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» Daniel C. Fechtner, M.D.

ehabilitation following
an injury, illness or joint
replacement can help pre-
vent deconditioning and muscle
atrophy. But timing can be critical.
Physiatrists suggest early interven-
tion to prevent, identify or treat
complications that can interfere
with the rehabilitation process. And
acute care hospitals understand that
such interventions can both improve
outcomes and shorten stays.
Amputation, stroke, spinal cord
injury and traumatic brain injury
patients are all at particular risk for
complications and could benefit
from rehabilitation soon after
admission to the hospital. Pressure
sores can begin within hours after a
spinal cord injury, even while the
patient is still in the emergency
department. Aspiration pneumonia

An early start to rehabilitation
can help avoid complications

A
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or infection can arise within days
after admission with stroke or other
neurological conditions. These are
complications that rehabilitation
therapists and physiatrists manage
every day.

Early intervention strategies
Acute care hospitals and rehabil-
itation hospitals can both develop
strategies for ensuring early rehabil-
itation intervention. There are many
diagnostic and therapeutic goals for
the first days of an acute stay, and
these should include early identifica-
tion of rehabilitation candidates,
early rehabilitation intervention and
early transfer to rehabilitation care.
Timely rehabilitation consults
are the first step for achieving these
goals. Generally, a staff physical or
continued on page 7
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through a patient’s eyes

» Bruce M. Gans, M.D.

fter spending 30 years in physical medicine, I find it easy to

forget just how frightening hospitals can be. Our workday

world can be a terrifying place for patients and their fami-

lies, who often find there a nightmarish new reality of limited
function or capacity.

Just how scary that can be was brought home to me by two recent
experiences. The first was helping a favorite cousin cope with his
father’s stroke. In our almost daily phone conversations, I heard his
bewilderment over treatment options and medical jargon.

What for me, as a physician, was a bread-and-butter situation of
a simple stroke was, for my cousin, a life-altering event. “Why can't
he talk?” he asked. “When will he be able to swallow? Is he going to
die?” I could easily explain the advantages of different care settings
and the ideal course of action for rehabilitation management. Instead,
he wanted to be reassured that this key relationship in his life hadn't
irrevocably changed.

The second experience was even more personal: I myself was
briefly hospitalized for a surgical procedure. Suddenly I was the
patient, the focus of medicine's technological advances—and possibly
the victim of the next medical error.

Two factors about being a patient impressed me the most. One, 1
was struck by how vulnerable I felt. Even though I was being treated
in a world-class institution, I was all too conscious that my well-being
was utterly dependent on the skills and professionalism of very busy
individuals.

The second and much more positive impression was how impor-
tant my providers’ nonverbal communication was to me. Having
physicians spend an extra five minutes of their time, being touched by
nurses when they spoke to me, finding aides who maintained good eye
contact and a smile instead of staring at the floor or being preoccu-
pied—those were the factors that shaped my experience as a patient
and helped calm any fears over what was happening to me medically.

Seeing care through the eyes of a patient is what I’ve brought back
with me to my preferred side of the physician-patient equation. There
is nothing “routine” about what has put our patients under our care,
and we must help them weather that catastrophe with education,
reassurance and understanding.

Our ability to provide support is particularly critical, given how
many of our patients have a hard time processing the information we
need to give them. Our willingness to spend the time they need and
our efforts to communicate—through our demeanor, as well as our
words—can have a big impact on their therapy.

We need to extend that support as well to their family members,
who sometimes become anxious in the face of such frightening
changes. As tough as those interactions can be, we must make the
extra effort to reach out to people struggling with panic and grief—
feelings they inevitably experience before they can see the hope we
offer and begin to reap the benefits of the care we provide.

Seeing the world of medicine




v

How electronic aids to daily living can
empower patients with spinal cord injury

» Jill Garcia, M.S., OTR, and Terrence C. Carolan, M.S., P.T.

fter a spinal cord or brain
injury, patients often feel
their lives are over. In
fact, with the help of powerful assis-
tive devices, all patients can gain
some degree of control and quality
in their lives. Electronic aids to daily
living (EADL) programs are
designed to determine which devices
will give individuals the greatest
possible amount of independence.
EADL devices bridge the gap
between a patient’s level of function
and his or her environment.

The Kessler Institute for Reha-
bilitation EADL program serves
patients with severe spinal cord
injury (Cé6 or C7 or higher) and may
soon expand to include other diag-
noses such as traumatic brain
injury. The program helps patients
set specific goals, then determines
ways to achieve them using the
appropriate technology. A dedicated
assistive technology suite provides a
quiet environment to assess and
instruct patients on the use of
devices in one-on-one therapy ses-
sions. Environmental control units
(ECUs) in patients’ rooms are used
to control lights, televisions, call
bells and other devices for training
in a real-life environment.

The ECUs allow patients with lit-
tle or no arm or leg function to con-
trol any number of appliances, such
as telephones, doors, televisions and
DVD players. The units have
switches that can be turned off and
on with infrared beams, ultrasound
waves, Or pneumnatic pressure gener-
ated by sipping or puffing into a
tube. Other switches are controlled
by subtle movement, such as raising
a cheek or elevating an eyelid.
Other ECUs “learn” the patient’s
voice and allow him or her to acti-
vate appliances and lights by voice.

P

Another mission of the program
is to stay up to date on new tech-
nologies and assistive devices. Ven-
dors provide product information
and demonstrations regularly and
therapists in the EADL program
attend annual courses and classes in
the field. Frequent in-service presen-
tations on EADLs are given for staff.

Patient training in the use of the
assistive devices is provided by phys-
ical and occupational therapists and
also integrated into the therapy reg-
imen. Program therapists communi-
cate with the therapy team on what
devices the patient is working with
and which muscle groups need exer-
cising in order to use the devices.
The patient may be learning to use a
voice-controlled computer that will
enable him or her to return to work.
Individuals may also learn to use a
cell phone with buttons that have
been built up with pegs of wood, so
less assistance will be required after

ﬁ -r..

Today's electronic technology enables patients with spinal cord injuries to control
their environment in ways that were undreamed of just a generation or two ago.

returning home. Mainly, however,
EADL improves the quality of life
for individuals who would otherwise
have very limited function. One type
of device, for example, uses switches
to allow a patient to turn the pages
of a book forward and backward.

Finally, because electronic assis-
tive devices are often expensive and
not covered by insurance, the pro-
gram also seeks to help patients
locate funding for them.

The EADL program offers excit-
ing options for patients and allows
them to focus on what they can do,
rather than what they cannot do.

Jill Garcia, M.S., OTR, is an occupa-
tional therapist at Kessler Institute for
Rehabilitation. She can be reached at
jgarcia@kessler-rehab.com. Terrence C.
Carolan, M.S., P.T, is a senior physical
therapist at Kessler Institute for Rebabil-
itation. Readers may contact him at
tcarolan@kessler-rebab.com.
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Acupuncture gains a believer—and a practitioner

One of the world's oldest medical techniques is making new inroads in rehabilitation

t is an ancient technique dat-
I ing back thousands of years,

the Oriental art of using fine
needles to diagnose and treat med-
ical conditions.

But acupuncture is now finding
diverse new applications in modern
rehabilitation to treat pain, relieve
side effects from other therapies and
help stroke patients regain function.
Robert Krotenberg, M.D., Kessler’s
senior medical officer, recently
explained to Focus on Rehabilita-
tion why he’s become not only an
advocate of the venerable therapy,
but a practitioner as well.

FOCUS: What sparked your interest
in acupuncture?

KROTENBERG: My wife had chronic
neck problems for 15 years and got
little relief from traditional thera-
pies. I finally asked a physician here
who is certified in acupuncture if
she could help—and after only three
treatments, my wife hasn't had a
problem since.

I became a believer and decided
to get trained myself. I'm now the
fifth physician here at Kessler to be
certified in acupuncture, out of a
physician staff of 30. That's an
unusually high ratio.

FOCUS: What conditions do you
treat with the procedure?
KROTENBERG: We use it primarily
to treat a whole range of pain syn-
dromes—pain resulting from trauma,
auto accidents, broken bones or
chronic back pain. Patients who opt
for acupuncture often don't want to
take stronger medications than
they’re already on, so they use it to
complement pain medications.
Some patients who prefer a less sys-
temic treatment for pain will get
acupuncture as an alternative.

Also, in the past we received a
federal grant to study the effective-
ness of acupuncture for different
conditions. One trial that we had a
keen interest in, because we treat so
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many stroke patients,
looked at how effec-
tive acupuncture was
for patients with
swallowing problems
as a result of stroke.

Our research—
and the data that
were  subsequently
published—clearly
supported the use of
acupuncture for dys-
phagia, so we are
now one of only a
very few facilities that
offer it to stroke
patients. In patients
who have swallowing
problems, we use
acupuncture in addi-
tion to the head posi-
tion techniques and
food consistency mod-
ification that are the
standard of care for
dysphagia.

We also use acupuncture for
other conditions for which it’s been
recognized as effective: vomiting
and nausea, particularly nausea
associated with chemotherapy and
other medications; and facial pain,
including trigeminal neuralgia.
Studies also support its use in treat-
ing post-operative pain.

FOCUS: Are more patients now ask-
ing for the procedure?
KROTENBERG: In inpatient rehabili-
tation, its use is driven more by our
physicians, who are aware of its
benefits and offer it to patients. On
the outpatient side, patients here in
the community have heard we offer
acupuncture, so they come in specif-
ically for treatment—usually for
pain—that isn’t tied to any form of
rehabilitation.

FOCUS: Why does it work?
KROTENBERG: We now have a bet-
ter understanding of what happens
physiologically in the body when

When acupuncture helped his wife overcome neck pain,
Robert Krotenberg, M.D., decided to learn the technique.

acupuncture is administered.

Studies have shown that various
pain modulators—such as endor-
phins, enkephalins and other neuro-
chemicals—are secreted in response
to acupuncture stimulation at specific
anatomical sites we call “points.”
Certified acupuncturists typically
work with several hundred different
points throughout the body.

These substances have an opioid-
like effect and can reduce pain. Also,
these neurochemicals affect parts of
the central nervous system that are
linked to involuntary body functions
and sensation.

FOCUS: How extensive is the scien-
tific evidence behind acupuncture?

KROTENBERG: Studies clearly sup-
port its effectiveness. At the same
time, it's hard to design a classic sci-
entific study—one that’s randomized
and double blinded—for acupunc-
ture, because trial participants can't
“ignore” an acupuncture needle the
way they can unknowingly take a



placebo in a blinded phar-
maceutical trial.

There have been “sham”
acupuncture studies where
the control group is given
needles that aren’t placed
directly in acupuncture
points—an intervention that
can still stimulate a placebo
effect. But studies have
found that the placebo
response in acupuncture tri-
als is identical to that found
in studies on traditional
medications. The science
certainly doesn’t support
the idea that acupuncture is
all placebo.

The National Institutes
of Health has issued a con-
sensus statement about

~acupuncture. It also estab-

lished the National Center

for Complementary and

Alternative Medicine, which
supports research into acupunc-
ture, as well as into other types of
therapy. I'd say the majority of
insurers now cover acupuncture
treatments.
FOCUS: Is physical medicine more
open to such complementary ther-
apy than other specialties?
KROTENBERG: 1 think so. Physical
medicine in general takes a broader
view of medical care and already
incorporates a variety of therapies,
such as massage and stimulation.

Because we help patients regain
function in all areas of their life, we
need to take a more holistic, multi-
disciplinary approach. That leads
rehabilitation physicians and allied
professionals to be more open to
alternative approaches than other
specialties, which might be more
entrenched in strictly outcomes-
based medicine.

Readers may e-mail Dr. Krotenberg
at rkrotenberg@kessler-rehab.com.
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How an ethics committee resolves
disagreements about what’s right

» Philip |. Driscoll, Jr., FACHE

very day, health care
providers face ethical
dilemmas that have far-
reaching effects on their patients’
lives. While acute care questions gen-
erally revolve around life-and-death
decisions—such as whether to con-
tinue or cease life support—in the
rehabilitation setting, patients are
more medically stable. More often,
the challenge in rehabilitation care is
to balance what the care team thinks
is best for the patient versus what the
patient wants to do.

Consider, for instance, the dys-
phagic patient who demands solid
food, even though the team knows
that the risk of aspiration would be
high. Or the stroke patient who
wants to go home when the team
knows she does not have the ability
or support to do so safely. Or the
spinal cord injury patient who
wants to continue rehabilitation
after the team determines that his
potential has been reached.

These are the types of ethical
challenges that must be resolved
each day in the rehabilitation setting.
Generally, the patient, family mem-
bers and care team negotiate and
strike a compromise solution on
their own. If no meeting of the minds
can be reached, however, Kessler
patients and staff members can turn
for help to the ethics committee,
which has representatives from all
four Kessler sites. The committee
includes physicians, psychologists,
nurses, therapists and administra-
tors, who meet quarterly—or more
often if needed—to help the patients
and practitioners tackle the ethical
gray areas that arise.

The committee emphasizes edu-
cating its members, as well as all staff
members. Everyone is urged, for
instance, to know the difference

between a “difficult” patient and one
who actually presents a thorny ethical
issue that requires consideration. Staff
members are also encouraged to see
the committee as a hands-on resource
that anyone can turn to. In-service
presentations for all employees are
given, and informational material is
distributed to keep staff up to date on
industry perspectives on medical
ethics. The committee members also
learn about state and federal laws on
patients’ rights and review medical
ethics literature for guidelines and
broad theories. Generally, though,
cases must be decided individually.

Although the patient nearly
always has the right to decide, each
case is different. The patient who con-
tinues to insist on returning home too
early may be discharged. The patient
who wants to continue rehabilitation
treatment beyond the point of benefit
will most likely not be allowed to
continue. As for the dysphagic patient
who wants solid food, it is improba-
ble that the hospital would have to
provide a potential danger just
because the patient insists. This is a
typical question for the ethics com-
mittee, however, and one not covered
by broad ethical theories.

The committee, which reports to
the medical executive committee,
must also determine the level of need
for its services. The committee there-
fore asks for feedback from all staff
members to ensure it is meeting those
needs. And as committee members
identify trends in the types of prob-
lems brought before them, they con-
tinue to seek effective resolutions.

Philip ]. Driscoll, Jr, FACHE, is vice
president of administration at Kessler
Institute for Rebabilitation. Readers may
address correspondence to him by e-mail
at pdriscoll@kessler-rebab.com.
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The brave new world of the 75 percent rule

» Bruce M. Gans, M.D.

t is almost a year since the
new 75 percent rule from the
Centers for Medicare and
Medicaid Services (CMS) went into
effect. As you may now know, the
May, 2004 rule revised the classifi-
cation criterion used to determine
whether hospitals can be considered
inpatient rehabilitation facilities for
purposes of Medicare payment.
Unfortunately, despite CMS’s exten-
sive review of the rule, the final reg-
ulations, in their present form, still
fail to address the scope of rehabili-
tation services today and potentially
jeopardize access to and treatment
options for certain patient
classifications. Notwithstand-
ing the new rules, Kessler will
continue to take the lead in
advocating change and in fur-
ther educating CMS and our
lawmakers about the evolving
role of inpatient rehabilitation
facilities in treating complex
patients.
There have been a number
of recent developments in this
respect. Language included in last
year’s Omnibus Appropriations
Act, for instance, defers penalties
rehabilitation facilities would be
required to pay for noncompliance
until the Government Accountabili-
ty Office (GAO) releases its study
on the impact of the 75 percent rule.
This study is due soon. Also, the
National Institutes for Health
(NIH) has formed a panel to deter-
mine what research is needed to
define the appropriate setting to
rehabilitate certain diagnostic popu-

lations including cardiac, pul-
monary and joint replacement
patients.

A quick fix is unlikely

Even if the GAO report favors
the perspective of inpatient rehabil-
itation hospitals, this will not neces-
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sarily compel CMS to change the
current regulations, nor will panel
findings from the NIH have an
immediate impact on Medicare pol-
icy. However, these reports and
panel findings should help both the
lawmakers and rehabilitation hospi-
tals meet a consensus on which
patients are most appropriate in hos-
pital-level rehabilitation.

In the meantime, we must
ensure that we are in strict compli-
ance with the current Medicare reg-
ulations. This may mean some
tough new choices. Rehabilitation
hospitals may now have to say no to

Notwithstanding the new rules,

Kessler will continue to take the lead in

advocating change and in further educating

CMS and our lawmakers about the evolving

role of inpatient rehabilitation facilities.

patients who, if admitted, could
push facilities below this year’s 50
percent threshold.

In addition, alternative care
strategies will need to be found for
those patients we will now have to
decline in accordance with the new
regulations. Some facilities will be
able to create alternative programs,
while others may have to refer
patients to competitor facilities. We
will need to ensure that these alter-
native care settings have the same
service obligations and quality
benchmarks as rehabilitation hospi-
tals, while also being subject to
comparable standards and account-
ability requirements.

Hospitals will now also need to
make sure that they are properly
categorizing admitted patients.
Physiatrists must play a leadership
role in establishing proper coding

and patient classifications practices
and fully document in their notes
both the needs and conditions of
patients.

Ways to make our point

We must continue in our leader-
ship position, with our colleagues,
to educate CMS and lawmakers on
the appropriate criteria for patients
who need to be in rehabilitation hos-
pitals in order to advocate change
and to enable these hospitals to best
address all patients’ needs.

We should also begin identifying
patients who, in our opinion, are

being harmed by the policy
change in limiting their access
to care in our hospitals. We
should also strive to promote
professional judgment and
consensus. For example, the
American Academy of Physical
Medicine and Rehabilitation is
currently preparing guidelines
to determine medical necessity
standards. These guidelines
will help determine which patients
belong in rehabilitation hospitals
and to assess those criteria being
used by insurers or facilities. They
will also serve to promote uniform
guideline procedures throughout the
field.

By and through these continued
efforts, Kessler will continue to
assume a leading role, in conjunc-
tion with our peers, in promoting
the best interests of our patients and
our hospitals and advocating appro-
priate change so that we can contin-
ue to best address all of our patients’
rehabilitation needs and the evolv-
ing scope of rehabilitation services
in the 21st century.

Bruce M. Gans, M.D., is chief medical
officer of Kessler Institute for Rebabilita-
tion. Readers may direct e-mails to him
him at bgans@kessler-rehab.com.
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continued from page 1

occupational therapist sees patients
who may be candidates for rehabil-
itation. Since most acute care hospi-
tals do not have a physiatrist on
staff, an outside clinician may be
called in. These early consultations
are crucial and can help determine
when rehabilitation should start,
which is often on day one of the ill-
ness or after the accident. The ther-
apist or physiatrist is also able to
evaluate patients and assess the
level of impairment, providing input
that is invaluable for developing
care and discharge plans. Evalua-
tions can also identify those patients
who would benefit from care in an
acute rehabilitation hospital follow-
ing discharge. The physiatrist or
therapist may team up with other
advocates, such as doctors, social
workers, case workers and thera-
pists, to facilitate the earliest possi-
ble transfer to rehabilitation.

Little things that mean a lot

Acute care settings, regardless of
the level of rehabilitation care they
are able to provide, can also help
avoid medical complications and
shorten lengths of stay by introduc-
ing rehabilitation therapy early. Sim-
ply seeing that the patient sits up in a
chair every day and walks as soon as
possible can greatly help to avoid
complications. This is especially true
for patients who have extended stays
in acute care.

Rehabilitation hospitals can also
implement strategies to ease the way
for early intervention and patient
transfer. Kessler Institute works with
acute care hospitals within its geo-
graphical area to develop and use
diagnostic-specific protocols that
expedite early rehabilitation and
patient transfer. Upon every admis-
sion to participating hospitals, the
protocol is triggered and the patient
is reviewed for rehabilitation needs.
These protocols open the lines of

communication between
acute and rehabilitation
facilities. They have also
helped to shorten stays in
acute care, as some joint
replacement patients are
discharged to rehabilita-
tion as early as day one
post-op.

Rehabilitation hospi-
tals can also expedite
early patient intervention
and admission by ensur-
ing continuity of medical
care, especially for patients
who are not yet fully sta-
ble. Kessler Institute
meets patients’ medical
needs by providing daily
physician  visits, well-
trained registered nurses
and certified rehabilita-
tion registered nurses and
a full array of ancillary
services, such as laborato-
ry, imaging and dialysis services.
Inpatients who require oxygen,
intravenous medications or dialysis
can all be managed by the medical
staff.

Overcoming barriers

Despite the benefits of early
rehabilitation, common mispercep-
tions can prevent it. Patients and
even health care providers may mis-
takenly believe that a patient who is
actually a good candidate for ther-
apy is too sick, too weak or too old
to benefit from a rehabilitation regi-
men. At Kessler, rehabilitation
patients generally receive three
hours of therapy each day. But for
patients who require it, therapy can
be progressive, starting slowly and
gradually building to a full schedule.
In addition, patients can be trans-
ferred to the rehabilitation hospital
shortly after diagnostic testing is
completed, medical treatment has
started or surgery has been per-

COVER STORY

Today's acute care hospitals understand that an
early start to rehabilitation often can be the key
to both better outcomes and shorter stays.

formed. Patients must no longer
need continuous monitoring (e.g.,
telemetry), and must be able to build
up their exercise tolerance within a
week. That means that most patients
from a medical or post-operative
unit are considered well enough for
inpatient rehabilitation care.

It is important to recognize that
whether patients are admitted to in-
patient rehabilitation on day three
or day ten after an illness or injury, a
course of rehabilitation therapy will
help them reach their goals and
return home. The main objectives of
early intervention, however, are to
minimize muscle atrophy and loss of
exercise tolerance, avoid complica-
tions that can interfere with rehabil-
itation and start the physiologic and
functional recovery.

Daniel C. Fechtner, M.D., is director of
stroke rehabilitation at Kessler Institute
for Rehabilitation. He can be reached at
dfechtner@kessler-rebab.com.
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Switching to a new billing and scheduling system

» Roseann Tambone

tate-of-the-art
rehabilitation
hospitals require

state-of-the-art computer
systems that integrate
seamlessly with the vari-
ous clinical areas. In Jan-
uary 20035, Kessler Insti-
tute for Rehabilitation
introduced a new billing/
scheduling system to
meet its current and
future information tech-
nology demands, includ-
ing electronic medical
records, unbundled billing and
sophisticated scheduling programs.
After months of investigation,
MISYS Healthcare Systems with
Tiger software was selected for its
capabilities and proven reliability in
physician groups across the country.
One indispensable capability
was unbundled billing. In the past,
hospital billing was combined with
professional billing and it was diffi-
cult to obtain a clear picture of
what insurance carriers were paying
for professional services. Now
patients can clearly see the charges
for physician services versus hospital
services. Separate  psychology
charges can also be identified by
patients and administrators.
Another crucial capability of the
new system will allow physicians to
use hand-held units for recording
electronic patient data at the bed-

1199 Pleasant Valley Way  West Orange, NJ 07052

side or in the physician office or
psychology suite. This capability
will be implemented in the near
future. Doctors can then download
the data into the computer. This
electronic medical record helps pre-
vent data-entry errors caused by
hard-to-read handwriting. The sys-
tem also helps doctors code for
services, with the use of computer
prompts that guide or correct the
coding process.

The new scheduling component
also represents a major advance. In
the past, lengthy screens required
the user to enter complete patient
information at each visit. Now such
screens have been eliminated and
each patient has one account num-
ber that is used for all outpatient
Visits.

To facilitate the change, an entity
wholly owned by Kessler Rehabili-

tation—Kessler Professional
Services—was formed to
select and implement a new
billing/scheduling system.
A 15-member team of doc-
tors and administrators
attended manufacturer
product demonstrations for
three months. Then team
members voted based on
system capabilities and ease
of use. Soon after, training
sessions were held for key
staff, who in turn trained
other staff. During the ses-
sions, patients were registered and
charges were entered. Invaluable
support was provided by staffers
specializing in information technolo-
gy with expertise in implementation
and hospital applications. They
were on site throughout December
and for the critical period just after
implementation. Both the old and
new systems were in use for one
month before the January 1 launch.

Implementing a massive infor-
mation system change in a way that
is virtually seamless for users and
patients is a major task. But the new
system’s flexibility has demonstrated
that the pains of transition were well
worthwhile.

Roseann Tambone is executive director
of professional services for Kessler Pro-
fessional Services. She can be reached at
rtambone@kessler-rehab.com.
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