                Regional Pulmonary Rehab meeting notes
Dr. Mark Pilley-medical director for Palmetto GBA spoke.

Dr. Pilley is a big supporter of Cardiac and Pulmonary rehab.

He started by presenting the basic components for an outpatient cardiac and pulmonary rehab program. Using the guidelines provided by AACVPR. All out come domains are being looked at:

· Clinical-documenting sat’s and on what level of O2. PFT’s are a must.
· Behavioral-if pt smoking documenting behavioral modifications used-counseling, nicoret gum ect.

· Economic-CMS wants to decrease hospitalizations

· Health

· Service-likes 6mw test before and after program. Helps to justify benefit of program and to the individual.
He stressed that the outcomes need to be meaningful. He likes documented METs and 6 mw.He mentioned health surveys, QOL, using the GOLD standard to classify COPD. Fall risk assessments provide valuable information- can be used to add balance exercises for the patients. CMS developing a work group to look at tools that will go beyond the diagnosis but are based on function.
He did confirm that pulmonary rehab and cardiac rehab groups need to be run separately.

Physician requirements:

· State medical license

· Expertise managing respiratory pathophysiology

· MD need to be “involved “substantially”

· Consultation with staff

· Directing Pt progress

· Responsible and accountable

· Need to show documentation of code blue response time

Many rehabs are including in their daily notes the ER md on call and times of coverage. Also obtaining a schedule of the on call md’s monthly schedule and keeping it on file. This was his response to me…how long before brain damage? 3 minutes you want a physician involved before that 3 minutes are up. With the issue of direct pt contact he didn’t answer the question. It is a problem across the board. Some bigger rehabs had MD’s every day signing off the IPOCs. Some where using retired MD’s-one RN stated the last 2 MD’s finally retired at 90. The 30 day MD signing off is very important. Do not go over 30 days. Make sure orders are signed with legible MD signatures.

Components are more involved now-big audit going on. Don’t think of it as “if they audit” think of it as “when they audit”.

Auditors are going to look at the statue first, then correct coding, then reasonable and necessary. He suggested going to CMS guidelines on the internet for any questions.
Dr.Pilley was a big advocate for the 6mw test to evaluate patients-easy to administer-reflects ADL.

Indicators for COPD, Cystic Fibrosis, PVD, heart failure, and elderly. Interpreting the results of a 6mw can discover other comobities.
36 sessions….can have total of 72 sessions in a life time but need documentation to support the second 36 sessions. The OIG wants the error rate to be at 4.6% but the number is at 21%. CMS wants to see documentation justifying the need for continued rehab. He encouraged us to ask pts up front if they have had pulmonary rehab before to help meet that requirement. Other hospitals have added in their outcomes the number of sessions the patient completed to help keep track. Some are getting their financial people to obtain “ok” from Medicare to obtain access to the common working file so you can see yourself and not rely on the patient’s memory to obtain this information. It was suggested the person who needs this access should be the person doing the billing.
We asked for the power point he used….John will be sending to us.
The JMAC committee for our region is Mike Lippard, Suzie Greene and Connie.

