows for innovation at the state level which could enable “best
practices” that can be used by other states to improve the development of their
Exchange.

o  When developing Exchanges for states who elect not to or are unable to establish
an Exchange the federal government will have to work closely with the state to
ensure that rules for those plans within the Exchange do not conflict with rules
established by the states for the plans operating outside the Exchange.

= Many stakeholders have expressed concern that if the rules are different or
incongruous for plans inside and outside of the Exchange that it could lead
to adverse selection. In this instance, plans within the Exchange might be
filled with high-risk, high-cost patients increasing the cost for those plan
participants and in some ways undermiming the mtent of the Exchanges.

o Many states are currently experiencing significant economic hardships due to the
economic downturn of the last few years and various federal initiatives straining
state budgets. Planning grants and technical assistance could mitigate the impact
of this additional financial strain.



If the state has a robust administrative infrastructure that is well-staffed,
the resource needs related to the development of an Exchange will not be
as great as those states with a limited infrastructure. If a state needs to turn
to a third party to administer its Exchange, it could minimize the
administrative burden but could prove costly.

Plan Rating System: The Medicare program has undertaken the development of plan
rating systems for various practice settings such as their home health, nursing home, and
hospital compare programs that CMS could use as a model as it develops a plan rating
system for the Exchanges. These programs enable a beneficiary or his or her caregiver to
use a web-based portal to assess quality on a variety of factors including cost, location,
consumer satisfaction, and performance of various quality actions.
o Plan rating system should be comprehensive (e.g. take into consideration cost,
plan offermg, adequacy of provider network) to ensure that consumers have all
the information necessary to determine what plan is best for them.

All insurers should be rated on the same criteria to ensure fairness in the
comparisons between plans.

Consumers should also have access to customer satisfaction ratings. This
system could be further utilized for periodic review and updating of
essential packages.

Transparency across a variety of levels will be crucial in ensuring
consumers understand the quality and cost of their plan choices.
Consumers will need to be able to compare and contrast plans based on
factors such as covered benefits, cost, provider networks, and quality.
Consumers should also have a clear understanding of their rights under the
health plan including their appeal rights.

o Quality improvement programs which include quality measures are an important
mechanism to ensure appropriate and timely care are provided to patients and to
track the effectiveness of new treatments and scientific developments. Factors that
should be considered when developing any quality measurement program insurers
will be required to utilize as a participant of the Exchange:

Quality measures should be developed for a wide variety of health care
providers including physical therapists (this will improve care
coordination among providers and ensure that various health care
conditions are targeted for quality improvement)

Measure should also address a variety of conditions, including chronic
conditions. Quality measures that target chronic conditions, which are
often expensive and exact a high toll on the quality of life of patients, are a
crucial mechanism to reduce cost and improve individual and population
health,



APTA Essential Health Benefits Recommendations
I.  Adopt NAIC Definitions with Modifications
a. Definitions:

i. Rehabilitation Services: Health care services that help a person keep, get
back or improve skills and functioning for daily living that have been lost
or impaired because a person was sick, hurt or disabled. These services
may include physical and occupational therapy, speech-language
pathology and psychiatric rehabilitation services in a variety of inpatient
and/or outpatient settings.

i1. Habilitation Services: Health care services that help a person keep, learn
or improve skills and functioning for daily living. Examples include
therapy for a child who isn’t walking or talking at the expected age. These
services may include physical and occupational therapy, speech-language
pathology and other services for people with disabilities in a variety of
inpatient and/or outpatient settings.

b. Modifications
1. Separation of “physical and occupational therapy”

1. Rehabilitation Services: Health care services that help a person
keep, get back or improve skills and functioning for daily living
that have been lost or impaired because a person was sick, hurt or
disabled. These services may include physical therapy, and
occupational therapy, and speech-language pathology and
psychiatric rehabilitation services in a variety of inpatient and/or
outpatient settings.

2. Habilitation Services: Health care services that help a person keep,
learn or improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at the
expected age. These services may include physical therapy, and
occupational therapy, and speech-language pathology and other
services for people with disabilities in a variety of inpatient and/or
outpatient settings.

II.  Addition of Guiding Principles for Rehabilitation and Habilitation Definitions
a. General Principles:

1. Medical Necessity: Payer definitions of medical necessity must not limit a
health care practitioner’s independent professional judgment regarding



what method, scope or type of treatment is medically necessary for a
particular patient.

i

APTA supports a definition of medical necessity that allows
patients to obtain meaningful access to appropriate health care
services from a qualified health care provider, regardless of care
setting. Accordingly, any determination regarding the number of
visits necessary for the treatment of a particular patient should
remain at discretion of the patient’s treating health care provider
based on the accepted standards of practice. Co-payments or
premiums should not increase if the number of visits deemed
necessary for the appropriate treatment of a patient is beyond the
number of visits allowed in the insurance policy, particularly if an
arbitrary limit should exist on the number of visits.

b. Rehabilitation Principles:

i. Generally, rehabilitative services as they pertain to physical therapy may
include:

L.

Diagnosis, prognosis, and management of impairments, activity
limitations, and participation restrictions to enhance optimal
health, performance, and quality of life;

Skilled interventions to address functioning and disabilities (eg,
impairments, activity limitations, and participation restrictions)
that restore, maintain, or promote optimal physical function,
quality of life, heaith status, or independence in activities of daily
living; and

Prevention and management of the onset, symptoms, and
progression of impairments, activity limitations, and participation
restrictions that may result from disease, disorders, conditions or
injuries (including services that are necessary for the establishment
of a safe and effective maintenance program for the patient).

c. Habilitation Principles:

i. Generally, habilitative services may include:

1.

Services and interventions designed to assist individuals in
acquiring, retaining and improving the skills necessary to function
successfully in the least restrictive setting. Such skills may include
adaptive skills, socialization and self-help; and
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2. Management of limitations and disabilities, including services or
programs that help maintain or prevent deterioration in physical,
cognitive, or behavioral function.

The services and devices used in habilitation are often the same or similar
as in rehabilitation, as are the professionals who provide these services,
the settings in which the services and devices are provided, the individuals
receiving the services, the functional deficits being addressed, and the
improvement in functional deficits. The only meaningful difference is the
reason for the need for the service; whether a person needs to attain a
function from the outset or regain a function lost to illness or injury.



January 31, 2012
Submitted Electronically

Secretary Kathleen Sebelius

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, D.C. 20201

RE: The American Physical Therapy Association’s Response to the Institute of
Medicine’s report, Essential Health Benefits: Balancing Coverage and Cost

Dear Secretary Sebelius:

On behalf of our 80,000 member physical therapists, physical therapist assistants, and
students of physical therapy, The American Physical Therapy Association (APTA)
appreciates the opportunity to submit comments to the Department of Health and Human
Services (HHS) in response to the Institute of Medicine‘s report entitled ~—Essential
Health Benefits: Balancing Coverage and Cost, released on or around October 7, 2011.
The following comments address some of the questions your office posed during the
regional listening sessions held around the country.

Rehabilitative Services

Physical therapy services encompass the diagnosis of] interventions for, and prevention
of impairments, activity limitations, and participation restrictions related to movement,
function and health. (Guide to physical therapist practice, second edition. Phys Ther.
2001;81(1):9-746.) Physical therapists are licensed health care professionals who
diagnose and manage movement dysfunction and enhance physical and functional status
in all age populations. Physical therapists are qualified to provide rehabilitative services,
a defined category of essential health benefits by the Secretary of HHS. Physical therapy
services are often a less costly, yet effective, treatment for conditions such as back pain,
osteoarthritis and incontinence.



APTA is committed to advancing the safety and quality of healthcare and we are eager to
work with the HHS and the states in promoting access to appropriate health care services
in the current environment of states’ resource constraints. Physical therapy is an essential
service provided to adults and children under private and public insurarice programs,
APTA supports the practitioner’s ability to deliver individualized patient care that is
medically necessary by providing a range of benefits to choose from to optimize health
outcomes. These services are crucial to improving a beneficiaries’ ability to function,
participate in daily living, maintain productivity and improve the quality of their health
outcomes. In this current environment of practitioner shortages, it is imperative that
vulnerable populations, such as those who will be participating in the Affordable Health
Insurance Exchanges (“Exchanges”™) be able to access the appropriate health care services
- including physical therapy — and practitioners that they medically require. APTA also
realizes that the determination of the essential health benefits that are offered on the
Exchanges involves balancing a practitioner’s ability to choose the appropriate medically
necessary services in a cost effective way. We urge the Secretary to refrain from defining
the scope of benefits too narrowly as it could impede a practitioner’s ability to choose
from the most appropriate treatment based on the individual’s unique medical needs. At
the same time, we realize that these services must be delivered within fiscally responsible
constraints to control health care expenditures.

“Essential” Benefits

“Essential,” in the context of essential benefits provided under insurance plans, should
mean benefits that are available and accessible to all individuals with coverage without
increased premiums and co-payments. Essential benefits include, but are not limited, to
preventing the spread of disease, improving and/or eradicating certain medical conditions
or disease states, improving and minimizing the effects of acute and chronic conditions,
injury prevention, health benefits which promote and encourage healthy behaviors and
mental health, and assuring quality and accessibility to these services. Without such
essential benefits, an individual’s health condition would deteriorate and potentially
require even more costly healthcare resources.

Under section 1302(b) of the Patient Protection and Affordable Care Act (PPACA),
rehabilitative and habilitative services and devices are included as a category defined as
“essential.” Generally, rehabilitative services may include:

* Diagnosis and management of movement dysfunction and human performance to
enhance physical and functional abilities;

* Skilled interventions to address functional limitations, impairments and disabilities that
diminish an individual’s quality of life, health status, or independence in activities of
daily living. Restoration, maintenance and promotion of optimal physical function; and

*Prevention and management of the onset, symptoms, and progression of impairments,
functional limitations and disabilities that may result from disease, disorders, conditions
Or injuries.



Essential rehabilitation services are also those that are necessary for the establishment of
a safe and effective maintenance program for the patient. 42 C.F.R. §409.44(c)(2)(iii).
The fact that the administration of therapeutic services has stabilized an individual’s
condition does not render cessation of care. The option of continuing physical therapy in
certain situations - such as an individual’s fragile health state becoming stabilized
through rehabilitative services - becomes an essential health service so that an
mndividual’s health does not continue to deteriorate.

Rehabilitative services should be provided by qualified health care professionals
currently authorized under federal law (42 CFR § 484.4), such as physical therapists.

The determination of precisely which type of rehabilitative services should be provided to
the individual should not be restricted by additional limiting definitions of what
rehabilitative services are or which rehabilitative services are “essential” Insurers should
not be able to set “rules of thumb” that limit the provision of rehabilitative services in
their plans or policies. The determination of what type of rehabilitative services should be
provided should be made based on the results of the initial evaluation by the individual’s
qualified health care provider on a case-by-case basis. Any further limiting language in
the determined essential health benefits categories could impinge upon the health care
provider’s ability to provide the best quality of care for the patient’s particular condition.

We caution restricting the number of therapy visits in essential health benefits packages
without allowing for an exceptions process for several reasons. In most insurance plans,
the number of physical therapy visits allowable per year are routinely combined with
speech and occupational therapy visits. This can be problematic for conditions such as
stroke. Often, an individual who sustained a stroke has deficits in many areas, such as
speech (aphasia), mobility, and function requiring the skills and interventions from
physical, occupational and speech therapists in order address the multiple impairments as
a result of the stroke. In order to provide comprehensive, patient-centered care
throughout the continuum of care so the patient can maximize his/her function, a team
approach is vital. If limits are set on the number of visits, the patient may not receive
needed services that are important for recovery and the condition can worsen, thereby
resulting in increased health care costs in treating a more complex and serious condition.

It is crucial to enhancing both access to and quality of care that the provision of these
essential services not be limited by arbitrary restrictions on the number of annual visits as
this could result in insufficient and ineffective treatment for the condition, thus
exacerbating the condition and resulting in substantially increased costs to the health care
systemn and the individual through increased hospital readmissions and frequent visits to
the emergency department. This scenario is what the Affordable Care Act attempts to
prevent, or at least mitigate by including a provision stating that no annual limits or
lifetime limits may be set on essential health benefits. Arbitrarily allowing restrictions on
the number of visits runs counter to best practice standards. For example, some standard
option private health plans would be insufficient for the adequate number of physical
therapy visits needed to treat many individuals with stroke and those who may have
sustained a head trauma, who often require visits which exceed an arbitrary number of



visits limit — such as 50 or 75 annual visits of combined physical therapy, speech and
occupational therapy. Clinical appropriateness should guide the treatment plan rather than
an arbitrary limit of visits or cap.

Finally, section 1302(b) of the Affordable Care Act’s rehabilitative services essential
health benefit designation also includes devices related to physical therapy treatment.
Physical therapists are often involved in fitting patients with orthotics, prosthetics, or the
appropriate wheelchair or other medical devices during therapy treatment to facilitate
function. It is crucial that this equipment is a covered benefit and that essential benefits
are defined to explicitly provide that all durable medical equipment, prosthetic, orthotics,
and supplies (DMEPOS) are included in the meaning of “devices” as essential medical
benefits mn relation to devices physical therapists utilize in providing health services.

“Medical Necessity”

Insurers define medical necessity in non-uniform ways. Definitions of “medical
necessity” point to accepted standards of good health care practices, then can further
define the term as being curative or rehabilitative, or “clinically appropriate.” Definitions
additionally stipulate that treatment cannot be solely for the patient’s convenience.

APTA believes that health care practitioners should determine what method, scope or
type of treatment is medically necessary. APTA supports a definition that does not
restrict the patient from access to the appropriate qualified health care provider and the
appropriate care setting. We support a definition that leaves the number of visits
necessary for the medical treatment to the discretion of the health care provider to ensure
both appropriate and increased quality of care based on standards of good practice.
Additionally, a patient’s continued treatment should not be jeopardized by the imposition
of increasing co-payments or premiums if the number of visits under standards of good
practice conflict with the arbitrary limits in the insurance policy.

Medical necessity can also mean different things to different stakeholders. Individuals
with disabilities have different requirements to acquire services and equipment that is
medically necessary versus a patient with an acute therapeutic medical condition.
Medical necessity should be defined with recognition for the varying populations that
receive short and long term rehabilitative care. CMS Ruling 95-1 provides guidance of
what criteria and methods should be used to determine medical necessity in determining
the existence of “acceptable standards of practice” for Medicare contractors, within the
local medical community. The following criteria should be considered: reliance on
published medical literature, a consensus of expert medical opinion, and consultations
with their medical staff, medical agsociations, including local medical societies, and other
health experts. “Published medical literature” refers generally to scientific data or
research studies that have been published in peer-reviewed medical journals or other
specialty journals that are well recognized by the medical profession, such as the New
England Journal of Medicine and the Journal of the American Medical Association. A
consensus of expert medical opinion might include recommendations that are derived
from technology assessment processes conducted by organizations such as the Blue Cross



Blue Shield Association or the American College of Physicians, or findings published by
the Institute of Medicine. See also Medicare Claims Processing Manual, CMS Pub, 100-
4, Ch. 30, § 40.1.3.

Using organizational policies or rules of thumb to determine medical necessity can have
detrimental effects on quality of care and potentially violate constitutional law. The
courts have recognized the need to tailor health care delivery to that patient’s unique
health concerns, particularly individuals with disabilities who have unique health care
needs. Individuals with multiple disabilities that complicate and prolong rehabilitation
often require extensive skilled physical therapy. Denial of essential services could be
deemed a constitutional law violation. See Fox v. Bowen, 656 F. Supp. 1236 (D. Conn.
1986) (Fiscal intermediaries that routinely deny Medicare claims for skilled physical
therapy on the basis of “informal presumptions or rules of thumb” violate an individual’s
due process rights).

It will be important to ensure that all levels of evidence are included in decisions
regarding coverage, particularly when a “gold standard” of evidence is not available.
These levels of evidence include, but are not limited to, case studies, clinical guidelines,
and clinical decision-making.

Allow Latitude for Treatment Variations While Balancing Costs

Under the Affordable Care Act, the Secretary is directed to “[n]ot make coverage
decisions, determine reimbursement rates, establish incentive programs, or design
benefits in ways that discriminate against individuals because of their age, disability, or
expected length of life” and also to “[e]nsure that health benefits established as essential
not be subject to denial to individuals against their wishes on the basis of the individuals’
age or expected length of life or of the individuals’® present or predicted disability, degree
of medical dependency, or quality of life.” These requirements direct the Secretary on
factors for not excluding benefits.

APTA urges the Agency to ensure that the details of the benefits packages meet the
requirements specified in the Affordable Care Act. The essential benefits packages
should also provide the services necessary to cover individuals with disabilities, low-
income and age-specific conditions. The difficulties experienced by these populations are
great due to the difficulty of accessing medical care. The essential benefits established for
these groups should provide a broad array of options for the practitioner to select from to
allow for the appropriate yet most fiscally responsible choice of care. Restricting the
options of treatments by defining the benefits too narrowly could result in increased costs
to the health care system due to exacerbations of conditions. For example, an individual
with multiple co-morbidities such as diabetes, coronary artery disease, and chronic
obstructive pulmonary disease (COPD) who had a stroke will require extensive
interdisciplinary care, including physical therapy, in order to safely return the individual
to his/her home. If only 20 physical therapy visits are allowed per year, this could easily
be exhausted before functional goals are close to being achieved.. In addition, the
individual may require speech services for swallowing which will also decrease the



number of physical therapy visits that can be covered by insurance. It is unlikely that this
individual will be able to afford to pay for these services out of pocket. Therefore, this
individual will most likely be limited to a wheelchair or bed. With the existing co-
morbidity of diabetes, pressure ulcers could result leading to infection. In addition,
because of the immobility and the person’s history of COPD, the risk of pneumonia
increases substantially.

Another example could involve an individual who has experienced a traumatic brain
injury (TBI): a 20 year old man is a victim of a robbery with resultant beating and
sustained a brain injury resulting in a loss of consciousness of greater than 6 hours. He
was hospitalized for 4 days then transferred to an Inpatient Rehabilitation Facility where
he received physical, occupational and speech therapy 3 hours each day. After 14 days,
he was discharged to his parent’s home in a wheelchair with deficits in the area of
cognition (decreased attention, increased distractibility, and poor memory); difficulty
speaking and being understood (expressive aphasia); decreased balance; ataxic gait;
increased tone 1n the upper and lower extremities, limitations in activities of daily living
and mobility. He required home care services consisting of physical therapy to increase
and progress his dynamic balance and mobility from the wheelchair to ambulation with a
walker with minimal assistance, occupational therapy to increase his independence in
activities of daily living (ADL), and speech therapy to improve his expressive speech.
Yocational rehabilitation 1s also involved to determine his abilities and skills to facilitate
employment. He was previously employed as a cook in a fast food restaurant. If this
man did not receive adequate rehabilitative services, he would be confined to a
wheelchair which could result in multiple problems such as, increased risk for pressure
ulcers, increased risk of pulmonary complications, and obesity. He would likely not be
employed and may need several visits to the emergency department for various infections
and other complications.

Additionally, latitude for treatment must be provided due to variations in treatment for
children versus adults. For example, a 9-year-old girl sustained a motor and sensory
complete C7 spinal cord injury (SCI) after a motor vehicle accident at age 5 (American
Spinal Injury Association [ASIA] impairment classification A). She received surgery
with rod fixation to correct a paralytic spine deformity. A right hip dislocation with
shallow acetabulum was revealed on radiographic examination. Before surgery the child
was independent mn transfers to and from her wheelchair, dressing her upper and lower
body, performing bed mobility skills such as rolling, assuming a sitting position from
supine; however, since the surgery she requires moderate assistance. The parents’ goal is
for the child to return to her pre-surgery functional level. At home she requires physical
therapy for transfer training to and from the wheelchair, increased bed mobility, seating
modifications to keep the acetabular head in place, upper extremity strengthening to
facilitate transfer training and sacral pressure relief, and household modifications to
decrease bartiers. She also requires occupational therapy for ADL training, including
dressing and toileting. Once she is able to return to school, she will require continued
therapy within the school environment. If this child is unable to receive services, she
would require constant care by her parents or others, additional services to provide
education, and negative health sequelae could result, such as pressure ulcers, additional



hip dislocations causing pain and deformity, lack of lower extremity range of motion due
to unchecked spasticity causing difficulty in mobility, toileting, dressing, and bathing.
All of these additional requirements and complications have long term ramifications,
including increased costs and burdens on the individual, the family and the health care
system and a reduction of quality of life.

APTA believes imposing numeric limits on essential benefits is inappropriate given the
provisions included in the Affordable Health Care Act that prohibits annual or lifetime
limits on essential benefits. However, we recognize that unlimited treatment that is of no
value is not appropriate. Medical necessity and effectiveness of care are important
principles to keep in mind. Where documented treatment guidelines exist, these may be
appropriate to use (e.g., Official Disability Guidelines, Presley Reed); however, these
guidelines must be balanced with processes that allow health providers to vary from the
guidelines where it is medically appropriate and on a case-by-case basis. The process
should neither delay the provision of care, nor be overly burdensome to providers or
patients.

Actuarial data should be utilized if certain limits are allowable. In establishing the
minimum requirements for the actuarial value and level of benefits coverage, particular
consideration should be paid to the composition of the risk pool including the number of
covered hives and beneficiary characteristics such as age and occupation. Unique criteria
of local and state populations should be accounted for. Some states have very specific
beneficiary populations that will need special consideration when establishing limitations
criteria. For example, many states (e.g. Mississippi, Texas) have high obesity rates.
Obese patients typically suffer from multiple co-morbidities such as diabetes which can
be expensive and have significant detrimental effects on patient health and overall quality
of life. Other states are dominated by what might be considered high risk occupations
such as coal mining or farming in which health care costs might be higher due to injury
or long term co-morbidities associated with such occupations. These characteristics have
a significant impact on the ability to appropriately risk adjust the pool of covered lives.

Allowing benefits packages to vary based on actuarial equivalence is important to ensure
that any package can evolve naturally based upon the uniqueness of the community, as
well as new innovations in new technology, the most recent clinical evidence and
innovations in benefit design.

It has been suggested that the health care reform essential health benefits be modeled
after the Federal Employee Health Benefit Model of Blue Cross/Blue Shield’s basic
option. However, the package of services provided under this plan are inadequate in
many areas affecting women, children and individuals with disabilities, including, but not
limited to, no coverage for children for many forms of physical, speech and related
therapies, and a lack of coverage for many forms of durable medical equipment (DME)
needed by individuals with chronic diseases such as cerebral palsy, Physical therapists
are often involved in fitting patients with orthotics or the appropriate wheelchair during
therapy treatment. In treating individuals who are disabled or require medical equipment,
it is crucial that this equipment is included as a covered benefit and that essential benefits



are defined to explicitly provide that all DMEPOS are included in the meaning of
“devices” as essential medical benefits in relation to devices physical therapists utilize in
providing health services.

Several laws exist at the federal level which could be utilized to ensure that the benefits
provided are easily accessible and that the policies do not discriminate against potential
plan participants. These include the Americans with Disabilities Act and Section 504 of
the Rehabilitation Act of 1973.

Individual and Community Education and Consumer Choice

Additionally, APTA does not believe the intent of the regulations is to attempt to balance
treatment among all of the defined categories because every service is not needed for
every patient, yet many services are offered routinely in conjunction with another, for
example, chronic disease management and rehabilitative services. Instead, the
practitioner should be provided a menu of options to choose from to treat a patient in the
most medically appropriate way. Denial of benefits on the basis of age, expected length
of life, present or predicted disability, degree of medical dependency or quality of life
should be prohibited. Essential benefits for these individuals should be determined on the
basis of enhancing quality of life and condition rather than applying standard condition
improvement measures. These individuals traditionally experience financial hurdles
which have resulted in delayed or substandard medical care. It is sound public policy to
include mechanisms to educate individuals on the changes to and availability of the
health care system as a result of PPACA. The impact of community education can be
significant and deter negative and costly health consequences.

Further, reduction of health care barriers and allowing individuals the opportunity to
choose their primary care provider, obstetrician-gynecologist, and physical therapist,
further empowers individuals in the disease management process by providing them
adequate choice and control over the available providers. All insurers should be rated on
the same criteria to ensure faimess in the comparisons between plans, and consumers
should also have access to customer satisfaction ratings.

Flexibility

As demonstrated through implementation processes for other federal initiatives,
providing flexibility to states which allows them to establish additional standards above
and beyond federal standards creates an environment where confusion can flourish.
Insurers operating in multiple states could incorrectly assume that a requirement of one
state is applicable to all states in which they operate. If a great degree of latitude is
afforded to the states, appropriate education should be provided to ensure all stakeholders
are aware of the minimum federal requirements and how to obtain information regarding
any additional state requirements. However, flexibility allows for innovation at the state
level which could enable “best practices” that can be used by other states to improve the
development of their Exchange.



When developing Exchanges for states who elect not to or are unable to establish an
Exchange the federal government will have to work closely with the state to ensure that
rules for those plans within the Exchange do not conflict with rules established by the
states for the plans operating outside the Exchange. Many stakeholders have expressed
concern that if the rules are different or incongruous for plans inside and outside of the
Exchange that it could lead to adverse selection. In this instance, plans within the
Exchange might be filled with high-risk, high-cost patients increasing the cost for those
plan participants and in some ways undermining the intent of the Exchanges.

Note that many states are currently experiencing significant economic hardships due to
the economic downturn of the last few years. Various federal initiatives, such as incentive
payments for meaningful use of electronic health records, expansion of the Medicaid
benefit to 133% of the federal poverty level, and transition from ICD-9 to ICD-10 will
add to the strain on state budgets and administrative infrastructure despite federal
financial assistance. The economic health of a state could have significant implications
for the development of an Exchange at the state level. Planning grants and technical
assistance could mitigate the impact of this additional financial strain.

States will need to determine what administrative infrastructure is currently in place. If
the state has a robust administrative infrastructure that is well-staffed, the resource needs
related to the development of an Exchange will not be as great as those states with a
limited mfrastructure. If a state needs to turn to a third party to administer its Exchange, it
could minimize the administrative burden but could prove costly.

If a state is able to effectively facilitate enrollment into and/or between various social
service programs such as the Exchanges, the Children Health Insurance Program (CHIP)
and Medicaid, the need to design such systems in the future (and the cost associated with
their design) will be minimized. If the state does not have the ability to streamline these
enrollment processes it will likely need a greater degree of financial and technical
assistance than its counterparts to develop this capability.

Finally, if a state develops an Exchange that fails to gain the support of key stakeholders
such as the insurance plans or health care providers, appropriate risk adjustment cannot
exist and states may find the Exchange is comprised of chronically ill or other patients
considered “high risk” by insurers. This could preclude the Exchange from meeting its
intended goal of making insurance affordable as well as easy to select and purchase.
Failure to attract the appropriate number of health care providers could also jeopardize
the sustainability of the Exchange. This could limit the ability of the Exchanges to
expand health care coverage to a greater number of Americans, reduce health care costs,
and improve overall public health. Some states may need some form of technical
assistance to help avoid such pitfalls,

Plan Rating System

The Medicare program has undertaken the development of plan rating systems for
various practice settings such as their home health, nursing home, and hospital compare



programs that CMS could use as a model as it develops a plan rating system for the
Exchanges. These programs enable a beneficiary or his or her caregiver to use a web-
based portal to assess quality on a variety of factors including cost, location, consumer
satisfaction, and performance of various quality actions. Regardless of what plan rating
system is ultimately adopted it, should be comprehensive (e.g. take into consideration
cost, plan offering, adequacy of provider network) to ensure that consumers have all the
information necessary to determine what plan is best for them. Additionally, all insurers
should be rated on the same criteria to ensure fairness in the comparisons between plans.
Consumers should also have access to customer satisfaction ratings. This system could be
further utilized for periodic review and updating of essential packages. Transparency
across a variety of levels will be crucial in ensuring consumers understand the quality and
cost of their plan choices. Consumers will need to be able to compare and contrast plans
based on factors such as covered benefits, cost, provider networks, and quality.
Consumers should also have a clear understanding of their rights under the health plan
including their appeal rights.

Quality improvement programs which include quality measures are an important
mechanism to ensure appropriate and timely care are provided to patients and to track the
effectiveness of new treatments and scientific developments. However, several factors
should be considered when developing any quality measurement program insurers will be
required to utilize as a participant of the Exchange. First, quality measures should be
developed for a wide variety of health care providers including physical therapists.
Developing measures for a wide variety of health care providers has the potential to
mmprove care coordination among these providers and ensure that various health care
conditions are targeted for quality improvement. These measures should also address a
variety of conditions, including chronic conditions. Quality measures that target chronic
conditions, which are often expensive and exact a high toll on the quality of life of
patients, are a crucial mechanism to reduce cost and improve individual and population
health. Second, participation in quality improvement initiatives should minimize the
burden on health care providers. Many quality reporting initiatives currently underway
allow providers to indicate their participation or that a quality action was performed via a
claim form, a registry, or electronic health record. The types of quality measures
developed typically can be reported in a way that does not require chart abstraction or
submission of documentation, processes which can be administratively burdensome and
expensive.

Third, different types of quality measures including structural, process, and outcomes
measures that are appropriately risk adjusted should be developed. Process measures,
often based on evidence-based practice, facilitate the adoption of best care practices by a
larger number of health care providers. Outcomes measures, which allow health care
providers to demonstrate the results of their care, should receive special consideration.
One challenge outcomes measures present is the possibility of penalizing a provider who
delivered quality of care but still had negative health outcomes due to factors outside of
the provider’s control, such as patient non-compliance with health care instructions.
Allowing health care providers a range of options to demonstrate the quality of the care
they deliver via different forms of quality measures, will improve patient heaith, and
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ensure providers are not inappropriately penalized for patient health outcomes beyond
their control.

A mechanism for policy input by stakeholders at the state and federal levels should be
implemented. A public-private advisory group should be created which recognizes the
stakeholders with relevant policy exp%rtise. An individual from each provider group
should be in the group, including, a physical therapist. The core mission of the advisory
group could be identifying changes in public priorities identified through public input
and/or policy changes at the state or national level for updating essential packages.

State Mandates

Currently, states do not have substantial direct cost from adding a substantive health
insurance mandate; any increased costs are passed on to the insured population in the
form of premium increases. States may face increased premium costs for their own
employees as a result of the mandate, but the cost is often not significant. Once PPACA
becomes effective, states will face the full cost of the premium increase for any resident
that qualifies for the premium tax credit. States have to calculate that the benefit
associated with the mandate outweighs its real cost. The expected result is that fewer
mandates are likely to come through at the state level and states may repeal existing
mandates that end up exceeding the requirements of federal essential health benefits.

The inclusion of current state mandates under essential health benefits would mitigate
this expense. However, the lack of uniformity among state mandated health benefits
among the states could result in difficulty in implementation. States are free to continue
mandating benefits for policies sold outside of the exchange without facing any direct
cost. One outcome may be that states will change all of their existing mandates to apply
only to non-exchange policies and ensure that any future mandates are similarly
restricted. However, if a state’s non exchange-based policies have greater coverage
requirements than exchange-based policies, there is a possibility that the non-exchange-
based policies will suffer due to adverse selection.

Conclusion

In conclusion, it is vitally important that individuals, especially vulnerable populations
such as children, the disabled and at-risk adults, are able to access care that is medically
necessary for their health condition. The inability to obtain care or receive appropriate
care results in a substantial cost to beneficiaries, states and the health care delivery
system as a whole. The intent of the Exchanges is to make services available and
affordable to populations who have been excluded under prior law.

APTA commends the HHS on allowing stakeholders the opportunity to comment on this
important regulation which will allow states to increase access to services, improve care
delivery and health outcomes to the consumer, and improve cost efficiencies. We
strongly urge HHS to encourage states to align benefits between Medicaid and the
Exchanges to reduce costs and administrative burdens. Additionally, data collection and
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monitoring activities by states will result in more valuable data to measure care outcomes
and further reduce administrative burdens in the Exchanges. Decreasing costs while
allowing access to quality health services has been evidenced by innovative payment
models such as medical and health homes and other integrated service models. These
efforts will require increased participation and collaboration with all stakeholders.

APTA looks forward to working with HHS in its efforts to establish a flexible definition
of rehabilitative services as an essential health benefit. Thank you for your consideration
of our comments. If you have any questions regarding our comments, please contact
Deborah Crandall, Associate Director of Payment, Policy and Regulatory Affairs, at 703-
706-3177 or deborahcrandall(@apta.org.

Sincerely,

/\)“’ o B

’\ér";ﬂ[j""

R. Scott Ward, PT, PhDD
President
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PHYSICAL THERAPY MODEL BENEFIT PLAN DESIGN BOD P12-11-01-01 [Position]

The American Physical Therapy Association (APTA)} has developed the Physical Therapy Model
Benefit Plan Design to ensure access to physical therapy services by informing decisions
regarding coverage of physical therapy services in insurance benefit plans. The Physical Therapy
Model Benefit Plan Design should be used by insurers, employers, individual insurance plan
subscribers, and public policy-makers when considering insurance benefit plan design. It is also a
tool for physical therapists to advocate for appropriate access to and coverage of physical
therapist services for their patients and clients.

Physical therapy is a health profession whose primary purpose is the promotion of optimal health
and function. As such, access to physical therapy services is necessary for health care
consumers in order to optimize activity and participate in society. Today, insurance benefit plan
designs contain features that inappropriately restrict access to medically necessary physical
therapy services. These features include: escalating out-of-pocket payment requirements;
combining physical therapy benefit limits with those of other disciplines reporting the same or
similar Current Procedural Terminclogy (CPT) codes; and denial of services based on visit limits
and utilization management guidelines that are arbitrary or inappropriate.

In some markets, out-of-pocket payments account for the majority of the cost of a visit. In
addition, recent development is noted of requirements for multiple copayments for a single visit
on the same date of service under one physical therapy plan of care. APTA appreciates the
concept of cost-sharing to encourage appropriate utilization of health care services; however, out-
of-pocket payments are reaching the point at which patients/clients are choosing to forgo
necessary services because they are becoming unaffordable.

Physical therapists report (bili for) their services using CPT codes that are also reported by other
health care disciplines, such as occupational therapists and chiropractors. Insurers have
established policies to limit the number of visits based solely on CPT codes reported. This policy
creates confusion for health care consumers when they attempt to access physical therapy
services after receiving unrelated services from another health care provider and they are told
that they have exhausted their physical therapy benefit.

APTA supports the use of evidence in decision making regarding health care services. As such,
treatment guidelines and visit limits should be supported by evidence and consideration of the
consumer’s heglth care needs to actively participate in society.

The Institute of Medicine’s (IOM) recent report Essential Health Benefits: Balancing Coverage
and Costs reinforces the appropriateness of including physical therapy benefits in comprehensive
insurance plan design.’ IOM developed this report in response to a request by the U.S.
Department of Health and Human Services for assistance in defining essential heaith benefits
under provisions of the Affordable Care Act. Because physical therapists deliver services under
several of the 10 essential benefit categories — including rehabilitative and habilitative services
and devices, preventive and wellness services, and pediatric services — APTA believes that
physical therapy must be included in any comprehensive insurance plan design.

The Physical Therapy Model Benefit Plan Design includes: a description of the role and value of
physical therapists in health care, emphasizing the use of evidence in reducing disability and
clinical costs; guiding principles regarding access to physical therapists including discussion



about who is responsible for physical therapy services, the role of medical necessity in decision
making, the coverage of physical therapy benefits, and appropriate cost-sharing provisions; and a
glossary of key terminclogy included in the description and guiding principles sections.

Description of Physical Therapy Services

Physical therapists diagnose and manage movement dysfunction and enhance physical and
functional abilities for movement disorders related fo impairments of the musculoskeletal,
cardiovascular/pulmonary, neuromuscular and integumentary systems. Physical therapists
restore, maintain, and promote optimal physical function as well as optimal wellness, fithess, and
guality of Iife as it relates to movement and health. Physical therapists also prevent the onset,
symptoms and progression of impairments, functional limitations and disabilities that may result
from diseases, disorders, conditions or injuries.

Physical therapists perform the patient/client management elements of exarnination, evaluation,
diagnosis and prognosis. Physical therapy interventions are provided by or under the direction
and supervision of licensed physical therapists.

Physical therapists provide evidence-based services to decrease disability, improve function and
independence, prevent illness, promote wellness and restore quality of life to the patients/clients
they serve.

Physical therapy services reduce disability and clinical cost by reducing the need for services of
greater expense, greater risk, or both to the p.attient.c’client.3

As such, any comprehensive health care coverage and insurance plan design must include a
benefit for medically necessary physical therapy services as determined by the physical therapist
of record.

Guiding Principles
APTA endorses inclusion of the following principles in insurance benefit plan design to ensure
health care consumer access to physical therapist services.

Provision of physical therapy services

Physical therapists are the only professionals who provide or supervise the delivery of
interventions under a physical therapy plan of care. APTA recommends that federal and state
government agencies and other third party payers require physical therapy services to be
provided only by or under the direction and supervision of a licensed physical therapist.

The patient/client management elements of examination, evaluation, diagnosis, and prognosis
should be represented and paid as physical therapy only when they are performed by a licensed
physical therapist.?

The patient/client management element of intervention should be represented and paid as
physical therapy only when performed by or under the direction and supervision of a licensed
physical therapist in accordance with APTA positions, policies, standards, codes, and guidelines,
and applicable state laws. :

The plan of care for medically necessary physical therapy services is established by a licensed
physical therapist.

Medically necessary physical therapy
Medically necessary physical therapy services are comprehensive, and are paid through the
continuum of life and across all treatment settings.

Medically necessary physical therapy services, as defined below, are paid as physical therapy
when provided by or under the direction and supervision of a licensed physical therapist



consistent with the jurisdictional scope of practice and qualifications, and according to the needs
of the patient/client.

Coverage of physical therapy
Medically necessary physical therapy services delivered by or under the direction and supervision
of a licensed physical therapist should be covered by the insurer.

Payment for services provided by or under the direction and supervision of a licensed physical
therapist:

= is not subject to referral restrictions or authorization, consistent with medical necessity
requirements.

o is defined as a distinct benefit. Services are not combined in a benefit package that
includes any other professional discipline reporting CPT codes either within or outside of
the 97000 series.

» is not identified or limited by an arbitrary set of CPT codes, such as the 97000 series
code set. As per CPT instruction, "Any procedure or service in any section of the CPT
book may be used to designate services rendered by any qualified physician or other
qualified health care professional.”

All plan documents are written in plain language to make them responsive, accessible, and
understandable to the public. Acronyms are limited in all of the insurer’s written documentation. If
acronyms are used, an explanation is included about their meaning.

Cost-sharing in physical therapy
Physical therapy services that are covered and that require an out-of-pocket payment by the
covered individual should be applied to the out-of-pocket maximum coverage limitation.

Out-of-pocket payments for physical therapy services should be reasonable and should not
prohibit the effective utilization of, or appropriate access to, physical therapy services under the
plan design.

Covered individuals should be protected against catastrophic out-of-pocket expenses for skilled
and medically necessary covered services. Annual out-of-pocket expenses should not exceed the
current federally determined maximum out-of-pocket expenses for Health Savings Accounts
(HSA) per individual and per family.

Definitions

Physical therapists are licensed health care professionals. Qualification for licensure includes
passing the National Physical Therapy Exam (NPTE), administered by the Federation of State
Boards of Physical Therapy. Another important qualification for licensure is graduation from
physical therapy education program accredited by the Commission on Accreditation in Physical
Therapy Education (/CAPTE) or a program that is deemed substantially equivalent to a CAPTE-
accredited program.

Physical therapy and physical therapist services are the care and services provided by or under
the direction and supervision of a licensed physical therapist. Physical therapy is synonymous to
physiotherapy. The terms physical therapist and physiotherapist are also synonymous.?®

A physical therapy examination is the comprehensive screening and specific testing process that
leads to diagnostic classification or, as appropriate, referral to another health care practitioner.
Examination includes patient/client history, systems review, and tests and measures.?

A physical therapy evaluation is the clinical judgment made by the physical therapist based on
data gathered during the examination.



A physical therapy intervention is the purposeful interaction of the physical therapist with the
patient or client and, when appropriate, with other individuals involved in patient/client care, using
various physical therapy procedures and technigues to produce changes in the condition that are
consistent with the diagnosis and prognosis. Physical therapy interventions consist of
coordination, communication, and documentation; patient/client-related instruction; and
procedural interventions.”

Physical therapy, as part of an individual's health care, is considered medically necessary as
determined by the licensed physical therapist based on the results of a physical therapy
evaluation and when provided for the purpose of preventing, minimizing, or eliminating
impairments, activity limitations, or participation restrictions. Physical therapy is delivered
throughout the episode of care by the physical therapist or under his or her direction and
supervision; requires the knowledge, clinical judgment, and abilities of the therapist; takes into
consideration the potential benefits and harms to the patient/dlient; and is not provided
exclusively for the convenience of the patient/client. Physical therapy is provided using evidence
of effectiveness and applicable physical therapy standards of practice and is considered
medically necessary if the type, amount, and duration of services outlined in the plan of care
increase the likelihood of meeting one or more of these stated goals: to improve function,
minimize loss of function, or decrease risk of injury and disease.®

Patient/client refers to the individual receiving physical therapist services.

Out-of-pocket payrments include copaymaent, coinsurance, deductibles, and any other expenses
that are the responsibility of the patient/client.
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What is a Physical Therapist?

Physical therapists are health care professionals who maintain, restore, and improve
movement, activity, and health enabling individuals of all ages to have optimal
functioning and quality of life. Additionally, pursuing exercise programs designed by a
physical therapist has been associated with protecting patients against injury and
potentially eliminating the need for surgery.

Demeonstrated Value

Physical therapists are a highly effective alternative to prescription medication and
surgery for many conditions.! PTs commonly work with patients to alleviate pain
correlated wzth the neck, shoulders, lower back, and knees, ailments affecting many
Americans.? Research shows that individuals who receive regular physical therapy
treatment experience greater improvement in function and decreased pain intensity.’
Physical therapists, within their scope of practice, are extensively qualified to execute
comprehensive patient care including examination, diagnosis, and treatment.

In addition to mitigating pain from musculoskeletal conditions, physical therapists
provide value for patients suffering from arthritis, vertigo, breast cancer, diabetic ulcers,
and type 2 diabetes, among other conditions. Additionally, physical therapists have an
extremely low incidence of liability claims. According to the Healthcare Providers
Service Organization (HPSO), only 1,464 malpractice claims were zssued involving
physical therapists in the United States throughout a 13-year period.* This low claims
trend applies both to states that allow patients to have direct access to physical therapist
services without a referral from a physician and the few states that do not.

Cost-effective Care
Studies indicate that early and appropriate access to physxcal therapy results in significant
cost savings for employers, insurers, and patients.”® For example, physical therapy

! Holmgren T, Bjérnsson Hallgren H, Oberg B, Adolfsson L, Johansson I Effect of specific exercise strategy
on need for surgety in patients with subacromial impingement syndrome: tandomised controlled study. BM].
2012, Feb 20;344:2787. dot: 10.1136/bmj.e787.

? Fritz IM, Cleland JA, Speckman M, Brennan G, Hunter 3], Physical therapy for acute low back

pam associations with subsequent healthcare costs. Spine. 2008;33(16):1800-1805.

? Thid.

* Healthcare Service Providers Service Organization. Case Study with Risk Management Strategies.
Physacal Therapists and Medical Malpractice, 2011 n. page. Print.

* Blackmore CC, Mecklenburg RS, Kaplan GS. At Virginia Mason, collaboration among providers,
employers, and health plans to transform care cut costs and improved quality. Health Affairs.
2011:30(9):1680-1687.
¢ Ehrmann-Feldman D, Rossignol M, Abenhaim L., Gobeille. Physician referral to physical
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combined with comprehensive medical care may replace the need for surgery for those
with moderate to severe osteoarthritis of the knee by relieving pain and stiffness.” The
American Heart Association encourages patients with heart disease to see a physical
therapist for the initial treatment of pain as an alternative to prescription medications.®

Due to physical therapy’s categorization as a “specialty” health service, patients’
copayment responsibilities may be as high as $75 per visit, which can exceed the total
cost of services. These patients seeking physical therapy may pay over $600 per month in
out-of-pocket expenses, in addition to their monthly premium, to access essential
treatment. Patients who fail to receive the rehabilitation care they need from physical
therapists may be more likely to require higher-cost interventions to remain functional.
Additionally, insurers avoid covering the cost of physical therapy care by limiting the
total annual payment or by restricting the number of patient visits per year, per episode,
or per condition.

Increasing Access to Physical Therapy

Despite the fact that most states allow some form of direct access to physical therapy,
some patients experience barriers to care. Referral mandates by payers have been
reported to cause delays in necessary patient treatment.” Additionally, exorbitant copays
and limited insurance coverage restrict the frequency and duration of care a patient can
afford, often preventing patient compliance with professional recommendations.

States that allow patients direct access to physical therapy services experience valuable
cost savings. A study published ahead of print September 23, 2011, in the journal Health
Services Research (HSR), reviewed 62,707 episodes of physical therapy in Iowa and
South Dakota. These states have allowed direct consumer access to physical therapists for
more than 20 years. The researchers used non-Medicare claims data from a Midwest
insurer over a S-year period to validate cost savings. While earlier research also supports
cost savings with direct consumer access, the HSR study is the most comprehensive to
date for having incorporated an extensive number of episodes and controlling for illness
severity and other factors that could affect patient outcomes.

therapy in a cohort of workers compensated for low back pain. Phys Ther.

1996;76(2):150-157.

" Kirkley A, Birmingham, TB, Litchfield RB, et al. A randomized trial of arthroscopic surgery for
osteoarthritis of the knee. NEJM. 2008;359:1097-1107.

§ Elliott MA, Bennett JS, Daugherty A, Furberg C, Roberts H, Taubert KA. Use of nonsteroidal
antiinflammatory drugs: An update for clinicians: ascientifit statement from the American Heart
Association. Circulation. 2007:115:1634-1642,

Y Pinnington MA, DMller ], Stanley I. An evaluation of prompt access to physiotherapy in the management of
low back pain in primary care. Fam Pract. 2004 Aug;21{4):372-80.
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The 2011 HSR survey reported several findings that explicitly support direct access and
physical therapy intervention. Of the most notable conclusions, researchers found that the
average cost for physical therapy claims was lower for patients who visited a physical
therapist directly ($347) than for patients referred by a physician ($420). Additionally,
patients who visited a physical therapist directly for outpatient care had 86% fewer visits
on average than those who were referred by a physician. Moreover, direct access to
physical therapy did nof correlate with overuse or decreased quality of care, or with
patients’ disengagement from the overall health care system. In contrast, the study found
that delays in care result in higher costs as untreated conditions may require more
expensive freatment. Additional consequences of limited access include decreased
functional outcomes and frustration among patients requiring physical therapy services.

Coneclusion

The benefits of physical therapy are extensive, enabling patients to live healthily while
avoiding unnecessary surgery, medication, and doctor’s visits, which often impose a
heavy financial burden. However, the current health care system prevents physical
therapists from providing necessary medical treatment to patients as a result of unfair
copays and limited access. Policy reform is necessary as a proactive response to
addressing systemic inefficiencies impeding patient access to high-quality care.

Specitically, reform supporting direct access will enable patients to access physical
therapy without an outside referral, thereby providing for timely and cost-effective
fulfillment of valuable medical treatment. Payment reform aims to restructure the current
copay system to withdraw physical therapy from a category of “medical specialists™
charged on a per visit basis, to ease the financial burden on patients and employers. This
act operates i compliance with the Patient Protection and Affordable Care Act, which
will limit individuals’ annual deductible for health care coverage to a maximum of
$2,000 effective January 2014,

Physical therapy is a medically necessary component of comprehensive health care
services for citizens. State and federal policy reform is vital to providing unrestrained
access to high-quality care, which will reduce lost time and finances expended by patients
and employers,



