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first thought about physical therapy as a 
career, and you volunteered at a hospital, 
clinic, or a nursing home? You gained 
insights into a profession you would 
eventually join. Your volunteer work 
might also expose you to professional 
organizations or internships that could 
be of benefit to your career.

The Academy is classified as a 501(c)
(3) private foundation. We are, in fact, 
a volunteer run charitable organiza-
tion. The Academy benefits from the 
time and efforts of those who serve on 
the Board of Directors, the Committee 
Chairs, and Committee members. Many 
members who serve on committees need 
only give a few hours a year to help out 
our organization and travel is not re-
quired. Finally, I want to say thank you 
to all our Academy volunteers and urge 
everyone else to join in the spirit to give 
back to your profession.

M e r r i a m -
Webster’s dic-
tionary defines 
volunteerism as 
the act or prac-
tice of doing 
volunteer work 
in community 
service. But vol-
unteerism is also 

giving one’s time or talents for chari-
table, educational, or other worthwhile 
activities. In the United States, volun-
teering is as old as a barn raising. Mean-
ingful activities through volunteerism 
greatly contribute to a person’s ability 
to age successfully. Not that volunteer-
ing is only for older adults. We need 
to find a way for younger adults to 
volunteer. Many reasons and benefits 
exist to volunteer. These may include 
self-satisfaction, socialization, altruism, 
potential learning or acquisition of new 
skills, relaxation, status or reward, career 
opportunities, community, or organi-
zational improvement. Donating the 
gift of time to a charitable organization 
can be a great way to support a cause. 
I donate several hours of my time to 
both the Arthritis Foundation and the 
Alzheimer’s Association during the year. 

Many people who volunteer for the 
APTA or one of their components say 
they want to “give back” to their profes-
sion and by doing this they, in turn, get 
something back. This payback can be 
something as little as saying thank you. 

PRESIDENT’S MESSAGE: VOLUNTEERISM
William H. Staples, PT, DHS, DPT, GCS, CEEAA

I often say about my volunteer efforts 
“you get a hearty handshake, a pat on 
the back, and a good feeling in your 
heart.” Everyone can use a boost in self-
esteem every once in a while.

With busy lives, finding the time to 
volunteer can be very difficult. However, 
the benefits of volunteering can be enor-
mous for you, your family, and your or-
ganization or community. Volunteering 
should be a win-win situation. The right 
match can help you find friends, learn 
new marketable skills, make contacts for 
future employment, and even advance 
your career. Volunteering may also help 
protect your mental and physical health. 
If you’re considering a new career, vol-
unteering can help you get experience 
in your area of interest and meet people 
in the field. Even if you’re not planning 
on changing careers, volunteering gives 
you the opportunity to practice impor-
tant skills used in any workplace, such 
as teamwork, communication, problem 
solving, project planning, task manage-
ment, and organization. You might feel 
more comfortable stretching your wings 
at work once you’ve honed these skills in 
a volunteer position first.

Volunteering offers you the chance 
to try out a new career without making 
a long-term commitment. Volunteering 
is also a great way to gain experience 
in a new field. In some fields, you can 
volunteer directly at an organization that 
does the kind of work you are interested 
in. For example, remember when you 

TOPICS:  Anything related to older adults          CLINICIANS:  Send me an article or an idea
STUDENTS AT ANy LEVEL: Send me papers you wrote for class          EDUCATORS: Send me student papers 

Everyone loves to publish and it is easy!
Contact Meri Goehring, GeriNotes Editor, at goehrinm@gvsu.edu

WANTED: ARTICLES FOR GERINOTES
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my own feelings and to connect with 
others who may be moved to share or 
write. 

The take home message is that you 
need not feel obligated to volunteer 
in any ONE way. The point is to find 
something to share that may be mean-
ingful to you as well as to others.  Adri-
anne Nova, Kenneth Miller, Matt Elrod, 
and Timothy Hanke found that writing 
information articles for GeriNotes is a 
great way to volunteer. In this issue, you 
will find good information regarding 
how running might help you practice, 
how home health roles have changed, 
how to work as an interdisciplinary 
team, and how clinical practice guide-
lines can be useful to your practice. And, 
we have some new volunteers this issue. 
Jeffrey Guild has provided some great 
information about autonomous practice. 
And Patrice Antony's article on how to 
file for benefits on behalf of aging par-
ents is full of helpful information.  

If you have found way to volunteer, 
please share your message. GeriNotes 
members would love to hear from you. 
And if you have not, please consider be-
coming a State Advocate and/or a writer 
for GeriNotes. We welcome your input. 

Meri Goehring is an Assistant Profes-
sor in the Physical Therapy Program at 
Grand Valley State University (GVSU) 
and works as a clinician at Spectrum 
Center for Acute Rehabilitation at 
Blodgett Hospital in Grand Rapids, 
Michigan.

This issue 
of GeriNotes has 
some messages 
about volun-
teerism that are 
close to my own 
heart. The spirit 
of volunteerism 
is very apparent 
in the article by 

Susan Priem entitled, “Thoughts on 
Volunteering.” Providing volunteer ser-
vices to others is something that we, as 
a profession, are committed to, but may, 
in practice, find difficult. The secret, as 
Susan found, is to do something you 
love. In this case, Susan discovered a 
way to match her lifestyle choices with 
an effort to help the community engage 
in healthy behaviors. It turned out to be 
a wonderful experience for her as well as 
for the community. And, she is a Geri-
atric Academy state advocate. 

Other articles, two by DPT students, 
and one by a physical therapist assistant 
remind us that taking a bit of extra time 
with our patients is one way to ‘volun-
teer.’ As Brett Cain (student) in his ar-
ticle, “Chart and Soul” and Amy Kriby 
(PTA) in her article titled, “Connecting, 
Productively,” taking a few minutes to 
visit with someone, sit by his or her side, 
and hear their story might just help a 
patient’s spiritual and/or mental health. 
And, despite the already busy schedules 
that most of us have, it is important to 
remember that a little extra unbillable 
time might make all the difference in 
your patients’ lives. The other student 
article, by Trisha Armstrong, emphasizes 
the importance of taking the time with 
other health professionals to improve 
communications with our patients. Cer-
tainly, volunteering may lengthen your 
day. Yet, the time spent with occupa-
tional and/or speech therapists and/or 
with your patients could make all the 
difference in helping them to improve. 

As I reflected on my own practice, I 
realized that I volunteer as well, but at 
times in a rather unconventional way. 
My more typical volunteer work con-
sists of supervising PT students as they 

EDITOR'S MESSAGE: 
There are many ways to volunteer!

Meri Goehring, PT, PhD, GCS

examine, evaluate, and treat outpatients 
in a pro-bono clinic. This clinic provides 
physical therapy to the uninsured and 
underinsured on a 4-hour per week basis 
during the school terms of the university 
where I teach. We often see individuals 
who have complex problems and are not 
easy to examine. Many have some kind 
of chronic pain and may not have had 
much in the way of conservative treat-
ment. Some have associated psychosocial 
problems that make effective education 
and/or treatment very challenging. 

The other type of volunteer work 
that I do that may be considered uncon-
ventional relates to my writings. I have 
started writing poetry and short stories 
in my spare time. Some of my poems 
have been published in a literary journal. 
I am including one poem in this edito-
rial. It relates to a large combination 
sub-acute and long-term care environ-
ment I once worked in. Long ago, it was 
considered the ‘County Home’ in the 
city where I now reside, thus the title. 
It is reprinted here by permission and 
was originally published in “The Muse 
International” December issue, 2013, 
available at http://themuse.webs.com/
latestissues.htm.

The poem was written one early 
December when I was totally exhausted 
from the physical therapy evaluations 
and treatments I had provided at the 
facility that day, yet still inspired by the 
patients I had seen. 

I have, since then, had three other 
poems published about my experiences 
with patients. I have also submitted a 
short story to a literary magazine and 
am awaiting a decision regarding its ac-
ceptance or rejection. I find this kind of 
writing is a good way for me to manage 

County Home, Michigan
Sadness and boredom prevail.

Television reverberates, odors nauseate.
Profoundly disabled, their perspectives humble. 

Calmed by the sunset through the trees,
I sense the frigid lake in the sky

And wonder how to live.



5GeriNotes, Vol. 21, No. 4  2014

Have you heard about the Academy of 
Geriatric Physical Therapy’s State Ad-
vocates? We have many State Advocates 
who are working on local issues in their 
states. Some of the  current projects 
include:

•   Organizing state-wide Falls Prevention 
Awareness Day events on September 
23, 2014;

•   Facilitating study-groups for the 2015 
Geriatric Clinical Specialist;

•   Developing a relationship with a state 
agency that handles elder issues;

•   Working with the local fire depart-
ment to train caregivers how to safely 
evacuate residents from a 6 bed care 
facility in case of fire or earthquake;

•   Participating in the ABC Diabetes 
events during the summer and fall;

•   Holding a consumer awareness semi-
nar at local Senior Apartment com-
plex/facility;

•   Conducting a research project relating 
to re-hospitalization rates and use of 
rehabilitation in addition to nursing 
care to further reduce rates;

•   Providing two-way communication 
between AGPT and the chapter;

•   Completing and recruiting PT/PTA/
students for Senior Athlete Screens at 
State Senior Games in spring & fall;

•   Teaching “Stepping On” Falls Aware-
ness 7 week course & recruiting new 
leaders, with assist from Nevada Goes 
Falls Free Coalition;

•   Connecting with state PT/PTA pro-
grams to involve students in commu-
nity programs on volunteer basis;

•   Contacting officers of state and local 
agencies for the aging (NCOA, AAA, 
Dept of Public Health, etc) to offer 
services (EBPs, fall screening) as a PT 
and to connect with them for plan-
ning future events; 

•   Implementing the Stay Active and 
Independent for Life (SAIL) program 
in a senior center/LTC facility or a 
hospital-based outpatient clinic as a 
community outreach program to pre-
vent falls in geriatric population; and

AGPT STATE ADVOCATES
Beth Black, PT, GCS

•   Communicating with AGPT mem-
bers in your state when there are 
geriatric-related issues, courses, meet-
ings, etc in your chapter.

Sound interesting? We have many State 
Advocates now throughout AGPT, but 
are missing Advocates from the follow-
ing states:

Alaska
Arizona 

District of Columbia
Florida
Hawaii 
Indiana
Kansas

Kentucky
Mississippi

Nevada
New Jersey

North Dakota
Ohio

Oregon
Pennsylvania
Rhode Island
South Dakota

Texas
Utah

Vermont
Virginia 

Wisconsin
Wyoming 

If you are interested in volunteering to 
be your State Advocate for AGPT, please 
contact Beth Black, PT, GCS, AGPT 
State Advocate Coordinator, at BBlack-
PT@gmail.com . If you would like more 
information from your State Advocate to 
know what is happening in your state, 
go to the AGPT web site, under the tab 
“Members,” select “Member Resources” 
to access your State Advocate’s contact 
info.

2014

IMPORTANT INFORMATION:
As in past years, the election will be 

online and take place October 1-31, 2014. 
Please watch your email and 

www.geriatricspt.org for more details.

If you do not have an email address 
on file with the Academy office, or you 

requested not to be contacted via email, 
please contact geriatrics@geriatricspt.org 

to request a paper ballot.

Those elected will take office at CSM in 
February of 2015.  As per AGPT Bylaws, 

only PTs and PTAs vote in 
Academy elections.

2014 AGPT Election

VOTE

Academy of
Geriatric Physical Therapy
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Physical therapy professionals as a 
group have strong values to volunteer. 
We choose many avenues, but at this 
point in a 25+ year career in multiple 
settings and areas of physical therapy, I 
wanted to volunteer for something that 
was not giving a lecture or providing 
assistance in a medical tent. I wanted 
to use my knowledge as a PT to assist a 
cause that was important to me. 

When I decided to give up my car 
and live life car-free, I became a big 
advocate of exercise being incorporated 
into a daily lifestyle. I became more 
and more aware of how dominated 
our culture is by cars and that we 
were giving up more and more of our 
infrastructure to roads. At the same 
time, a cycling mentor encouraged me 
to apply to be on the Board of Directors 
for the Minneapolis Bicycle Coalition 
(www.mplsbike.org). I was particularly 
interested in their goal of a cyclovia—
closing down a major street on a Sunday 
afternoon to allow play in the streets 
without the interference of cars. This hit 
all my values—decreased environmental 
pollution, support of local business, 
safely engaging in outdoor activity, 

STATE ADVOCATE CORNER: 
THOUGHTS ON VOLUNTEERING

Susan Priem, PT, MHS, CEEAA

Former Minneapolis Mayor, R. T. Ryback. Crowd during “Open Street” activity. There was an estimated 10,000 people in attendance. 

CPR training on the street during “Open Street” activity. 

consumption of healthy food, and the 
opportunity to try something new for 
physical fitness.

I began what was a remarkable 
journey in helping to establish Open 
Streets. To get an idea of the event and 
all the fun, go to www.openstreetsmpls.
com–a first for the City of Minneapolis. 
In my volunteer role, I helped facilitate 
the activities on the street--making sure 
they were fun, energetic, and applicable 
to all age groups. My knowledge gained 
from working in a level one trauma center 
helped keep the route and activities safe. 
I got the chance to meet civic, business, 
and governmental leaders, and interact 
with the police and understand their 
perspective on safety. I had to learn to 
interact with the media on the spot (and 
doesn’t our daily work with our patients 
facilitate that skill?). Most of all, every 

event was “two miles of smiles from curb 
to curb” with all ages, ethnicities, and 
genders moving and exercising while 
having fun. My crowning achievement 
was convincing my employer, Hennepin 
County Medical Center, to become a 
major sponsor. Our physical therapy 
department contributed a balance 
challenge and our EMTs taught CPR in 
the street. Check out the pictures of our 
mascot Bernie riding a Nice Ride (our 
local bike sharing system). The young 
and old simply love Bernie!

I received back so much more than 
I gave. This opportunity to volunteer 
challenged me and at the same time 
allowed me to develop skills I had 
from my physical therapy experience, 
but in a unique and different setting. 
Being able to influence public health 
policy in conjunction with supporting 



7GeriNotes, Vol. 21, No. 4  2014

our profession is a win-win-win. I am 
better equipped and better connected to 
speak about our profession with leaders 
who set policy that affects the physical 
therapy profession and our patients. It is 
wonderful to be recognized as a civilian 

expert on cycling, transportation, and 
infrastructure. I challenge all of you to 
seek out a similar experience (many cities 
now have a yearly cyclovia or open street 
event). Or, better yet, find something 
different–the results are amazing! 

Susan Priem hails from Minneapolis, 
Minnesota. She is a graduate from the 
Mayo School of Health Sciences and 
Washington University of St. Louis. 
When not at work, you will most likely 
find her riding her bike.

Susan is the Minnesota State Advocate 
for the Academy of Geriatric Physical 
Therapy. We have many State Advocates 
now throughout our section, yet are 
missing ones from Arkansas, Arizona, 
District of Columbia, Florida, Hawaii, 
Kansas, Kentucky, Mississippi, Nevada, 
New Jersey, North Dakota, Ohio, 
Oregon, Pennsylvania, Rhode Island, 
South Dakota, Texas, Utah, Vermont, 
Virginia, Wisconsin, and Wyoming. If 
you are interested in volunteering to be 
your State Advocate for AGPT, or would 
like more info from your State Advocate, 
please contact Beth Black, PT, GCS at 
BBlackPT@gmail.com

Bernie the Hennepin County Medical Center 
mascot riding a Nice Ride, a shared bicycle system 
within the city. 

Physical therapy department's balance challenge.

50% OFF Topics in Geriatrics: Volume 4

Volume 4 Topics Include:
•	 Electrically Powered Mobility Devices and Seating Systems: Trends in Examination, Reimbursement, and 

Equipment - Robbie B. Leonard, PT, MS
•	 Reimbursement Issues in Health Care: Understanding the Medicare and Medicaid System - Bob Thomas, PT, MS
•	 Breast Cancer: The Role of the Physical Therapist - Nicole L. Stout Gergich, MPT, CLT-LANA
•	 Issues in the Veterans Health Care System: A Focus on the Veterans Health Administration for the Physical 

Therapist - Alice Dorworth Holder, PT, MHS
•	 Interdisciplinary Approach to End-of-Life Issues - Nancy Kirsch, PT, DPT, PhD
•	 Pharmacokinetics, Pharmacodynamics, and Disease Management: Implications for Physical Therapists - Orly 

Vardeny, Pharm.D, and Bryan Heiderscheit, PT, PhD

CEUs are no longer available for Topics in Geriatrics: Volume 4.  To order please visit the 
Academy’s online store at http://www.geriatricspt.org/store/index.cfm. 

3510 East Washington Avenue | Madison, WI  53704
 Phone: 866/586-8247 | Fax: 608/221-9697

Academy of Geriatric Physical Therapy members can purchase 
Topics in Geriatrics: Volume 4 for only $100! 

**Volume 3 CLOSE OUT PRICING - Only $50!**
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INTRODUCTION
I am excited that I was asked by the 

publication committee of the Home 
Health Section to write on the topic of 
developing roles for therapists in home 
health. As it turns out, I have a rare and 
unique vantage point from which to 
write. I have the role of clinical educa-
tor for a progressive, forward-thinking 
non-profit home health agency. Why do 
I say the agency is a progressive, forward-
thinking organization? Having physical 
therapists serve as clinical educators is 
a rare occurrence in the current home 
health environment, but may become 
more common place as reimbursement 
is more strongly linked to outcomes 
and patient experience. In home health, 
the functions of a clinical educator are 
generally carried out by the Director of 
Rehab or by clinical educators with a 
nursing background (also called Nurse 
Educators).  In an informal poll of clini-
cians and administrators at the Com-
bined Sections Meeting of the American 
Physical Therapy Association (APTA) in 
San Diego three months ago, I was hard 
pressed to find colleagues who shared 
my role in their respective organizations. 
I was told time and again that the Rehab 
Director conducts orientation and deter-
mines competency. 

CLINICAL OPERATIONS VS PER-
FORMANCE IMPROVEMENT

Traditionally, the Director of Rehab 
works on both the clinical operations 
side of the organization and on the 
performance improvement/quality as-
surance side of the organization in all 
things related to therapy. Anything re-
lated to nursing was left to nursing. 

VISION 2020 AND DEVELOPING ROLES FOR  
THERAPISTS IN THE HOME HEALTH SETTING

Kenneth L. Miller, PT, DPT, CEEAA

Having worked in a “former life” as a 
quality control inspector for an auto 
parts manufacturer while putting myself 
through college, I understand the inner 
workings of the quality department and 
the production department as agonist 
and antagonist. Early on, I saw the yin 
and yang of this relationship. Is there 
any difference in a home health agency? 
Not really. Decisions that improve qual-
ity often reduce productivity and vice 
versa. It is rare when a decision is made 
that improves both quality and produc-
tivity at the same time. Most often, the 
Director of Rehab has responsibilities to 
both productivity and quality and is al-
ways looking for balance between both.

CHANGING VISION (INTERDIS-
CIPLINARY VIEW)

In order to survive the value-based 
reimbursement system evolving in 
health care today, I believe organizations 
need to make room for professionals 
in existing disciplines to take on new, 
non-traditional roles in order to encour-
age a macroscopic view of operations 
that will enhance quality and better 
prepare the organization to meet the 
coming changes. 1 Organizations are 
looking to provide interdisciplinary care 
to patients, improve patient outcomes, 
and patient experience, but the inter-
disciplinary focus is overwhelmingly 
related to clinical interactions and not 
administrative functions. Restructuring 
the organization by removing the perfor-
mance improvement/quality assurance 
responsibilities from the Director of 
Rehab and moving them to an inter-
disciplinary (inter-professional) depart-
ment that includes nursing, therapy and 

social work may allow for more focused 
decision-making. Allowing this team 
to view quality improvement concerns 
from their respective disciplines may 
move the organization toward solutions 
that are otherwise invisible from the 
single discipline approach. Social work-
ers in home health organizations have 
the skill set to look closely at policy 
from macro, mezzo and micro views for 
fairness and equity. Social workers also 
look at the patient through an ecologi-
cal, bio-psychosocial lens. Nurses and 
therapists look at the patient from a 
medical model perspective. Nurses and 
therapists each have their own discipline 
specific skill sets to bring to the table as 
well. Combining these disciplines into a 
team charged with improving organiza-
tion performance provides a unique op-
portunity to examine care quality from 
a variety of perspectives. The role of 
clinical educator is usually aligned with 
quality assurance/performance improve-
ment (QA/PI) rather than in clinical 
operations. My organization has this 
structure in place: the clinical educa-
tors provide for classroom training, co-
ordinate the preceptor program and 
begin the transition process towards 
productivity based on the needs of the 
new employee. In this way, the focus of 
clinical education is on providing ap-
propriate, quality care at all times. An 
illustration of this focus can be seen with 
a new employee orientation program 
that provides adequate time for the new 
employee to demonstrate competency 
and follow the regulations, policies and 
procedures independently. Productivity 
is not a priority during the orientation 
process, but becomes a focus once the 

The following article first appeared in the Quarterly Report Newsletter (without headings), a publication from the Home Health 
Section of the American Physical Therapy Association. Increasingly, physical therapists are assuming new roles throughout the 
various practice settings and the purpose of this article is to highlight several of these new frontiers. The original citation is: Miller 
KL. Emerging Frontier: Vision 2020 and Developing Roles for Therapists in the Home Health Setting. The Quarterly Report. 
2013;48(3):1, 2-5. 
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employee has completed orientation and 
has transferred to clinical operations, 
where he/she gradually increases his/her 
case load to the required productivity 
level. Potential pressures to get the new 
employee seeing cases are minimized 
with this table of organization structure. 

For my organization, bringing expe-
rienced clinicians from a variety of disci-
plines together into an interdisciplinary 
clinical education team has allowed team 
members to train together, grow togeth-
er and understand each other’s role more 
fully and clearly. The nurses, therapists 
and social workers have exchanged cell 
phone numbers with each other (on 
their own) and have formed bonds that 
have positive results in the field and the 
interdisciplinary team meetings. 

INTERDISCIPLINARY EDUCA-
TION

In addition, being able to design 
and implement clinical programming 
for nurses and therapists within the 
clinical education department with both 
disciplines involved has offered insight 
into discipline- specific needs, as well 
as to where overlapping skills exist. The 
interdisciplinary nature of the clinical 
education department has also assist-
ed in tailoring training to be patient-
focused rather than discipline-focused. 
This collaboration may also facilitate 
more accurate OASIS data collection 
due to the therapists learning how the 
nurses answer the wound questions and 
the nurses understanding how the thera-
pists answer the functional questions. 
Physical therapists are needed as clinical 
educators to improve performance and 
quality within their organizations, but 
they are also needed in clinical education 
roles in order to advance the profession’s 
values for lifelong education, evidence-
based practice, and professionalism. In 
2000, the House of Delegates (HOD) 
of the American Physical Therapy As-
sociation (APTA) adopted the Vision 
2020 statement as its official statement 
for the future of Physical Therapy.2 The 
statement contains several key elements, 
including operational definitions of au-
tonomous practice, direct access, life-
long education, evidence-based practice, 
practitioner of choice and professional-
ism. Looking at the key elements of 
lifelong learning, evidence-based prac-
tice and especially professionalism, it is 

critical to have therapists in the clinical 
educator role to foster and advance these 
elements of vision 2020 in all practice 
settings. Therapists as clinical educators 
can model evidence-based practice in 
action and promote lifelong learning 
activities. 

COMMITMENT TO SOCIETY
As we approach 2020, the APTA is 

now looking beyond Vision 2020, seek-
ing to articulate the profession’s commit-
ment to society.3 “The proposed vision 
addresses the charge from the House 
of Delegates to go beyond the internal 
focus of Vision 2020 and reflect the 
contribution of the physical therapy 
profession to the health of society”.3 The 
profession of physical therapy is evolv-
ing, as shown by looking at the internal 
focus of Vision 2020 and the outward 
focus of the proposed Beyond Vision 
2020 statement.

In the thirty-first Mary McMillan 
Lecture, Dr. Ruth Purtilo presents a 
shifting landscape using the code of 
ethics as the tool to demonstrate the 
changes.4 She talks about the profession 
of physical therapy having three seasons. 
The first season is called the period of 
Self-Identity and this can be seen in the 
code of ethics from 1935, in that the 
patient was not the explicit focus of the 
statements. It was during this season that 
seeds were planted and the formation 
of the health care team was born. The 
second period “from the 1950s to the 
present” [2000], has been to show care 
through establishing a true partnership 
with patients as persons.4 The  informed 
consent document was created during 
this period. This season coincides with 
civil rights advocacy, the patient’s bill 
of rights, legislation for Medicare and 
Medicaid, and the constitutional right 
to privacy. 

CODE OF ETHICS
Amazingly, the transformation from 

self-identity to a patient-focused identity 
can be seen in the code of ethics.4, 5 In 
the Code of Ethics from 2000, the role 
of the physical therapist was defined as 
the focus on the patient client manage-
ment role.5 It is the revised code of ethics 
[2010] that speaks to Purtilo’s third sea-
son, the period of societal identity. Dr. 
Purtilo suggested becoming full part-
ners with society. She states, “…physical 
therapists must demand appropriate care 

for all patients who can benefit from 
more physical therapy interventions 
than from those of any other group or 
by any other means, then partner with 
society to find the resources to make 
this possible. Second, we can use what 
we have learned from our successes in 
developing a patient-focused identity to 
make a compelling case for how we can 
work with society to ensure that a well-
defined area of basic patient needs can 
be met in the new season.”4 The current 
code of ethics addresses five (5) roles: 
management of patients and clients, 
consultation, education, research, and 
administration.5 The additional roles de-
fined in the revised code are important 
as the profession moves forward to stay 
relevant in the changing health care 
environment. With health care profes-
sions jockeying for position to receive 
Medicare dollars, it is absolutely essen-
tial and paramount for those in these 
roles to hold to the core values of profes-
sionalism and advocate for the needs of 
patients and society. Advocating for the 
profession first will fall on deaf ears and 
show the profession in a negative light 
as self-serving. 

AUTONOMOUS PRACTICE
The concept of autonomous practice 

as defined in the Vision 2020 statement 
is integral to advancing the profession 
into the season of societal identity. Au-
tonomous practice is accepting the “re-
sponsibility to practice autonomously 
and collaboratively in all practice en-
vironments to provide best practice to 
the patient/client.” This does not mean 
practicing in isolation, but rather show-
ing independent, self-determined, pro-
fessional judgment and action. Physical 
therapists demonstrate core values by 
“aspiring to and wisely applying prin-
ciples of altruism, excellence, caring, 
ethics, respect, communication and ac-
countability, and by working together 
with other professionals to achieve op-
timal health and wellness in individu-
als and communities.”2 When applying 
these values, the therapist is sowing 
seeds of care and responsibility on an 
individual basis that will have a dramatic 
effect on society collectively.

Swisher and Hiller5 report that the 
two types of seeds that Dr. Purtilo spoke 
of — the seeds of care and seeds of ac-
countability — were planted in the 2010 
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revised code of ethics, however, Swisher 
and Hiller report “not knowing how well 
the seeds will root as they do not know 
if the profession has engaged in a robust 
moral dialogue about its obligations to 
patients, clients, students, colleagues, 
organizations, and society as a whole.”5 
Therapists working in roles outside of 
patient/client management have a great 
opportunity to plant these seeds and 
create dialogue for the agencies and 
organizations they work for and repre-
sent. Clinical educators, administrators, 
and researchers all have a voice to share 
in society, especially now that value 
based purchasing is on the near horizon. 
Therapists working as consultants have 
opportunities advocate for patient needs 
at the Centers for Medicare and Med-
icaid Services (CMS) Open Forums. 
Therapists assume additional roles in 
advocating for needed policy changes 
at federal, state, or local levels. Other 
non-traditional roles that therapists may 
fill in the home health agency include 
positions in the quality assurance/per-
formance improvement department. 
Utilization review, medical records re-
view (MRU), Oasis review, performance 
auditors and compliance auditors are 
some of the responsibilities in this area 
and performance of these functions may 
be more effective when there are mul-
tiple disciplines involved. The APTA 
HOD has adopted a statement on QA/
PI that advocates member participation 
in quality assurance and performance 
improvement activities which are in-
corporated into daily practice. “The 
commitment to quality assurance and 
performance improvement is primarily 
a professional responsibility and is to be 
promoted and fostered by Association 
members through individual and col-
lective efforts.”6 Therapists and nurses 
working in home health have trained for 
and received Oasis certification designa-
tions (COS-C). Isn’t it prudent for both 
disciplines to be involved in the docu-
ment review process? The APTA Board 
of Directors has published guidelines 
for peer review training with the intent 
of educating “physical therapists to: (1) 
uphold professional standards, (2) be ac-
countable to the public, and (3) be con-
sistent in interactions with payers and 
managed care organizations.”7 Is it not 
best practice to use the strengths of the 
broad range of professions throughout 
the home health agency? 

CONCLUSION
In this time of uncertainty in health 

care, the physical therapy profession 
has moved into the season of societal 
identity. Therapists need to look beyond 
their traditional roles in patient care to 
create new opportunities to advocate, 
to teach, to administer, to research, to 
work in public health, to work in qual-
ity assurance and performance improve-
ment. We also need to be open to future 
prospects for collaboration and frontiers 
for the profession that may be inconceiv-
able today.

REFERENCES
1.    �U.S. Department of Health and 

Human Services Report to Con-
gress: Plan to Implement a Medi-
care Home Health Agency Val-
ue-Based Purchasing Program. 
http://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/
HomeHealthPPS/downloads/stage-
2-NPRM.PDF. Accessed April 1, 
2013.

2.    �American Physical Therapy Associa-
tion. Vision 2020 statement. 2000. 
http://www.apta.org/vision2020/. 
Accessed April 1, 2013.

3.    �American Physical Therapy Associa-
tion. Beyond Vision 2020. http://
www.apta.org/BeyondVision2020/. 
Accessed April 1, 2013.

4.    �Purtilo RB. Thirty-First Mary 
McMillan Lecture: A time to har-
vest, a time to sow: ethics for a 
shifting landscape. Phys Ther. 
2000;80:1112-1119.

5.    �Swisher LL, Hiller P. APTA Task 
Force to Revise the Core Ethics 
Documents. The Revised APTA 
Code of Ethics for the Physical 
Therapist and Standards of Ethical 
Conduct for the Physical Therapist 
Assistant: Theory, Purpose, Pro-
cess, and Significance. Phys Ther. 
2010;90:803-824.

6.    �American Physical Therapy As-
sociation. Quality Assurance and 
Performance Improvement. House 
of Delegates statement. http://
www.apta.org/uploadedFiles/AP-
TAorg/About_Us/Policies/Practice/
QualityAssurancePerformanceIm-
provement.pdf#search=%22quality 
assurance%22. Accessed April 1, 
2013.

7.    �American Physical Therapy As-
sociation. Guidelines: Peer Review 

Training. http://www.apta.org/up-
loadedFiles/APTAorg/About_Us/
Policies/Practice/PeerReviewTrain-
ing.pdf#search=%22quality assur-
ance%22. Accessed April 1, 2013.

Kenneth L. Miller is 
the clinical educator 
for Catholic Home 
Care and Good Sa-
maritan Home Care 
where he provides 
staff development, 
orientation, compe-

tency, continuing education, and train-
ing to nursing, therapy, and social work 
staff using best practice and evidenced-
based practice tools. Dr. Miller is a 
recipient of the Home Health Section 
Research Grant and is currently involved 
in a RCT involving management of 
chronic heart failure in the home envi-
ronment. 

Dr Miller is the Co-Chair of the 
Practice Committee of the Home 
Health Section of the American Physical 
Therapy Association (APTA), as well as 
a member of the Practice Committee of 
the Section on Geriatrics of the APTA. 
He may be reached at kenmpt@aol.com 
or Kenneth.miller@chsli.org.



11GeriNotes, Vol. 21, No. 4  2014

BACKGROUND
As the United States Government 

seeks to solve its broken health care sys-
tem through efforts and mandates from 
the Affordable Care Act (ACA) in 2010, 
the health care delivery system is experi-
encing changes to all facets of care provi-
sion. In Title III of the Law, provisions 
enacted are being put in place to link 
payment to quality through the value-
based purchasing program.1 In addition 
the ACA encouraged the development 
of new patient care models through ac-
countable care organizations (ACO) and 
payment bundling. The expansion of 
ACOs, bundling and Innovations proj-
ects are being implemented across the 
country and the full impact of these sys-
tem changes has yet to be realized. The 
purpose of this article is to introduce 
an interdisciplinary orientation program 
designed to facilitate an interdisciplin-
ary care delivery model to realize true 
efficiency in care delivery where better 
outcomes are achieved in fewer visits.

INTERDISCIPLINARY AND MUL-
TIDISCIPLINARY CARE MODEL

The traditional care delivery model 
parallels the traditional health care pro-
vider educational model in that delivery 
and academic training occurs in a silo 
model approach where the health care 
professional, regardless of discipline, 
practices more or less in a vacuum apart 
from the rest of the team. This is evident 
by observing the lines of communica-
tion/collaboration in many organiza-
tional structures throughout health care. 
Even though these same organizations 
label themselves as interdisciplinary, the 
model is a multidisciplinary care delivery 

FACILITATING THE INTERDISCIPLINARY TEAM MODEL 
THROUGH INTERDISCIPLINARY ORIENTATION

Kenneth L Miller, PT, DPT, CEEAA

model. Typically, the lines of communi-
cation run vertically from the field clini-
cians to their respective discipline man-
ager or director. The horizontal interdis-
ciplinary communication/collaboration 
occurs between the supervisors/manag-
ers/directors of nursing, rehab and social 
work. Following this communication 
model, the focus remains isolated and 
discipline centric. Even though the dif-
ferent disciplines meet during case con-
ferencing, the multidisciplinary approach 
is followed. Confusion regarding inter-
disciplinary and multidisciplinary care 
exists because these terms are often used 
interchangeably. Multidisciplinary team 
approaches “utilize the skills and experi-
ence of individuals from different disci-
plines, with each discipline approaching 
the patient from their own perspective.”2 
Interdisciplinary team model approaches 
“integrate separate discipline approaches 
into a single consultation. That is, the 
patient-history taking, assessment, diag-
nosis, intervention and short and long 
term management goals are conducted 
by the team, together with the patient, 
at one time.”2 The team members are en-
couraged to step out of “discipline silos” 
to work toward the best outcome for the 
patient.2 Movement from discipline cen-
teredness toward patient centered care 
and community engagement is a key to 
improving outcomes and is supported 
by the ACA.1,3

The arrival of the twenty-first cen-
tury prompted many organizations to 
assess the health care education system, 
including the Global Commission on 
Education of Health Professionals for 
the 21st Century.4 Two of the organiza-
tion’s recommendations speak directly 

to the purpose of the interdisciplin-
ary orientation program that has been 
implemented at Catholic Home Care. 
The Commission recommended the 
“promotion of inter-professional and 
trans-professional education that breaks 
down professional silos while enhancing 
collaborative and non-hierarchical rela-
tionships in effective teams.”4 The other 
recommendation that speaks to the pur-
pose of the interdisciplinary orientation 
program is the promotion of “a new 
professionalism that uses competencies 
as the objective criterion for the clas-
sification of health professionals, trans-
forming present conventional silos.”4 

Orientation
The orientation program imple-

mented at Catholic Home Care is in-
terdisciplinary in that the clinical edu-
cators include a physical therapist and 
registered nurse who co-instruct the 
material. The new employees (field staff ) 
are trained together where appropriate 
(therapists, nurses, social workers and 
home health aides). For example, the 
OASIS training class includes the thera-
pists and registered nurses as participants 
and the instructors are both therapists 
and nurses who provide their discipline 
specific perspective in a holistic way to 
all participants. 

Competency
As for competency, the different dis-

ciplines work together where appropri-
ate by licensure on the core competen-
cies and core practical education. A 
fitting example of this is the Hoyer lift 
competency for home health aides. The 
nurses and therapists also attend the 
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Hoyer training for educational purposes. 
A pleasant byproduct of the combined 
class was that the nurses and therapists 
assisted in instructing the home health 
aides and each other in use of the Hoyer 
lift during the practical/lab part of the 
class. This was a spontaneous interac-
tion that was nice to see as the field staff 
began to communicate with each other 
and support each other, breaking down 
the silo walls. 

A pilot study introducing medical 
students to an interdisciplinary health 
care team reported that the participants 
increased their understanding of other 
health professions, including when to 
refer to and collaborate with the other 
health care professionals.5 One of the 
many benefits of providing training in 
an interdisciplinary model includes clar-
ification of role identity, role ambiguity 
is less an issue as the varying disciplines 
are trained together. The field staff is 
better equipped to refer to other disci-
plines. For example, a physical therapist 
had a patient who needed to have grab 
bars installed in her home and the PT 
was unsure how to go about getting this 
done. The PT ended up texting a social 
worker on the team who had contacts 
for this service. The MSW provided this 
information to the PT, who then gave 
the information to the patient to use.

We have found that clinicians who 
have trained together form lasting bonds 
and look to each other as resources once 
they have completed orientation and 
have moved on to clinical operations. 
The interdisciplinary team meetings 
where patients are discussed demon-
strate this closeness, as the different dis-
ciplines sit interspersed in the meeting. 
The therapists, nurses and home health 
aides are not all clustered together by 
discipline and the staff, having gone 
through orientation together, regard-
less of discipline, sit near each other. In 
fact, new employees, regardless of disci-
pline, have exchanged contact informa-
tion with each other without prompting 
from the clinical educators and manag-
ers, showing an increased need and will-
ingness to communicate with each other. 

Patient-Centered
Another benefit of the interdisci-

plinary team model is regarding the 
shift of thinking from discipline goals 
towards patient-centered goals. Getting 
the patient involved in the plan of care 

is critical to improving the outcomes. If 
the plan of care is solely generated by the 
clinician in a silo, without collaboration 
with other disciplines, two unfortunate 
things happen: (1) the care plan cannot 
have a layered intervention effect and (2) 
the patient may be unaware of the plan 
of care and thus unaware of his involve-
ment in the process.

I have seen a layered intervention ef-
fect when the goals are patient centered 
and the varying disciplines collaborate in 
assisting the patient in meeting this goal. 
An example of a patient centered goal is 
as follows: 

Patient goal: “I do not want 
to be re-hospitalized while on 
home care services.” If the pa-
tient has heart failure as a di-
agnosis, one of the strategies 
to reduce/prevent re-hospital-
ization is to take daily weights. 
As an interdisciplinary team, 
the layering intervention is for 
nursing to go over the medical 
reason for daily weights in their 
teaching interventions, for the 
physical therapist to instruct 
the patient how to step on 
the scale and take their weight 
(ie, reinforcing the nurse’s in-
structions) and finally, have the 
home health aide do the daily 
weights during each visit that 
the aide performs. This pro-
vides layering to the patient 
where each discipline covers 
the importance of the daily 
weights from his/her perspec-
tive and job function. If a 
nurse is visiting the patient 
2x per week, the therapist is 
2x per week and the home 
health aide is 3x per week, 
then there are 7 opportuni-
ties to discuss and perform 
daily weights instead of 2 if 
the nurse alone addressed this 
subject. Additionally, actually 
doing the weights during the 
various visits impresses upon 
the patient more urgency to 
perform the daily weights.

CONCLUSION
By using an interdisciplinary model 

with patient centeredness as the hub of 
the plan of care, the patient is involved 
in every facet of the plan of care. By 
being at the hub, the patient is more 

involved in carrying out his part in the 
plan and the outcomes are sure to be 
better and occur in fewer visits. The 
interdisciplinary team approach to ori-
entation, competency and care delivery 
is the way of the future and will be more 
apparent as the value based purchasing 
reimbursement changes, along with the 
new care delivery organizations of the 
ACOs, take over the health care system 
in this country. 
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annual workshop provides training to 
support the Sections—the true content 
experts—in the development of CPGs. 
This event coordinates the knowledge 
and expertise of Joe Godges, DPT, MA, 
OCS, of the Orthopaedic Section and 
Sandra Kaplan, PT, PhD, of the Section 
on Pediatrics. Members identified by 
the Sections are nominated to attend the 
workshop, and priority for attendance at 
the workshop is given to nominees who 
meet the following criteria:

1.  �Demonstrate full support from the 
Section’s leadership.

2.  �Have a clearly-identified clinical 
question or topic.

3.  �Have initiated activities to address 
the identified question or topic.

4.  �Have identified subject matter ex-
perts and confirmed participation of 
members to develop a clinical prac-
tice guideline.

Through the training and the finan-
cial support, there are now 7 CPGs in 
development that are being funded by 
APTA. Those are:

September 2012: Cardiovascular and 
Pulmonary and Acute Care

Clinical practice guidelines for the 
prevention, assessment of risk, and phys-
ical therapy management with lower or 
upper extremity venous thromboembo-
lism (VTE)

September 2012: Geriatrics
Development of a Clinical Guidance 

Statement for the Identification, Preven-
tion, and Treatment of Falls in Commu-
nity Dwelling Older Adults

September 2012: Neurology 
Vestibular Rehabilitation for Periph-

eral Vestibular Hypofunction  

September 2012: Oncology
Management of Secondary Upper 

Quadrant Lymphedema

The concept of clinical practice 
guidelines (CPGs) has been around for 
thousands of years as a way to provide 
the best care for the patient. They ex-
ist for many disciplines in many forms, 
but in the United States, the National 
Guidelines Clearinghouse (www.guide-
line.gov/index.aspx) is the primary re-
pository for CPGs. Currently there are 
over 12,000 CPGs listed on this site, 
each intended to improve the effective-
ness, safety, outcomes, and efficiency of 
health care.

As you might imagine, thinking 
around CPGs has evolved over the years. 
In the early 1990s, the Institute of Med-
icine (IOM) released several reports on 
the use of a modern CPG. At that time, 
the CPG became more focused on using 
the best available evidence to develop 
graded recommendations.

As part of the ongoing effort to 
use evidence to improve the quality 
of CPGs, the IOM published Clinical 
Practice Guidelines We Can Trust1 in 
2011. This document states that CPGs 
“are statements that include recommen-
dations intended to optimize patient 
care.” They “assist practitioner and pa-
tient decisions about appropriate health 
care for specific clinical circumstances.” 
Further, the IOM defines CPGs as 
‘’systematically developed statements to 
assist practitioner and patient decisions 
about appropriate health care for spe-
cific clinical circumstances.” They are 
graded recommendations on best prac-
tice for a specific condition or clinical 
question based on the systematic review 
and evaluation of the quality of the 
scientific literature. These documents 
are defined by a stringent methodology 
and formal process for development; al-
though variation can exist, all must meet 
standard criteria. Recently, the National 
Guidelines Clearinghouse announced 
that it would be adopting the IOM rec-
ommendations.

Physical therapy is a relative new-
comer on the CPG scene, but we’ve 

CPGS: WHAT ARE THEY AND HOW IS APTA  
SUPPORTING THE SECTIONS TO DEVELOP THEM?

Matt Elrod, PT, DPT, MEd, NCS

been working hard to generate resources. 
In 2006, the Orthopaedic Section of 
APTA used the International Classifi-
cation of Functioning, Disability and 
Health (ICF) to develop evidence-based 
CPGs to enhance diagnosis, interven-
tion, prognosis, and assessment of out-
comes for a variety of musculoskeletal 
conditions commonly managed by phys-
ical therapists. The Orthopaedic Section 
currently has 10 CPGs completed, pub-
lished, and made available as open access 
on its Web site and is revising previously 
published CPGs on a regular update 
cycle to keep them current. The Section 
on Pediatrics has also developed a CPG 
process and recently published its first 
CPG, “Physical Therapy Management 
of Congenital Muscular Torticollis.”2

Recognizing that the APTA’s Sec-
tions represent the clinical expertise of 
the profession, APTA has taken the role 
to help facilitate the Sections’ develop-
ment of CPGs as an important tool 
to decrease unwarranted variation in 
practice by providing clinicians with the 
best available evidence so that they can 
provide the best care to their patients 
and clients. This role is supported by 
the APTA strategic plan, Goal 1, Ef-
fectiveness of Care, which states: “APTA 
will better enable physical therapists to 
consistently use best practice to improve 
the quality of life of their patients and 
clients.” Under that goal, Objective A 
directs the association to increase the 
number of peer-reviewed CPGs. 

The APTA has specifically responded 
to this goal and objective by initiating a 
program to provide support and fund-
ing for Sections to develop CPGs, a 
program that includes an annual CPG 
workshop. Since the program began, 
APTA has provided funding and sup-
port for the development of 7 CPGs. 
As part of this support, APTA issues a 
call twice a year for proposal submis-
sions for the development of CPGs and 
sponsors an annual workshop to pro-
vide CPG development guidance. The 
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March 2013: Geriatrics
GeriEDGE Evaluation of Fall Risk 

Assessment Tools and Fall Risk Abate-
ment/Balance Outcome Measures

September 2013: Acute Care
Clinical Practice Guideline for the 

Identification and Evaluation of Post-
Intensive Care Syndrome

September 2013: Neurology
Clinical Practice Guideline: Core Set 

of Outcome Measures for Patients with 
Neurologic Conditions

The APTA will continue to work 
with the Sections to facilitate the de-
velopment of CPGs and help share the 
important work that is being performed. 
If you have any questions about APTA’s 
role and support of the Sections, please 
contact Matt Elrod at mattelrod@apta.
org.
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The APTA’s Evidence-based Docu-
ments Initiative was launched following 
a collaborative working group meeting 
between representatives of numerous 
Sections and APTA staff in 2008 and 
was subsequently supported by APTA 
Board of Directors’ motions in 2009. 
This initiative provides structure, pro-
cess, and resources for the development 
of EBDs that facilitate the translation of 
research findings into physical therapy 
practice. Two tangible examples of sup-
port provided by the APTA include 
bi-annual opportunities for Sections to 
submit proposals for EBD development 
funding and an annual APTA-sponsored 
workshop on CPG development.

Since the APTA initiative’s incep-
tion, the Academy of Geriatric Physi-
cal Therapy (AGPT) has been busy 
at EBD development. First, in 2011, 

Knowledge translation is the captur-
ing, synthesizing, and sharing of high-
quality research (ie, knowledge) for the 
purpose of improving the provision 
of physical therapy through a reduc-
tion of unwarranted variation in care.1 
The most common strategy by which 
knowledge translation is accomplished 
is through the collaborative develop-
ment of, dissemination of, and imple-
mentation of recommendations from 
evidence-based documents. The Insti-
tute of Medicine (IOM) defines an 
evidence-based document (EBD) as 
‘’systematically developed statements to 
assist practitioner and patient decisions 
about appropriate health care for specif-
ic clinical circumstances.”2(p 38) Two com-
mon EBD formats are clinical practice 
guidelines (CPGs) and clinical guidance 

UPDATE FROM THE PRACTICE COMMITTEE’S 
SUBCOMMITTEE ON EVIDENCE-BASED DOCUMENTS

Timothy Hanke, PT, PhD

statements (CGSs). A CPG is a graded 
recommendation on best practice for a 
specific condition based on the system-
atic review and evaluation of the quality 
of the scientific literature. A CGS, some-
times called a clinical practice appraisal, 
summarizes best practice for an area of 
clinical practice based on the integration 
of available literature and expert opin-
ion. The development of these docu-
ments follows a strong methodology and 
formal, systematic process. There are 
differences between a CPG and a CGS. 
A CPG uses systematic reviews, high-
quality evidence, and expert opinion to 
provide action steps for the clinician on 
a particular health condition or topic. A 
CGS synthesizes evidence from already 
existing CPGs and adapts the CPGs’ 
recommendations for a particular physi-
cal therapy-specific purpose.
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AGPT leadership established a Subcom-
mittee on Evidence-based Documents as 
a standing subcommittee of the Practice 
Committee. Subcommittee members 
surveyed the AGPT membership at the 
2012 Combined Sections Meeting in 
Chicago, IL, and collaboratively de-
termined important topics for EBD 
development. The first topic to be ad-
dressed was falls in community-dwelling 
older adults. Subcommittee members 
attended the annual APTA workshop 
on CPG development in the summer of 
2012 with this topic in hand. Given the 
existence of numerous CPGs on falls at 
that time (eg, American Geriatrics Soci-
ety/British Geriatrics Society Guideline, 
National Institute for Health and Care 
Excellence Guideline), the Subcommit-
tee determined that a CGS was the best 
EBD choice. The Subcommittee then 
submitted a proposal that was funded 
by APTA to proceed in the development 
of a CGS. This CGS, titled “Identifica-
tion, Prevention, and Treatment of Falls 
in Community-dwelling Older Adults: 
A Clinical Guidance Statement from the 
Academy of Geriatric Physical Therapy 
of the American Physical Therapy As-
sociation,” is now in its final stages of 
development and will be submitted for 
publication shortly.

One of the advantages of a CGS is 
that it offers the opportunity for a gap 
analysis. As part of this gap analysis of 
CPGs on falls in community-dwelling 
older adults, it was determined that 
there exist several physical therapy-spe-
cific questions that remain unanswered, 
suggesting the need for a new, physi-
cal therapy-specific CPG. For example, 
the existing CPGs did not specifically 
address two important questions for 
physical therapists: (1) what are the best 
assessment tools to identify a communi-
ty-dwelling older adult at risk for falling? 
and (2) what are the best modes and 
dosages of exercise needed to decrease 
fall rates and prevent falls?

Fortunately, there exist numerous 
systematic reviews and high-quality ran-
domized controlled trials from which to 
answer questions about interventions for 
fall prevention in community-dwelling 
older adults. However, there is a dearth 
of information on assessment tools for 
the identification of fall risk. Therefore, 
to provide the necessary knowledge syn-
thesis, the GeriEDGE Task Force (as of 
the 2014 Combined Sections Meeting 
in Las Vegas, NV, now a component of 

the Subcommittee on EBDs) received 
APTA funding in 2013 to produce a 
systematic review on fall risk assessment 
tools and fall risk abatement and balance 
outcome measures to provide the needed 
evidence synthesis for the CPG. Most 
recently, in May of 2014, the Subcom-
mittee was awarded a grant from the 
APTA, with matching funds from the 
AGPT, to fund the development of a 
physical therapy-specific CPG, a 3-year 
project to begin this summer.

As the Subcommittee completes its 
work on the falls CGS (which was pre-
sented at the 2014 Combined Sections 
Meeting, along with the work of the 
GeriEDGE Task Force) and prepares to 
begin developing a physical therapy-spe-
cific CPG on the same topic, it will also 
begin planning for developing future 
EBDs on other topics. As the planning 
process progresses, the Subcommittee 
will issue future calls for volunteers to 
assist in these projects.
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In conclusion, my passion for the 
neurologic population was set on fire 
throughout my inpatient rehabilitation 
rotation. My take home was quickly 
learned; evaluating and treating a patient 
post-stroke requires flexibility, patience, 
and a whole bunch of communication 
strategies. My experience was challeng-
ing, pushing me to the outer limits 
emotionally, but the reward of finally 
communicating with my patients was 
worth it! 
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As learned throughout my educa-
tion, aphasia is a language disorder that 
affects one’s ability to communicate.1 

Furthermore, approximately one third 
of individuals admitted to the hospital 
with a stroke present with aphasia.2,3 
Here I was beginning a 9-week clinical 
rotation on the stroke team as a third 
year, doctorate of physical therapy stu-
dent, with no experience communicat-
ing with language deficits. At the start of 
my inpatient rehabilitation experience, 
I did not anticipate the efforts, critical 
thinking, and problem solving required 
among patients suffering from aphasia.

Let me reveal a patient interaction 
that defines my experience perfectly. I 
was working with a pleasant gentleman 
on the stairs and I was nervous because 
it was my first time taking lead in a 
session. Secondly, I was informed that 
I needed to be more “aggressive.” My 
hands were sweating, my stomach was in 
knots, and subconsciously my voice was 
increasing. My patient just wasn’t do-
ing what I asked, and in turn my voice 
continued to rise. I deduced that inside 
I had hoped that if my words came out 
louder, clearer, and crisper my patient 
would suddenly “get it.” I was extremely 
embarrassed when my clinical instructor 
had to clarify with me that my patient 
had no hearing impairments and I could 
stop shouting. This was my reality for 9 
weeks, as I had no concept on how to ef-
fectively communicate with my patients. 

Not only was I confused but also my 
patients were frustrated because they 
could not speak as well or did not un-
derstand things as they once did. I will 
never forget the time when my pleasant 
gentlemen stared angrily at me because I 
failed to effectively communicate about 
the task goal, locomotor training. It was 
evident that my patience was running 
thin as I was overwhelmed with defeat. 
My patient’s eyes explained his rage; 
with hindsight, my personal dilemma 
was negatively influencing my patient. 
Furthermore, research has found that 

REDISCOVERING THE FLOW OF COMMUNICATION: 
A STUDENT’S PERSPECTIVE

Trisha Armstrong, SPT; Meri Goehring, PT, PhD, GCS

health care provider’s impatience can 
affect the motivation of patients with 
stroke and aphasia.2 Sounds familiar to 
me. 

Knowing about aphasia and learning 
how to communicate with patients with 
aphasia are two separate subjects. As 
a student, interacting among patients 
with aphasia solidified my knowledge on 
aphasia. I had hands on experience with 
comprehension, expression, reading, and 
writing deficits; as all these facets can be 
impaired with aphasia.2 Unfortunately, 
aphasia is just one deficit that can occur 
following a stroke. Other factors includ-
ing motor control and cognitive func-
tion can also impact communication. 

Collaborating with the speech lan-
guage pathologist provided me great in-
sight on how to effectively communicate 
with my patients. I was able to sit in on 
a couple sessions of speech therapy with 
my patients and I was amazed how many 
methods were used to help analyze com-
munication. I was also able to join forces 
with the occupational therapist in order 
to find successful communication ap-
proaches for each patient. Moreover, my 
collaborative experience opened my eyes 
to the power of multidisciplinary care.

This following expert from Benner 
and Wubel4 demonstrates the impor-
tance of communication: “Understand-
ing the meaning of the lived experience 
of the illness may be a gift to the aphasic 
person, because it may move back the 
walls of isolation and suffering created 
by the disease.” There is no other option, 
than to find a solution to break com-
munication barriers between therapist 
and patient. My clinical experience shed 
so much light into the role of a physical 
therapist. We are not only health care 
professions, we are motivators! It is our 
job to advocate for our profession and 
our patients. This includes educating 
family on how to overcome the awk-
wardness and distance aphasia often 
creates.5 
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As a DPT student, I had wonderful 
opportunities in my first inpatient acute 
care setting to identify with many peo-
ple from differing backgrounds. It was 
refreshing to listen to the many different 
stories people had to tell. Given this, as I 
approached my next clinical assignment in 
a long-term acute care setting, I was feel-
ing fairly anxious and uncertain about 
how long it had been since this informa-
tion was fresh in my mind. As I began 
the week prior to the rotation, I found 
myself feeling more certain as I studied 
up on acute care practice considerations. 
Yet, I was still not quite sure about how 
I would perform.

Once I arrived in the long-term acute 
care setting, after discussions with my 
clinical instructor and after receiving a 
detailed orientation, I started feeling 
much better about my ability to make 
a difference in patient’s health and out-
comes in this challenging environment. 
Then came the actual patient care. Over 
the first two weeks, I scoured my brain 
to remember all the bits of information 
that may help to make my time most 
effective with each and every one of the 
patients I was treating. It became quite 
exhausting trying to make every minute 
meaningful skilled therapeutic interven-
tion. However, as I learned to keep up 
with the fast pace of care and attempted 
to recall every lab value, technique, and 
examination tool, I thought I was really 
stepping up and making a solid impact 
on my patients.

Then came ‘Joe’ who forced me to 
reconsider the impact of my treatment. 
Joe had been on prolonged respiratory 
ventilation following a massive cardio-
vascular event. He was elderly and had 
multiple comorbidities. I was able, by 
way of non-verbal communication strat-
egies, to gather as much information as 
possible through his history and initial 
evaluation. While carefully managing his 
chest tube, PICC line, Foley catheter, 
multiple negative pressure wound care de-
vices, and ventilator tubing, I assisted him 
to sit on the edge of his bed. His pro-
longed bed-rest from a significant length 

CHART AND SOUL
Brett Cain, SPT; Meri Goehring, PT, PhD, GCS

of stay at a hospital and subsequently at 
the long-term acute care hospital allowed 
me the opportunity to examine his severe 
deconditioning. After getting him back 
to bed, I noticed a gripping emotion in 
his face. Tears poured down his cheeks as 
he asked me to just sit and be with him. 
After a few minutes of conversation both 
by reading his lips and sketching on his 
white board, I gathered that he was tell-
ing me he had just heard news that his 
daughter was in a serious motor vehicle 
accident and had broken her neck. As 
my heart began to break, he told me 
that he just wanted to go “home” as he 
pointed upward. I forgot my schedule 
momentarily as I helped console him. 
Despite the busy schedule, I asked and was 
granted permission to sit with him for a 
few minutes.

My point of this encounter is to re-
mind therapists and medical profession-
als alike that it is easy to forget through 
all the details of medical and therapeutic 
intervention that it is people we are 
treating. It is easy to get caught up in 
the chaos of what the patient’s chart 
says and what the BP, HR, FiO2, MMT, 
hemoglobin, ROM, WB status, surgical 
history, etc is and completely forget that 
the patient has a spirit and beyond ev-
erything else, what he or she really may 
need at times is just to have someone to 
listen and be there. Can you bill for this 
ethically? No, you cannot. And, your day 
may be a bit longer. But I urge you in 
whichever setting you are in to remem-
ber that you are not treating the patient’s 
chart or the lineup of numerous patients 
scheduled in your morning or afternoon, 
you are treating the human spirit as a 
component of holistic treatment, and 
sometimes, like my wake up call, it may 
be more important than all the rest. 

I saw him for two more visits with 
several meaningful moments spent to-
gether in conversation until he went...
home.
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I was hurriedly walking out of the 
nursing home, fatigued after a long 
day at work. As I arrived at the exit 
door, a petite, older lady was sitting at 
the window with her forehead resting 
against the glass, mumbling. It gripped 
my heart, so I approached her. I slowly 
bent down on one knee and asked her if 
she was okay. She replied, “No, honey.” 
I asked her what was wrong and if she 
needed anything. She simply said, “No 
one will listen to me. I just want some-
one to listen to me.” I pulled up a chair.

Throughout my career as a PTA, 
I have worked in numerous settings, 
including ALFs, SNFs, inpatient hospi-
tals, and outpatient and inpatient rehab 
facilities. I love all the settings in which 
I have had the privilege to work, as 
well as all the patients I have had the 
privilege to treat. A simple theme runs 
through every facility of every company: 
be productive. I think that as therapists 
we can all agree that it is important to 
be productive. After all, it is what pro-
vides our salaries and creates a thriving 
business. However, I think that with all 
of the demands of being productive, we 
have lost sight of our personal touch. 
We cart patients from one activity to an-
other counting minutes and scrambling 
to document. I feel we should stop and 
reflect. Did we really connect with the 
patients we treated?

One of my personal goals while of-
fering therapy is to make a connection 
with each and every patient. I attempt 
to treat each one as if they were a mem-
ber of my own family. I think this is a 
reasonable goal. This effort builds trust 
because patients see genuine concern. It 
is actually possible, and almost effortless, 
to connect with patients while perform-
ing functional tasks, exercises, or gait 
training. Connection should be easier 
still in a geriatric setting, where we often 
spend more time with those patients 
than some of their family members.

I have encountered many types of 
patients. Please allow me a few moments 
to introduce you to just a few of them. (I 

CONNECTING, PRODUCTIVELY
Amy Kirby, PTA

have changed names to protect privacy.)
Brad was admitted to our facility and 

hospice with only a few expected weeks 
to live. He was unable to walk, but was 
optimistic. He became stronger and 
requested therapy. He had contractures 
of all his extremities and required a lot 
of stretching. He thrived in therapy and 
was taken off the hospice list. The last 
therapy session I had with Brad he was 
walking with a rolling walker with two 
people assisting.

Thelma was already at our facility 
when I began working there. She had 
been offered therapy in the past, but 
declined. I took a few extra minutes each 
day to visit with Thelma and befriend 
her. During one of our chats we made 
a connection, so I presented Thelma 
with my spiel about the importance of 
therapy. Thelma still refused. Almost 
every day I stuck my head in her door 
or sat and talked with her, but Thelma 
repeatedly refused. Her family, the staff, 
and our therapy team knew her poten-
tial, but Thelma did not want any part 
of it. To this day Thelma is my friend, 
but still refuses to participate in therapy.

Bob was an older gentleman who 
was admitted to hospice. He had a ter-
minal expected outcome and begged for 
therapy right from the start. Bob wanted 
to remain high functioning for as long 
as possible. Bob had the mental capacity 
of an 8 year old. He was walking with 
a rolling walker and one person assist 
prior to developing a cold. His medi-
cal condition grew worse very quickly.  
His family was notified, but lived at a 
great distance. Bob was terrified of dy-
ing alone. Many of the staff, including 
myself, sat and held his hand, often after 
hours, around the clock, awaiting the ar-
rival of his family. I was the one holding 
Bob’s hand when he passed.

Carl was an elderly and stern gentle-
man. In my hurry to accomplish my 
task at hand, I forgot to inform him 
of my reasoning for attempting to tie 
theraband around his legs. I wanted to 
strengthen his hip abductors, but he be-

came agitated and screamed at me. Prob-
ing further into his reason for screaming, 
I discovered that Carl had served our 
country in WWII and was a prisoner of 
war for an unknown amount of time. 
Carl, very rightfully, refused to ever be 
tied up again.

Ray, a middle-aged man who loved 
to talk more than exercise, was eager 
for any and all therapy. He was often 
early to therapy and stayed late. He was 
frequently caught talking to his peers 
instead of exercising when my back 
was turned. If Ray saw me looking or 
walking in his direction, he promptly 
resumed the exercises and counted out 
loud…”98, 99, 100.” To this day his 
nickname is still “99, 100.”

Why do I share these personal stories 
of my patients with you? As therapists, 
you will encounter many people like 
Brad in your career. They progress, in-
spire, and remind us why we chose this 
field in the first place. You get the op-
portunity to help and to witness those 
“Brad’s” walk again.

Never give up on your “Thelma”. 
Take the time to encourage them, even 
though you may feel deep down they 
will never participate. Let the “Thelma’s” 
grow your perseverance, having the faith 
that one of them, one day, will trust the 
friendship you took the time to grow 
and will finally participate.  

If a “Bob” ever reaches his hand out 
to you, take it.  Don’t pass him off to 
someone else and be robbed of that 
blessing.  Let that “Bob” remind you 
to stay after work, just because it is the 
right thing to do. Let your “Bob” keep 
your heart tender to those who are hurt-
ing, scared, or just need a friend. Never 
be afraid to let your patients touch your 
heart, because if you open it, many will.

The “Carls” of this world need an 
appreciative hug and word of thanks 
from us. Their service allows us our 
daily freedoms. Listen to their stories, 
one hundred times if needed, knowing 
that they are one of thousands that have 
a personal story to share of our freedom. 
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There is wisdom to be gained if we listen 
to our elders. And, yes, even those with 
Alzheimers.

Laugh with your “Ray” every day. 
Laughter is the best medicine! Your 
patients will have many forms of humor 
that will keep you in stitches. You will 
learn many one-liners from all of them.

We should not be afraid to make 
those connections. Our true compassion 
for patients enhances our jobs and their 
lives. One day it will be our family mem-

ber, or us, that will need treatment. I do 
not want to be the lady at the window 
wishing someone would listen to me. 
Do you?
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kaykee69@gmail.com.

Student Research Award
Recognize outstanding research-related activity completed 
by entry-level physical therapy students.

Clinical Educator Award
Recognize physical therapists or physical therapist assistants 
for outstanding work as a clinical educator in geriatrics 
health care setting.  

Fellowship for Geriatric Research
Recognize physical therapists pursuing research in geriatrics 
which may be conducted as part of a formal academic 
program or a mentor ship.

Excellence in Geriatric Research Award
Honor research published in peer-reviewed journals based 
on clarity of writing, applicability of content to clinical 
geriatric physical therapy, and potential impact on both 
physical therapy and other disciplines. 

Adopt-A-Doc Award
Recognize outstanding doctoral students committed to 
geriatric physical therapy, provide support to doctoral 
students interested in pursuing faculty positions in physical 
therapy education, and facilitate the completion of the 
doctoral degree.

Clinical Excellence In Geriatrics Award
Recognize a physical therapist for outstanding clinical 
practice in geriatric health care settings.

Distinguished Educator Award
Recognize a Section on Geriatrics member for excellence in 
teaching.

Outstanding Physical Therapist Assistant Award
Recognize a physical therapist assistant who has 
significantly impacted physical therapy care in geriatric 
practice settings.

Lynn Phillippi Advocacy for Older Adults Award 
Recognize projects or programs in clinical practice, 
educational, or administrative settings which provide strong 
models of effective advocacy for older adults by challenging 
and changing ageism.

Volunteers in Action Community Service Award
Recognize the exceptional contribution of a physical 
therapist or physical therapist assistant in community 
service for older adults.

Joan Mills Award
Presented to a Section on Geriatrics member who has given 
outstanding service to the Section.

Nominations are due November 1, 2014 and 
all awards will be presented at the Section 

Membership Meeting at CSM in February of 2015.

2014201420142014201420142014201420142014201420142014
Academy of Geriatric Physical Therapy

AWARDS
CALL FOR NOMINATIONS

For additional information on the criteria and selection process for academy awards, please visit the 
Academy of Geriatric Physical Therapy website at www.geriatricspt.org

or contact the office by email at karen.curran@geriatricspt.org or by phone at 866/586-8247



20 GeriNotes, Vol. 21, No. 4 2014

health. In traveling to Quintana Roo 
to provide PT services to the elderly, 
we were able to expand our knowledge 
beyond our classroom and textbooks 
and put into practice what we have been 
learning over the past few years. 

A critical lesson we have been taught 
throughout our time in PT school is the 
importance of adaptability. This integral 
pillar to the practice of PT is one that 
we were able to explore and apply during 
our time of service at the Home for the 
Elderly. While at the Home, we encoun-
tered various challenging situations that 
required us to critically think and ad-
just according to the circumstances. We 
not only had limited resources available 
for us to work with, but we were also 
faced with a significant language barrier. 
Though a small number of us spoke 
Spanish, many had to rely on commu-
nicating with our elderly patients via an 
interpreter. This challenge reminded us 
how essential it is for a therapist to have 
patience and gave us the opportunity to 
practice simplifying our words to get our 
main points across. 

In addition to our challenge with 
patient interaction, we were met with 
a lack of available supplies. The wealth 

When you hear about a group of stu-
dents traveling to Cancún, Mexico, “ser-
vice learning” is probably not the first 
thought that comes to mind. What we 
often forget is for every place of luxury, 
there is also a place of underprivileged 
and poverty-stricken residents who live 
a life that is far from glamorous. The 
University of Cincinnati (UC) Doctor 
of Physical Therapy (DPT) program is 
fortunate enough to partner with a lo-
cal Cancún nonprofit organization, the 
Palace Foundation. The Palace Founda-
tion facilitates projects that bring hope, 
resources, and happiness to those in 
need. It is because of their generosity 
that we were able to provide physical 
therapy (PT) services to the City of 
Happiness: Home for the Elderly in 
Cancún, Mexico. 

As of 2010, more than 1,325,000 
people live in the state of Quintana 
Roo.1 Cancún is the largest city within 
Quintana Roo, accommodating nearly 
629,000 of the state’s residents.1 From 
2000 to 2010, the population of the city 
grew by 51% and is expected to main-
tain a high growth rate.1 The elderly 
population is also expected to increase. 
Currently, 4.9% of the state’s residents 
are over the age of 60.2 Additionally, 
66.2% of people 85 and older in Quin-
tana Roo have a disability.2 Of the peo-
ple that have a disability, 55.4% have an 
impairment that involves difficulty with 
‘walking or moving.’2 These statistics 
demonstrate the opportunity physical 
therapists have to improve function and 
mobility within this population. 

The basic responsibilities and goals 
of a physical therapist, or fisioterapueta, 
translate in a similar fashion from the 
United States to Mexico. Though the 
general practice of PT is similar across 
borders, the education and access to 
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physical therapists is limited in Mexico. 
According to the World Confederation 
for Physical Therapy, there are approxi-
mately 3,000 practicing physical thera-
pists in the country of Mexico. These in-
dividuals received their bachelor’s degree 
after completing 9 semesters of classes 
and one year of social service with pa-
tients. There are only 10 schools that of-
fer a degree in PT, none of them existing 
within the city of Cancun.3 Thus, the 
actual number of physical therapists in 
the country of Mexico can be perceived 
as being limited.

The combination of a lack of access 
to PT, the current disability statistics 
in Cancún, and our commitment to 
service, brought us to the Home for 
the Elderly. Nuns from the Order of 
the Discalced Carmelites manage the 
Home. Our time spent there was split, 
spending one day treating patients and 
the nuns who worked within the facility 
and another day providing education on 
better body mechanics in addition to 
providing care. Our educational tasks 
included how to provide the best care 
for their patients while preventing any 
potential injuries to themselves due to 
poor body mechanics during their every-
day activities. 

As we reflect 
back on our time 
spent on this service 
learning experience, 
we recall various mo-
ments that form the 
basis for 3 underly-
ing lessons involving 
adaptability required 
within the field of 
PT, the power of 
education, and the 
effect of human con-
nection on people’s 

UC DPT Students examining x-rays in Mexico—(L to R) Kelli Barton, 
Elizabeth Kolena, and Marlena Thomas.
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of material, equipment, and tools that 
are available to therapists in the Unit-
ed States was not at our fingertips in 
Mexico. We were put to the test at the 
Home for the Elderly as we attempted 
to treat patients in their bedrooms and 
create innovative strategies to decrease 
their contractures. The most rewarding 
part of this experience was being able to 
work together to find practical solutions 
to treat patients that could be replicated 
by the staff of the Home. Such was the 
case when we were treating one of the 
nuns who had been having severe knee 
pain for the past 6 years. Upon exami-
nation, we were able to determine that 
the nun had been living with a torn 
ACL. Because she was not able to see an 
orthopedic surgeon, we worked with her 
to find creative ways to decrease her knee 
pain while performing her duties and 
help to insure her quality of life while 
accommodating for her injury. 

The education we provided to the 
nuns and workers was not limited to 
their currently existing injuries; we pro-
vided preventative instruction as well. 
When presenting our in-service, the 
dining room was filled with nuns who 
cooked, cleaned, and physically cared for 
the patients on a daily basis. Even those 
who were not scheduled to work attend-
ed to receive the valuable information 
on how to protect their bodies. After the 
in-service, one of the nuns requested fur-
ther education on body positioning and 
mechanics specific to washing dishes. 
After our session, she realized that she 
had improper form causing her to have 
unrelenting back pain throughout the 
day. We followed her to her workspace, 
where she proceeded to demonstrate 
how she performed her tasks. We quick-
ly discovered her problem: her sink was 
too deep, causing her to constantly reach 
forward in a way that caused abnormal 
stresses through her back and arms. 
Since this was a structural flaw within 
the design of the sink itself, we educated 
her on strategies that she could imple-
ment immediately. We taught her not to 
twist her back when transferring dishes 
from one sink to another and to stand 
in as best posture as possible holding the 
dishes while rinsing rather than bending 
in her normal posture. Our instruction 
enabled her to use her body to allow 
more appropriate mechanics and reduce 
stress caused by incorrect positioning. 

Additionally, we gave her exercises to 
help increase the strength in her trunk 
and lower extremities. This was just one 
of the many opportunities we had to 
provide education to those at the Home 
for the Elderly. 

The ability for us to share our knowl-
edge was so special to us because our 
insight and education was the one thing 
that we could leave behind. We were 
able to provide the workers at the Home 
for the Elderly lasting lessons that they 
could implement into their everyday 
lives to improve their function and qual-
ity of life. Thus, we have revealed lesson 
number two: the impactful power of 
education. 

Despite our cultural differences, 
there is no denying that we are all in-
terconnected by basic wants and needs 
as humans: to feel loved and supported, 
to be nourished, and to be listened to. 
All of these components interact and 
play into the quality of an individual’s 
overall health. Though PT was our pri-
mary service, we noted that it would be 
impossible to treat our patients’ specific 
musculoskeletal complaints without also 
catering to the individual as a whole 
and addressing the basic human needs 
that bind us together. Our final lesson 
learned involves the effect of the human 
connection on health. We were given the 
opportunity to have lunch with the resi-
dents, many of which were quietly sit-
ting alone. Some of our team dispersed 
among the seats, engaging each of them 
in conversation and sitting with them 
as they waited for their meals. Mean-
while, other members of the UC team 
began assisting the nuns in preparing 
the food and serving it to the residents. 
We helped many of the residents who 
were unable to feed themselves and 
shared in conversations about their life 
experiences, feelings, and opinions. We 
also attended a Spanish mass with the 
residents of the nursing home and saw 
their various chapels, where they taught 
us about their traditions and practices. 
Our time spent eating, listening, and 
learning from the grandparents, abueli-
tos, undoubtedly enhanced our ability to 
treat them. By taking a holistic approach 
to their health, we were able to connect 
with our patients on a human level, 
which truly enhanced any PT service 
that we provided them. In summary, 
one of the Cincinnati community PTs, 

Cathy Guenthner, who went on the 
trip with us shared this sentiment, “The 
physical therapy students and faculty 
balanced listening, healing, education 
with a gentle touch and a smile.” 

Currently, we are very proud to say 
that the partnership between the UC 
DPT program and the Palace Foun-
dation continues to grow. This past 
March we were able to deliver several 
transfer boards to assist in the care of the 
residents at the Home for the Elderly. 
In addition, the UC DPT program will 
be sponsoring another service learning 
experience in Quintana Roo in October 
2014. We look forward to providing 
more of our services to the Home for 
the Elderly and are honored to be one of 
the many contributors that provide the 
smiles, joy, and care that can be found 
in the City of Happiness. 

In retrospect, we will forever look 
back with gratitude for all that we were 
able to learn during our service learning 
opportunity in Quintana Roo, Mexico. 
We will carry these pearls of wisdom 
as guiding principles throughout the 
remainder of our schooling and onward 
in our future practice as licensed physical 
therapists. 
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take it a step further and set time and 
pace benchmark goals for a little healthy 
competition! 

(5) Getting older is nothing to be 
afraid of: I have had patients in their 90s 
who continue to walk miles a day. But 
you do need to get wiser about heed-
ing the aches and pains of your body 
and realize it will take longer to recover. 
Maintaining good bone and joint health 
now can decrease your risk for joint 
replacement or fracture that will impact 
your mobility and quality of life later on. 
What’s a couple days of rest to 90 years 
of an active life? 

(6) Community: At work, I always 
smile when I see my patients interacting 
with and encouraging each other in their 
progress. And with running, community 
is what makes it fun! My running group 
Run Seattle, founded this year together 
with two therapist friends is just that--a 
“community in motion.”1 And on April 
21st at the Boston Marathon, I will join 
an international community of 36,000 
other runners in a grand, united celebra-
tion of Patriot’s Day heard worldwide. 
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I knew I wanted to be a physical 
therapist (PT) when I grew up back in 
middle school after spraining my ankle 
playing soccer. I admired how much 
knowledge my PT seemed to possess 
about the body, and I was amazed at 
how quickly she got me kicking and 
running again. Throughout my college 
running career and the first 2 years of 
PT school I always assumed I would end 
up working with athletes. But it did not 
end up that way! 

As an athlete myself, I appreciate 
that sometimes immediate performance 
and long term health are in conflict, and 
I deeply admire those of my peers who 
are able to strike that balance and work 
with this population. But I discovered 
during my final year of PT school that 
my passion had transitioned towards 
longevity and quality of life; that I first 
and foremost wanted to help people stay 
active and mobile as they age. So 5 days 
a week you will find me on First Hill, 
working as an in-patient PT at a skilled 
nursing facility. Most of my patients 
come to us following a stay at the hospi-
tal, and we help rehabilitate and prepare 
them to safely return home. If you think 
athletes are motivated, you should meet 
some of my patients: there is no place 
like home. It is both humbling and 
incredibly rewarding to help someone 
take his or her first steps following a 
major incident such as a stroke, and 
it is exciting to teach someone how to 
walk normally and painfree when they 
thought they may never walk again. 
Becoming a rehab PT and shifting focus 
from competition to function has made 
me a better person: it has made me more 
patient, more flexible, more confident, 
and more creative; it has taught me 
how to get along with and motivate all 
sorts of different personalities, and it has 
brought new meaning to the values of 
teamwork and community. I also believe 
it has made me a better life-long athlete 
as it helps me put my personal injuries 
and goals in perspective. While I do not 

IN IT FOR THE LONG HAUL: WHAT BEING A GERIATRIC 
REHAB PT HAS TAUGHT ME ABOUT MARATHON TRAINING

Adrienne Nova, PT, DPT

work with athletes in my professional 
career, I believe I have learned some 
valuable lessons and strategies to success 
and longevity as a marathon athlete in it 
for the long haul. 

(1) Compression socks: One of my 
favorite things about my job is the fact 
that I get to be up on my feet moving 
around all day, but the consequence is 
edema or fluid buildup in the legs. So I 
wear compression socks all day and dur-
ing my run. Running compression socks 
can be pricey, but compression socks 
marketed for medical professionals are 
much more affordable! 

(2) Run (or walk) home from work: 
You have to get home somehow, and 
who wants to sit in traffic anyway? I am 
fortunate enough to be able to take the 
bus to work, and running home makes 
training all the more efficient! Depend-
ing on my schedule or how I feel after 
a long day I might add on some extra 
miles, tackle some stairs, or even walk. 
Biomechanically, running is walking 
with a float phase, and the miles are still 
getting covered! 

(3) Strength train: This part was woe-
fully lacking during my college years. 
Before I ask a patient to walk long dis-
tances, I assess his or her gait for abnor-
mal patterns that indicate muscle weak-
ness/instability and prescribe targeted 
exercises in order to decrease/prevent 
pain and injury. How can I expect my 
own body to withstand the extra miles 
if I have not addressed my own weak-
nesses? After the Victoria Marathon in 
October, I had some residual knee pain, 
so I spent the next couple of months at 
the gym working on my glut strength in 
preparation for the Boston Marathon.

(4) Set goals: I always ask my patient 
what his or her goals are for PT, and a 
typical response is “I want to go home.” 
Similarly, a runner may choose a race to 
train for. While I am all for running for 
the sake of running, I find it most satis-
fying and motivating to have something 
to work toward. And do not be afraid to 
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INTRODUCTION 
The physical therapy profession has 

evolved over the past several years as 
evidenced by the new vision statement 
by the American Physical Therapy Asso-
ciation (APTA), approved in 2013. Now 
the national organization for medical 
professionals, who specialize in human 
movement and physical function have a 
vision statement that states, “Transform-
ing society by optimizing movement to 
improve the human experience.” Along 
with the new vision statement are guid-
ing principles, one comments about the 
sedentary nature of our current society 
and suggests the physical therapy profes-
sion get involved with engaging consum-
ers, reduce preventable health care costs, 
and promote wellness through physical 
activity.1 Given the focus of the APTA 
and changes in Medicare guidelines in 
2014, there is an expanding opportunity 
for physical therapists to practice au-
tonomously to positively impact society. 
The focus of this article is to discuss 
specific strategies for physical therapists 
to practice autonomously in geriatric 
populations to prevent falls, as well as to 
improve the health and wellness based 
on the evidence, health care trends, and 
current Medicare guidelines.

MEDICARE AND ITS NEW 
GUIDELINES

Whether intended or not, the Physi-
cian Quality Reporting System (PQRS) 
Measures, according to the Centers for 
Medicare and Medicaid Services, ushers 
in new opportunities for physical thera-
pists to administer leadership in various 
aspects of wellness and prevention. As 
the movement experts who specialize in 
gait, balance, and functional strength in 
the medical field, physical therapists are 
in the position to act to prevent falls, 
coinciding with Medicare promoting all 

health care providers to act in fall risk 
assessment and fall reduction in older 
persons.

The new Medicare guidelines require 
all health care providers to perform a 
falls risk assessment and provide plan 
of care for any person over the age of 
65 if there is a history of two or more 
falls in the previous year, or one fall 
with injury.2 The plan of care must con-
sist of the consideration of vitamin D 
supplementation and either education or 
referral for exercise with the components 
of balance, strength, and/or gait.3 The 
clinical recommendations emphasize the 
assessment to be performed by a clini-
cian with appropriate skills and experi-
ence and to emphasize an “individu-
alized,” “multifactorial” intervention.2,3 
Valid functional outcome measures that 
address fall risk, gait, balance, and func-
tional strength have been a key part of 
physical therapy for many years. Physical 
therapists are the medical professionals 
with “appropriate skills and experience”3 
and are best suited to assess and treat 
those over the age of 65 who may be at 
risk for falls.

Medicare allows a Medicare Benefi-
ciary to receive treatment from a physical 
therapist as long as the person is under 
the care of a physician and a prescription 
or evaluation is signed by an appropri-
ate health care professional within 30 
days of the initial treatment.4 In other 
words, Medicare allows more reimburs-
able direct access treatment than may be 
perceived by many rehabilitation profes-
sionals. In addition, Medicare does allow 
two conditions to be treated at the same 
time.5 These guidelines allow physical 
therapists to take the initiative to screen 
persons referred for other ailments and 
to be treated at the same time for fall 
risk, movement dysfunctions, assuming 

AUTONOMOUS PRACTICE IN PHYSICAL THERAPY TO 
PROGRESS THE WELLNESS AND FUNCTION 

OF THE GERIATRIC POPULATION
Jeffrey R. Guild, PT, DPT, CSCS

the modified plan of care can be certi-
fied by another appropriate health care 
provider. When a proactive approach 
is taken by the physical therapist, the 
benefits include reducing health care 
costs to society, and growth of physical 
therapy services. Often times multiple 
neuromusculoskeletal impairments af-
fect one another, and treating simultane-
ously may assist with recovery for both 
conditions. For instance, an individual 
post lumbar surgery who receives gait 
training and fall prevention treatment 
is likely to walk with a more appropri-
ate gait pattern, resulting in less muscle 
tightness and guarding, and thus, pro-
viding a better environment for tissue 
healing. This individual will also be less 
likely to sustain further trauma if falls 
can be prevented. 

Even further on the forefront of 
wellness, new Medicare guidelines allow 
reimbursement for the development and 
management of a maintenance program 
to prevent or slow the decline of physi-
cal function.6 This type of a mainte-
nance program may be administered 
by a physical therapist and is covered 
under Medicare if skilled clinical judg-
ment is needed for the development and 
maintenance of such a program, or if 
medical complexity warrants such clini-
cal judgment.6 Since falling is so com-
plex,7 the monitoring and reassessment 
of a maintenance program by a physical 
therapist over time allows the therapist 
to manage the wellness through exercise, 
movement, and community/social ac-
cess for the long term. This monitoring 
is a key part of a fall prevention program 
and provides the physical therapist the 
opportunity for additional assessment 
of other movement-related dysfunctions 
and referral to other health care provid-
ers, if needed.  
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COMMUNITY OUTREACH
With the increasing emphasis on 

functional outcome measures in the 
clinic to validate treatment, especially 
related to fall risk assessments, physical 
therapists are at an advantage when it 
comes to fall prevention community 
outreach. In this author’s experience, ad-
ministering clinical functional outcome 
measures to audiences in the community 
actively engages participants and cre-
ates enthusiasm when these screenings 
are brought to churches, community 
centers, and other settings. This posi-
tive response tends to be due to the fact 
that these validated assessment tools are 
physically engaging, based on physical 
function, and relevant to a person’s daily 
life, and people in the community un-
derstand this when they partake in these 
types of events. Moreover, transitioning 
community-dwelling older adults who 
are at risk for falls to physical therapy is 
supported by Medicare.

Given a long history of changes in 
Medicare, differences in practice acts of 
individual states, and culture within the 
medical community, physical therapists 
may perceive barriers that are not actu-
ally there when it comes to reaching 
out into the community and those who 
may benefit from rehabilitation services. 
For instance, despite practice acts in 
states that prevent its residents to ac-
cess rehabilitation treatment without a 
referral, no practice act in the United 
States prevents physical therapists from 
performing evaluations or screenings 
without a referral.8 Moreover, state prac-
tice acts aside, a physician visit before 
the treatment of physical therapy is not 
necessarily required under Medicare un-
less desired by the referring provider.4 
This freedom for physical therapists 
embedded within the Medicare guide-
lines allows community-dwelling older 
adults ease of transition from screening 
to treatment. 

In many cultures and communities, 
falls may be perceived as inevitable, as 
opposed to something to be proactively 
prevented. The United States is moving 
into a time when a generation that en-
compasses an extraordinarily large and 
growing percentage of the population9 
will now be at greater risk for falls. Given 
the vision statement of the American 
Physical Therapy Association and the 

education, training, and skills of physi-
cal therapists, physical therapists should 
take responsibility to become the health 
care providers to promote methods of 
fall prevention in our society. 

Administering Fall Screenings in the 
Community

The evidence supports education 
about fall prevention does not reduce 
fall risk,7 and physical therapists, as the 
human movement professionals, must 
promote increased physical activity in 
the older population if fall prevention is 
to be achieved.7 Encouraging and engag-
ing community-dwelling older adults in 
physical activity during the education 
process is a great way to start behavior 
and lifestyle changes. Participants at 
community outreach events will likely 
find the clinical outcome measures used 
regularly in physical therapy clinics so-
cially stimulating, fun, and interesting.

Simple outcome measures such as 
the Timed Up and Go (TUG) test10 and 
gait velocity measurements11 are quick 
and simple tests to predict fall risk, and 
these functional measures can be used to 
support treatment under Medicare and 
commercial insurance. Since both of 
these measures only moderately predict 
fall risk,10,11 more elaborate outcome 
measures such as the Functional Gait As-
sessment,12 miniBESTest,13 and the Berg 
Balance Scale14 are more valid screenings 
for predicting fall risk among higher 
functioning individuals. The more com-
prehensive measures also address specific 
physical aspects that may predispose an 
individual at risk for falls (ie, inappro-
priate or insufficient balance responses, 
dependence on vision for balance, and 
adjusting to various surfaces).

COMBINING ALTRUISM WITH 
BUSINESS 

Direct access of physical therapy ser-
vices does not add to increased patient 
volume or medical costs due to over-
utilization of physical therapy services.15 
One could interpret this data to mean 
that unnecessary physical therapy servic-
es are not used in direct access settings. 
However, one may question whether 
this lack of increase in volume of care 
is actually a good thing, especially when 
it comes to fall prevention. Roughly 
a third of those over the age of 65 fall 
every year.7 Physical therapists are well 

suited to treat the physical and behav-
ioral causes of those falls. Since falls cost 
the United States health care system at 
least $13.5 billion per year,16 it is advan-
tageous to the individuals at risk, Medi-
care, the health care system as a whole, 
and the developing businesses of physi-
cal therapists for more of those fallers to 
be identified and treated. Medicare plac-
ing fall prevention on health care provid-
ers through its reimbursement powers 
reinforces the need for more individuals 
to be assessed and treated for fall risk. 
A comparison was made utilizing di-
rect access for therapy services in the 
Netherlands after a direct access law had 
been implemented. Leemrijse and col-
leagues15 identified that older individuals 
were more likely to continue to contact 
their physician for referral to physical 
therapy than their younger counterparts. 
Younger individuals were more likely to 
fully utilize the direct access to physical 
therapy once it was legally available.15 
Fall prevention community outreach 
provided directly to the people could 
remove this age barrier and funnel those 
who are at risk for falls directly into fall 
prevention programs, as recommended 
by Medicare, in states that allow direct 
access to its residents. For those states 
without direct access, removing such 
patient access restrictions will be more 
cost-effective for the state and health 
care systems15,17 without any increased 
risk to the population.17-19

From a business perspective, physical 
therapy clinics may benefit from spend-
ing time, money, and resources in order 
to develop community outreach and 
education to provide services for both al-
truistic reasons and to generate business, 
two ideas which do not have to be mutu-
ally exclusive. Another strategy may be 
for physical therapists who participate in 
private practice to engage other health 
care providers in new and creative ways. 
The new Medicare guidelines open mar-
keting opportunities for physical therapy 
practices to market themselves to assess 
and treat balance, gait, flexibility, and 
strength, aspects of health that health 
care professionals outside of rehabilita-
tion do not often work with on a regular 
basis.

CONCLUSION
Under the new Medicare guidelines, 

health care providers are now mon-



25GeriNotes, Vol. 21, No. 4  2014

etarily encouraged to perform fall risk 
screenings and develop plans of care for 
patients over the age of 65. Many fac-
tors are coming together at about the 
same time to place fall prevention and 
wellness in the older population on the 
shoulders of physical therapists. These 
factors include the new vision state-
ment of the American Physical Therapy 
Association; new Medicare guidelines; 
evidence-based practice and its expand-
ing use, especially in outpatient physi-
cal therapy clinics;20 functional outcome 
measures used in physical therapy set-
tings that predict fall risk; and growing 
doctoral physical therapy programs that 
emphasize differential diagnosis. Given 
these factors and a greater percentage of 
the population getting older and living 
longer,9 a broad diverse medical team 
will be needed to deal with these health 
care complexities. Expanding autonomy 
and continued growing initiative among 
rehabilitation professionals will provide 
valuable services to the geriatric com-
munity and the health care system as a 
whole.  

DISCLAIMER
It is not the intention of the au-

thor for this opinion piece to support 
or be critical of Medicare and its new 
PQRS guidelines, but merely to provide 
a vision and call to action to health 
care providers within the structure of 
the current system. For simplicity and 
brevity, the guideline information stated 
in this article is summarized, and a 
full detailed understanding of the new 
guidelines should be reviewed by the 
original sources.2-6

REFERENCES
1.    �Vision Statement for the Physical 

Therapy Profession and Guiding 
Principles to Achieve the Vision. 
https://www.apta.org/Vision/. Ad-
opted by APTA’s House of Delegates 
(House) in 2013. Updated April 16, 
2014. Accessed April 28, 2014.

2.    �Centers for Medicare & Medicaid 
Services. 2014 Physician Quality 
Reporting System (PQRS) Measure 
Specifications Manual for Claims 
and Registry Reporting of Indi-
vidual Measures. American Medical 
Association, Version 8.0. Measure 
#154 (NQF:0101): Falls: Risk As-

sessment. Updated December 13, 
2013.

3.    �Centers for Medicare & Medicaid 
Services. 2014 Physician Quality 
Reporting System (PQRS) Measure 
Specifications Manual for Claims 
and Registry Reporting of Indi-
vidual Measures. American Medical 
Association, Version 8.0. Measure 
#155 (NQF: 0101): Falls: Plan of 
Care. Updated December 13, 2013.

4.    �Medicare Benefit Policy Manual. 
Chapter 15 – Covered Medical and 
Other Health Services. 220.1.3 – 
Certification and Recertification of 
Need for Treatment and Therapy 
Plans of Care. (Rev. 88, Issued: 
05-07-08, Effective: 01-01-08, 
Implementation: 06-09-08). Cen-
ters for Medicare & Medicaid Ser-
vices Website. http://www.cms.gov/
Medicare/Prevention/Prevntion-
GenInfo/index.html. Updated April 
25, 2013. Accessed March 1, 2014. 

5.    �Medicare Benefit Policy Manual. 
Chapter 15 – Covered Medical and 
Other Health Services. 220.1.2 – 
Plans of Care for Outpatient Physi-
cal Therapy, Occupational Therapy, 
or Speech-Language Pathology Ser-
vices. (Rev.179, Issued: 01-14-14, 
Effective 01-07-14, Implementa-
tion: 01-07-14). Centers for Medi-
care & Medicaid Services Website. 
http://www.cms.gov/Medicare/Pre-
vention/PrevntionGenInfo/index.
html. Updated April 25, 2013. Ac-
cessed March 1, 2014.

6.    �Medicare Benefit Policy Manual. 
Chapter 15 – Covered Medical 
and Other Health Services. 220.2 
– Coverage of Outpatient Reha-
bilitation Therapy Services (Physi-
cal Therapy, Occupational Therapy, 
and Speech-Language Pathology 
Services) Under Medical Insurance. 
(Rev.179, Issued: 01-14-14, Effec-
tive 01-07-14, Implementation: 
01-07-14). Centers for Medicare & 
Medicaid Services Website. http://
www.cms.gov/Medicare/Preven-
tion/PrevntionGenInfo/index.html. 
Updated April 25, 2013. Accessed 
March 1, 2014.

7.    �Gillespie LD, Robertson MC, Gil-
lespie WJ, et al. Interventions for 
preventing falls in older people 
living in the community. Co-

chrane Database Syst Rev. 2013 Feb 
28;2:ED000053.

8.    �A Summary of Direct Access Lan-
guage in State Physical Therapy 
Practice Acts. American Physical 
Therapy Association Web Site. ad-
vocacy@apta.org. Published January 
2014. Accessed March 1, 2014.

9.    �Werner CA. The Older Popula-
tion: 2010. 2010 Census Briefs. 
United States Census Bureau 
Website. http://www.census.
gov/2010census/. Issued November 
2011. Updated April 28, 2014. Ac-
cessed April 28, 2014. 

10.  �Schoene D, Wu SMS, Mikolaizak 
AS, et al. Discriminative ability and 
predictive validity of the Timed Up 
and Go test in identifying older 
people who fall: systematic review 
and meta-analysis. J Am Geriatr Soc. 
2013;61:202-208.

11.  �Verghese J, Holtzer R, Lipton RB, 
Wang C. Quantitative gait mark-
ers and incident fall risk in older 
adults. J Gerontol A Biol Sci Med Sci. 
2009;64A:896-901.

12.  �Wrisley DM, Kumar NA. Func-
tional gait assessment: concurrent, 
discriminative, and predictive va-
lidity in community-dwelling older 
adults. Phys Ther. 2010;90:761-773.

13.  �Padgett PK, Jacobs JV, Kasser SL. Is 
the BESTest at its best? A suggested 
brief version based on interrater reli-
ability, validity, internal consistency, 
and theoretical construct. Phys Ther. 
2012;92(9): 1197-1207.

14.  �Downs S, Marquez J, Chiarelli P. 
The Berg Balance Scale has high 
intra- and inter-rater reliability but 
absolute reliability varies across the 
scale: a systematic review. J Physio-
ther. 2013;59:93-99. 

15.  �Leemrijse CJ, Swinkels ICS, Veen-
hof C. Direct access to physical 
therapy in the Netherlands: results 
from the first year in community-
based physical therapy. Phys Ther. 
2008;88(8):936-946.

16.  �Albert SM, King J, Boudreau R, 
Prasad T, Lin CJ. Primary preven-
tion of falls: effectiveness of a state-
wide program. Am J Public Health. 
2014;104(5):e77-84.

Continued on page 29



26 GeriNotes, Vol. 21, No. 4 2014

WHO NEEDS BENEFITS?
With the cost of nursing homes 

escalating to over $7000 per month in 
some parts of the country, it is becoming 
increasingly necessary for some families 
to apply for Public Assistance benefits 
to cover these costs. The average income 
from Social Security is about $1294 per 
month. The average 50-year-old person 
has about $43,797 in life savings. Most 
seniors in the United States do not have 
sufficient assets to cover the cost of long-
term care for very long. These folks are 
going to have to apply for benefits to 
reside in a nursing home.

GETTING THE RIGHT HELP
Exactly what benefits are available 

will vary depending on the state where 
the senior resides. To get started, it is well 
worth the investment to consult with an 
elder law attorney in that area. These 
attorneys are specialized in the laws that 
affect seniors in their locale, and have 
special skills in qualifying and applying 
for benefits for people. The price for 
these services does not come cheap, 
however. It is highly advisable to get a 
consultation long before all of the assets 
have run dry. In many cases, there are 
ways to proactively estate plan with these 
benefits in mind as a future possibility. 
Be advised, however, that only the 
specialized elder law attorneys have the 
specifics of Medicaid and/or VA benefit 
program law in their backgrounds. Many 
well intending estate-planning attorneys 
have made crucial mistakes with asset 
titling/gifting/transfers, etc. because they 
were ill informed on the particulars of 
eligibility for the various benefit laws 
and rules.

PREPARING FOR THE  
CONSULTATION

With that said, there are still several 
things that families can do to prepare 
for this consultation. Being prepared 
can drastically cut the hourly rate of 

the professional that you are consulting 
with. The intent of this article is to help 
families learn the various record keeping 
methods to make this process easier.

Bank Statements
Most benefit caseworkers want to see 

bank statements and financial account 
statements going back at least 12 full 
calendar months for all accounts that the 
applicant and spouse have owned in the 
previous 5 years. They will look to see if 
any funds have been transferred out of 
the applicant’s name. They are usually 
looking for large sums that have been 
given away. If accounts have been opened 
or closed in the past 5 years, they will 
want 12 months of accounting for that 
account preceding the closure. Accounts 
that were closed prior to a 5-year 
lookback are generally not reviewed and 
do not need to be disclosed. Examples 
of types of things that are overlooked by 
families are: 

1.    �CDs that were rolled over, liquidated, 
or transferred.

2.    �College funds that were set up for 
grandchildren and distributed in the 
5-year lookback.

3.    �Stocks and bonds that were bought 
and sold in the past 5 years.

4.    �IRAs that were liquidated and moved 
to another account.

5.    �Accounts that were re-titled to a 
grown child or had a child added on 
the account.

The above list is by no means 
exhaustive, but just an illustration of 
how things get a little more complicated. 

Most public assistance caseworkers 
want to see the actual statements of 
the various accounts that define the 
statement period and titling. They will 
generally not accept ledgers printed 
from an online account on a computer. 
They can and will accept copies of actual 
statements. Know that the various items 

FILING FOR PUBLIC ASSISTANCE BENEFITS 
FOR MY PARENTS: WHERE DO I BEGIN?

Patrice Antony, PT, GCS

on these statements will be scrutinized.
If there were trusts involved with any 

of these assets, applicants may be asked 
to provide the complete trust documents 
for review. Sometimes things that are 
allowable for tax benefits under a trust 
can cause eligibility issues for benefit 
filing. Again, estate planning attorneys 
and financial planners may not know the 
program rules for the various benefits.  

Proof of Income
Most Public Assistance benefits have 

income limits. Caseworkers are looking 
for specific proof of the gross income 
from the various sources. They generally 
do not accept a deposit line item on a 
bank statement as proof of income. This 
is because what deposits to the account 
is the net income, and they generally 
want to see what deductions are taken 
from the gross income. The applicant 
will need to provide proof of income 
(and any/all deductions defined) on 
something on letterhead from the source 
of the income. In this modern age of 
auto-deposits and paperless statements, 
this can get tricky. Family members have 
to have their advanced directives in place 
to be able to speak directly to pension 
sources, annuity companies, or social 
security to request a statement of proof 
of income for parents who are not able to 
make this request for themselves.

Foreign pension income can 
be difficult to prove with proper 
documentation. The proof of income 
must come from the source and it can 
be very difficult to get this when it is 
coming from out of the country. The 
amount of the pension will also fluctuate 
as conversion rates change daily. Often, 
caseworkers will want a full year of 
proof of income from these sources to 
ensure that the appropriate average of 
the income is computed for determining 
the patient responsibility. They may 
also insist that the documentation is in 
English.
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Real Estate
Some property (homestead in 

particular) is considered exempt as an 
asset if it is titled a particular way or 
located in the state that the applicant 
resides in. Caseworkers will want proof 
of property owned by the applicant 
and will want to see specifically the fair 
market value of the property and how 
it is titled. This can usually be easily 
attained through the property appraiser’s 
office. They will also request proof of 
homeowners insurance and property tax 
information.  

If there is a mortgage or reverse 
mortgage on the property, caseworkers 
will want proof of the outstanding debt, 
who owes it and whom it is owed.

Overlooked property that will still 
be considered can include timeshares, 
lots, multiple cemetery plots, and 
homes under foreclosure to name a few. 
Property documentation for these items 
are not as easily attained.  

1.    �For timeshares, it will be necessary 
to provide proof of the deed (if it is 
that type of timeshare). It will also 
be necessary to show the current 
fair market value of the timeshare. 
This can usually be attained through 
a reseller of timeshares that can 
prove a comparable sale for the 
timeshare in question. Sometimes 
the timeshare corporate office can 
provide you with this type of proof.

2.    �Vacant lots are still property and still 
hold value. Sometimes caseworkers 
will not accept the fair market value 
listed on the property tax statement 
for the lot. They will want to see 
comparable sales from local realtors 
to prove the value. In some states, if 
the vacant lot is contiguous to the 
homestead property, it is considered 
part of the homestead property 
and may be exempt as a result-even 
though it is plotted as a separate 
property. Sometimes, these can 
be investment properties that are 
titled to multiple people. This is 
important to note in computing the 
value of the property as it relates to 
applicant.   

3.    �Rental properties may be considered 
very differently from all other 
property depending on which public 
assistance benefit you are applying 
for and what state you reside in. You 
will need to provide proof of the 

exact location of the property, how 
it is titled, the fair market value, 
a copy of the lease and proof of 
income received, and who receives 
it. Other documentation that may 
be requested is proof of annual 
repair and maintenance expenses, 
property taxes, homeowners 
insurance, utilities that the landlord 
pays, property management fees, 
pest control, pool maintenance, etc. 
Sometimes these expenses can offset 
the income received on the rental, 
which can be crucial when income 
to the applicant is part of computing 
the patient responsibility for the 
benefit.

4.    �Cemetery lots can be an exempt 
asset as long as the applicant does 
not own more than one for themself 
and one for the spouse. Sometimes 
families buy up multiple lots for a 
“family plot.” These are actually 
resellable and considered a real estate 
asset for many benefits. The details 
for each plot will be requested.

If a home is up for sale, the value 
of the property may be exempt as an 
asset in some situations. Generally, 
caseworkers will ask for a proof of the 
listing with a realtor, or a simple ad in 
the paper showing that the property is 
for sale at fair market value.  

If a home is in foreclosure, then 
documentation to that affect will be 
required.  

Life insurance can be considered an 
asset if it has cash value. Applicants will 
be asked to provide proof of the current 
cash and face value of the insurance as 
well as clear identification of the owner 
and the insured named.

Vehicles are also considered assets 
if there is more than one vehicle 
per household. Generally, a vehicle 
registration or title will suffice to prove 
ownership. If there is a loan on the 
vehicle, the details of the loan may be 
requested.  

Personal Information that can be 
required (depending on the benefit 
applied for) includes:

1.    �Birth Certificate, naturalization 
papers, resident green cards, or valid 
passports to prove citizenship status

2.    �Drivers License or picture ID to 
prove local residence

3.    �Back and front copies of all health 
insurance cards

4.    Copy of Social Security card
5.    Copy of marriage license(s)
6.    Copy of divorce papers
7.    Copy of spouse death certificates
8.    �Copy of veteran discharge paperwork 

showing military history
9.    �Proof of filing for veteran benefits:  

Medicaid wants to see that all 
available benefits have been applied 
for before they will approve a case

Advanced Directives
Caseworkers will often want to 

review these legal documents to ensure 
that they have been drafted properly and 
legally allow actions that have been taken 
with Medicaid planning.

Proof of medical expense is required 
for some benefits. Most benefits require 
proof (from the source) of health 
insurance premiums. This is because 
some states allow the applicant to 
keep enough income from the patient 
responsibility to enable them to keep 
paying these premiums. This makes 
sense as it can minimize what the public 
assistance benefit has to pay for.

Benefits such as Veteran Aid and 
Attendance also allow adjustments 
to the income limit if the income is 
offset by medical expense. Medical 
expense can include the cost of caregiver 
services, and, at least for now, do not 
require that the services be provided 
by licensed professionals. Children 
providing caregiving services can count 
as a medical expense if they are paid for 
their services. This requires very careful 
accounting with invoices and payments 
to match. The invoice should specify 
the type of service provided, the time 
put in, and the cost per hour. Of course, 
the funds received by the caregiver 
are considered a taxable wage to that 
individual. A CPA should be consulted 
to ensure that the tax reporting for both 
parties is appropriate. This is a difficult 
concept for many families. They feel 
that taking money from their parents 
for caring for them is morally wrong. 
The truth is that many families could 
have badly needed assistance under 
Veteran benefits if they had sufficient 
medical expense to meet the means 
test. Caregiving expense, even from a 
family member, is considered a medical 
expense. The applicant has to be incurring 
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the expense to get reimbursement for that 
expense. Health insurance premiums, 
doctor visit co-pays, medication expense, 
life alert system costs, hearing aides, 
glasses, dental expenses, diaper costs, 
and nutritional supplements that are 
prescribed by a doctor are all considered 
medical expenses.  

Applicants who reside in an assisted 
living facility can provide a copy of their 
contract and the services provided to 
have all or a portion of their monthly 
living expense counted as a medical 
expense. In the past, the whole cost of 
the assisted living facility was counted 
as a medical expense. This is changing 
to only count the service portion of the 
contracted monthly fee (not the room 
and board portion) as medical expense.  

Pre-paid funeral contracts can be 
considered an asset if these contracts are 
irrevocable. Caseworkers will want to 
see a copy of the full contract and proof 
that it is irrevocable (usually just a form 
provided by the funeral home and signed 
by the owner of the policy).

If a qualified income trust was 
utilized for Medicaid planning or 
qualifying, the full trust document will 
need to be reviewed to ensure that the 
document was properly executed with 
the appropriate advanced directives 
in place. The bank statements for the 
account utilized to implement the trust 
will be closely scrutinized to ensure that 
appropriate funding was done each and 
every calendar month.

If the applicant has any annuities, 
the annuity will be closely analyzed to 
see if it is actuarially sound, and has 
appropriate beneficiaries named. In the 
past, annuities were utilized as a way 
of Medicaid planning to preserve assets 
for beneficiaries. Many states no longer 
allow this type of Medicaid planning 
and/or require that the state providing 
the benefit is named as the beneficiary 
if the annuity is allowed. Annuities that 
are paid as part of a pension plan may 
be allowable without a problem, but 
caseworkers will want to review them 
carefully to see if they meet their state 
law requirements.

More and more applicants have 
long-term care insurance that assist 
with paying for nursing home costs. 
Many times the monthly payout from 
this source falls woefully short of the 

needed amount to cover the cost. If the 
applicant has a long term care insurance, 
they will need to provide a complete 
copy of the insurance and proof of what 
it pays, when the payments started, 
and how it pays (to the applicant vs 
the provider). Sometimes, long-term 
care insurance that pays to the patient 
is considered additional income and is 
treated accordingly. In some cases, the 
payments are considered medical cost 
reimbursement and treated differently 
still, and sometimes the payments are 
paid directly to the provider and not 
considered at all. 

If applicants have a special needs 
trust, the caseworkers will ask for a 
review of the complete trust agreement, 
how it is funded, and statements for the 
funds held. They will review the trust 
statements to ensure that all distributions 
are appropriate and in accordance with 
the trust rules.

If the applicant has any interest in 
mineral rights from mines or wells, 
proof of the annual/monthly income 
must be provided from the source. 
Often these distributions are very 
erratic. To complicate things further, 
the distributions are often diluted, 
depending on how many investors 
are named and how much product is 
produced. This can be a very difficult 
asset to document.

Personal services contracts are 
commonly used tools used with 
Medicaid planning in states where they 
are allowable. The caseworkers will want 
to review the contract to ensure that it 
meets the state rules for those benefits. 
They will also check to see that that the 
funds were paid out on time and may 
request detailed, ongoing invoicing 
information to prove that the funds are 
being applied towards the intended use.

Personal Loans made or mortgages 
held by the applicant are common 
occurrences. When such situations 
occur, caseworkers will want to see 
the terms of the loans in writing with 
amortization schedules for payback and 
proof of payments received. Failure to 
provide proof of loan terms and payback 
can result in the loan being considered a 
gift or transfer of asset.

In some cases, income from 
an applicant can be deferred to a 
community dwelling spouse who has 

a low income. In these cases, the spouse 
will need to provide documentation to 
show that their monthly income is not 
sufficient to cover their living and medical 
expense costs. Such documentation 
may include utility bills, condo fees, 
homeowner’s association fees, telephone 
bills, and lot rentals.  

CONCLUSION
Clearly applying for benefits is not 

for the faint at heart. Gathering up the 
needed documentation can be a full-time 
job for an already stressed out caregiver 
or spouse. Many times, the filing of 
these applications are being done under 
a tight timeline. It must be stressed here 
that applicants DO NOT need to have 
everything in hand before meeting with 
an Elder Law Attorney. It is helpful 
to have as much of this gathered as 
possible so that the counsel for filing for 
benefits can be more specific. No matter 
how hard you try, there is bound to be 
something that you still have to gather 
for your specific situation. Applicants 
are always shocked that the process is so 
intense. Most people think that applying 
for these benefits is a simple process of 
completing an application. In most 
states, the average application is about 
50 pages with all of the attachments, 
and many are well over a hundred pages 
if there are multiple assets to document.

Be sure to send copies of all 
documents, and send them either 
return receipt or in some form of 
trackable courier system. Keep copies 
for your records so you can be sure of 
exactly what you sent should it become 
necessary to send additional information 
later.

It is best to assemble all appropriate 
documentation in one complete 
packet. The likelihood of separate pieces 
of information landing in the same file is 
slim, and can really delay an application 
processing.

Patience and persistence is key. 
Having a professional review your 
documentation prior to sending can 
speed up the approval and review process.

Is It Worth It??
When the benefit amounts to over 

$5000 a month, you bet it is worth it! 
When you are the grown child trying 
to crawl through the process, there are 
many times when you will wonder what 
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in the world you have gotten yourself 
into. Hang in there. Your parent(s) 
deserves to have the best care possible. 
This may be the most important (and 
difficult) task you will ever do for them.
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With Aegis Rehab Outcomes, you 
can view average length of stay data, 
functional gain scores, discharged 
to home percentages, patient 
demographics and medical data all 
in real time. For more information on 
Aegis Rehab Outcomes and how they 
can benefit you in your career, visit 
www.aegistherapies.com

To join our team or for more 
information, contact:
Leigha Perez, Employment Manager
t: 866-938-3192; f: 479-709-7738
e: Leigha.Perez@AegisTherapies.com

We stand behind our positive outcomes. 
And we have the data to prove it.

At Aegis Therapies, you can show your patients, in real time, the progress they are making 

in their therapy, celebrate the successes, and adjust to make improvements.

All qualified applicants will receive consideration for employment without regard to race, color, religion, gender, sexual orientation, or national origin. Drug-Free Workplace.

To apply visit: http://jm.aegistherapies.jobs

Available positions in Wisconsin 

and surrounding states:

Physical Therapists

Physical Therapy Assistants

New grads welcome!

Relocation assistance available!
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