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                                                                        September 9, 2005

CMS–3017– IFC
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
PO Box 8013
Baltimore, MD 

I have had some concerns with seating and functional positioning of beneficiaries in mobility devices 
even prior to the  new revisions.  In reviewing the Federal Register 42 CRF 410 Interim Final Rule, it is 
clear that CMS has put much thought and conducted research into it’s plan; however, my concerns have 
increased.

‘‘Provisions of the Interim Final Rule’’ - OCCUPATIONAL THERAPISTS COMPLETING THE 
EVALUATION It has been my unfortunate experience to find beneficiaries who have received Power 
Mobility Devices without an evaluation by an occupational therapist.  This is very unfortunate because 
functional skills decline rapidly when beneficiaries are not able to participate in activities of daily living 
and/or mobility is limited by improper seating and positioning.  For example, one case in point is a 
gentleman who received a wheelchair without height adjustable arm rests, lateral support or an elevating 
seat.  This has caused a serious problem for him at work, as his wheelchair does not fit under his work 
table and his arms are positioned too low, causing excessive head flexion with shoulder protraction. The 
result is that he is no longer able to maintain his head in midline position and is unable to lift his head.  
His shoulders are extremely rounded and his arms have become very weak.  Without  the lateral support, 
his trunk falls to the left against his arm and limits mobility, which further increases his weakness.  This 
could have been avoided if the wheelchair evaluation was completed by an occupational therapist.  
Occupational therapists have the clinical skills to evaluate the best seating and positioning for 
beneficiaries in all of their daily tasks and roles, within their own individual environments.

It is essential that the clinical skills of occupational therapists are utilized for evaluations of power 
wheelchairs and power-operated vehicles for beneficiaries.  These skills are a crucial component of 
power chair evaluations and their evaluations should be part of the medical records that support medical 
necessity for power wheelchairs and power-operated vehicles.  On many occasions, I arrived at a 
patient‘s home, who was new to me, to find that they had powered wheelchairs or scooters that only fit 
in one or two rooms of their home.  The beneficiary was not able to access their bathtub, sink and 
sometimes their toilet, making them further dependent on caregivers/aides.  

Pertinent medical information from the beneficiaries medical record and forward the information to the 
medical supplier.  To eliminate waste, revisions to mobility devices and decompensation of skills, the 
physician should forward the medical information to the occupational therapist.  In this manner, the 
therapist would be equipped with all of the pertinent information and skills necessary to complete a 
holistic and comprehensive evaluation for the best fit of a mobility device that matches the beneficiaries 
skills, needs and environmental and posture requirements. 
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This interim final rule would also requires physicians to travel to the beneficiary’s home.  This will 
greatly increase the cost to the physicians and decrease the clinical time that the physician is available to 
treat other patients, again increasing the costs of healthcare while occupational therapists already access 
patients in the community setting.  Physicians prescribe medications and generally understand function 
as it relates with disease; however, they are not accustomed to determining and identifying the specific 
skills required to perform functional daily activities of feeding, bathing, dressing, grooming, toileting, 
housekeeping, meal prep, etc. 

If the occupational therapist is excluded from the evaluation process, significant waste will occur to 
increase the costs of PMD’s because the beneficiaries will, in some situations, require aides and 
attendants (that they wouldn’t have if the PMD evaluation had been completed by a therapist); increased 
costs to rehabilitate the consumer for lost muscle strength, diminished ADL performance; transportation 
costs (unable to exit home with PMD/PMD does not fit in current vehicle and wasn’t considered during 
evaluation); and unnecessary revisions/modifications to the devices (to correct for needs not considered 
during the initial evaluation and ordering of the PMD).  Again, some of the situations that I have seen 
that render the beneficiary dependent on a caregiver are:

beneficiary is unable to access their bathtub
beneficiary is unable to access their bathroom and/or kitchen
beneficiary is unable to vacate/enter their residence
unable to cook (improper height of wheelchair or lack of trunk support)
unable to enter vehicle (PMD does not fit)
not able to weight shift or pressure relieve in any manner

We also need to consider what the hidden costs would be to the beneficiary to adapt the home to 
accommodate the PMD if the evaluation was performed by a nontherapist.  The beneficiary may require 
the installation of a ramp, the widening of a doorway(s), a new vehicle, adaptive equipment to transfer 
safely or perform ADL’s from improper heights.

“BACKGROUND”  - “IN THE HOME” REQUIREMENT:  I would also like to comment on the “in 
home” requirements.

“Section 1861(n) provides that DME includes wheelchairs, including power operated vehicles that may 
appropriately be used as wheelchairs,” . . .” “and are used in the beneficiary’s home”.  “Section 414.202 
of our regulations further defines DME” . . . “and is appropriate for use in the home”.  And also “We are 
revising § 410.38(c) of our regulations to specify the following: The definition of a ‘power mobility …
device (PMD)’. vehicles that a beneficiary uses in the home. This language appears to limit mobility 
coverage requirements, use and need to “in the home”.  Wheelchairs/PMD’s should not be limited to “in 
the home”.  Many beneficiaries are homebound and socially isolated.  Sometimes their only contact with 
the outside world is their Home Health Aid (HHA).  A powered wheelchair/device would allow them a 
safe means of locomotion; to exit the home and visit neighbors and friends, schedule and maintain 
physician visits, make short trips to the local store; thereby, maximizing independence and avoiding 
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long-term care placement.  Without the ability to negotiate outside of the home and into the community, 
beneficiaries are not able to pursue meaningful activities in variety of social settings and maintain group 
ties.  

It has been my experience that the difficulty with Power Mobility Device evaluations involves the direct 
ordering of the devices from the physician script to the supplier, without therapist input.  In these 
situations, consideration of activities of daily living, transfer ability, adaptive equipment needs, home 
environment, cognitive abilities, caregiver assistance has been left out of the equation.  CMS has 
determined that the physician should extract the ps decreased self esteem, depression, loneliness, and 
decreased quality of life, which translates to increased costs for the agency. 

The restriction of thirty days for a beneficiary to see their physician, have a comprehensive evaluation 
completed and select a supplier is not adequate time.  The patient’s physical skills and abilities have to 
be assessed, as well as cognitive ability to operate a powered device.  The patient’s home has to be 
evaluated to determine the correct device to meet the beneficiaries needs.  How and where the device 
will be stored/charged needs to be determined.  Can the device fit through the doorways of the home?  
Can the beneficiary transfer from the tub/bed to the device and from the device to the tub/bed?  Is there 
room for the device to turn around (end of hallway) each room to exit?  Can the beneficiary access the 
stove, kitchen sink, bathroom sink, dresser drawers from the device?  Does the beneficiary have a 
vehicle?  Will the device fit in the vehicle?  All of these questions are important considerations that can 
not be answered in ten minutes.

Some times it takes two or three weeks to schedule an appointment with a supplier and often it can take 
a month or two to obtain a script from a physician.  Then is the beneficiary becomes ill or is re-
hospitalized during the process, this rule would require that the whole process be reinitiated.  
Additionally, PMD’s would allow beneficiaries to engage in their work occupations outside of the home, 
complete IADL’s of banking, shopping and driving.

In conclusion, my best recommendation to CMS to maximize cost containment while accentuating 
independence in the beneficiary, would be to have the physician write the script, the therapist complete 
the evaluation and the supplier order the equipmen: the supplier order the equipment, remove the “in 
home” restriction, remove the 30 days requirements.  I have had some concerns with seating and 
functional positioning of beneficiaries in mobility devices even prior to the  new revisions.  In reviewing 
the Federal Register 42 CRF 410 Interim Final Rule, it is clear that CMS has put much thought and 
conducted research into it’s plan; however, my concerns have increased.

‘‘Provisions of the Interim Final Rule’’ - OCCUPATIONAL THERAPISTS COMPLETING THE 
EVALUATION

It has been my unfortunate experience to find beneficiaries who have received Power Mobility Devices 
without an evaluation by an occupational therapist.  This is very unfortunate because functional skills 
decline rapidly when beneficiaries are not able to participate in activities of daily living and/or mobility 
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is limited by improper seating and positioning.  For example, one case in point is a gentleman who 
received a wheelchair without height adjustable arm rests, lateral support or an elevating seat.  This has 
caused a serious problem for him at work, as his wheelchair does not fit under his work table and his 
arms are positioned too low, causing excessive head flexion with shoulder protraction. The result is that 
he is no longer able to maintain his head in midline position and is unable to lift his head.  His shoulders 
are extremely rounded and his arms have become very weak.  Without  the lateral support, his trunk falls 
to the left against his arm and limits mobility, which further increases his weakness.  This could have 
been avoided if the wheelchair evaluation was completed by an occupational therapist.  Occupational 
therapists have the clinical skills to evaluate the best seating and positioning for beneficiaries in all of 
their daily tasks and roles, within their own individual environments.

It is essential that the clinical skills of occupational therapists are utilized for evaluations of power 
wheelchairs and power-operated vehicles for beneficiaries.  These skills are a crucial component of 
power chair evaluations and their evaluations should be part of the medical records that support medical 
necessity for power wheelchairs and power-operated vehicles.  
On many occasions, I arrived at a patient‘s home, who was new to me, to find that they had powered 
wheelchairs or scooters that only fit in one or two rooms of their home.  The beneficiary was not able to 
access their bathtub, sink and sometimes their toilet, making them further dependent on caregivers/aides. 

Certificate of Medical Necessity (CMN)Discussion:  It has been my experience that the difficulty with 
Power Mobility Device evaluations involves the direct ordering of the devices from the physician script 
to the supplier, without therapist input.  In these situations, consideration of activities of daily living, 
transfer ability, adaptive equipment needs, home environment, cognitive abilities, caregiver assistance 
has been left out of the equation.  CMS has determined that the physician should extract the ps decreased 
self esteem, depression, loneliness, and decreased quality of life, which translates to increased costs for 
the agency. 

‘‘Provisions of the Interim Final Rule’’ - 30 DAYS FOR DETAILED SCRIPT and Certificate of 
Medical Necessity (CMN)Discussion “…a description of the item (for example, a narrative description 
of the specific type of PMD), the length of need, …” The restriction of thirty days for a beneficiary to 
see their physician, have a comprehensive evaluation completed and select a supplier is not adequate 
time.  The patient’s physical skills and abilities have to be assessed, as well as cognitive ability to 
operate a powered device.  The patient’s home has to be evaluated to determine the correct device to 
meet the beneficiaries needs.  How and where the device will be stored/charged needs to be determined.  
Can the device fit through the doorways of the home?  Can the beneficiary transfer from the tub/bed to 
the device and from the device to the tub/bed?  Is there room for the device to turn around (end of 
hallway) each room to exit?  Can the beneficiary access the stove, kitchen sink, bathroom sink, dresser 
drawers from the device?  Does the beneficiary have a vehicle?  Will the device fit in the vehicle?

All of these questions are important considerations that can not be answered in ten minutes.  Some times 
it takes two or three weeks to schedule an appointment with a supplier and often it can take a month or 
two to obtain a script from a physician.  Then is the beneficiary becomes ill or is re-hospitalized during 
the process, this rule would require that the whole process be reinitiated.  Additionally, PMD’s would 

file:///T|/RDG/CMS_Regs/3000%20OCSQ/CMS-3017-IFC/Public%20Comments/Electronic/17-1.txt (4 of 5)9/22/2005 9:25:42 AM



file:///T|/RDG/CMS_Regs/3000%20OCSQ/CMS-3017-IFC/Public%20Comments/Electronic/17-1.txt

allow beneficiaries to engage in their work occupations outside of the home, complete IADL’s of 
banking, shopping and driving.  

In conclusion, my best recommendation to CMS to maximize cost containment while accentuating 
independence in the beneficiary, would be to have the physician write the script, the therapist complete 
the evaluation and the supplier order the equipment: he supplier order the equipment, remove the “in 
home” restriction, remove the 30 days requirements.  

Again, thank you for this opportunity to express my thoughts and opinions.  If you would like to discuss 
any of these issues further, please do not hesitate to contact me at 440-951-6677.

Respectfully submitted,

Pamela J. Daly, OTR/L
Third Party Reimbursement Chair, OOTA
PO Box 686
Mentor, Ohio
44061-0686440-951-6677
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