AMERICAN
SPEECH-LANGUAGE-
HEARING
ASSOCIATION

June 21, 2011

Donald Berwick, MD

Administrator

Centers for Medicare & Medicaid Services
Attention: CMS-1351-P

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: CMS-1351-P; Comments on Medicare Program; Prospective Payment System
and Consolidated Billing for Skilled Nursing Facilities (Federal Register, May 6,
2011)

Dear Dr. Berwick:

The American Speech-Language-Hearing Association (ASHA) is the professional, scientific,
and credentialing association for 145,000 members and affiliates who are audiologists,
speech-language pathologists, and speech, language, and hearing scientists. We appreciate
the opportunity to comment on the skilled nursing facility (SNF) prospective payment system
(PPS) proposed rule for FY 2012. We are commenting on three issues in the proposed rule:

1) supervision of therapy students, 2) group therapy services, and 3) End of Therapy Other
Medicare-Required Assessments.

Therapy Student Supervision

ASHA appreciates the proposed independence of a SNF to determine the type of supervision
required of therapy students serving Part A residents. However, ASHA, in consultation with
other rehabilitation professionals, has determined that the following basic guidance should be
published by the Centers for Medicare & Medicaid Services (CMS) for supervisors:

¢ (Graduate students who have been approved by the supervising speech-language
pathologist to practice independently in selected patient situations can perform the
selected clinical services without line-of-sight supervision by the supervising speech-
language pathologist. The supervising speech-language pathologist must be physically
present in the facility and immediately available to provide observation, guidance, and
feedback as needed when the student is providing services.

¢ The supervising speech-language pathologist determines the appropriate amount of
supervision based on the graduate student’s level of knowledge, experience, and
competence.

* When the supervising speech-language pathologist has cleared the graduate student to
perform medically necessary patient services and the student provides the appropriate
level of services, the services will be counted on the Minimum Data Set (MDS) as
skilled therapy minutes.
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* The supervising speech-language pathologist is required to review and co-sign all
graduate students’ patient documentation for all levels of clinical experience and retains
full responsibility for the care of the patient.

e Supervising speech-language pathologists are required to have one year of practice
experience.

¢ Graduate students who have not been approved by the supervising speech-language
pathologist to practice independently require line-of-sight supervision by the qualified
speech-language pathologist during all services. In addition, the supervising speech-
language pathologist will have direct contact with the patient during each visit. The
graduate student services will be counted on the MDS as skilled therapy minutes.

Student therapy minutes have been considered reimbursable since the inception of the PPS
program. To inhibit any aspect of the SNF experience would present a barrier to established
advanced graduate student placements. It is important for students to have experience in SNFs to
develop their competence in treating this complex population and to increase the probability that
they will seek and accept permanent positions in this setting after graduation. We welcome the
opportunity to work with CMS if refinement of the above guidelines is necessary.

Group Therapy and Therapy Documentation

CMS’ proposal to define group treatment as requiring four persons is not supported by clinical or
research evidence. CMS staff has implied that, upon implementation of this rule, group treatment
can occur with less than four patients; however, the SNF will be penalized because the session
minutes will always be divided by four for MDS purposes. If there are less than four patients
selected for treatment ASHA believes the proposed rule will also serve as a disincentive to offer
group treatment. CMS usually supports the development of treatment plans that are
individualized to the needs of each beneficiary. In this case, though, establishing a standard
group size of four suggests that individualized needs are no longer relevant although no
published evidence-based research supports the claim that four persons is the optimal group size.

There is no research comparing the size of groups to support the assumption that four persons is
the optimal size. Although the literature on group treatment in rehabilitation is not extensive,
published studies demonstrate that clinically appropriate patients benefit from group treatment
but that the specific number of participants in the group was not prescribed. Attachment A lists
16 articles on group therapy across therapy disciplines. Several articles show that groups of two
or three participants are effective. For example, Wertz, et al (1981) studied therapy with three to
seven patients with aphasia in groups. There was no research found that suggests that four
patients is the optimum number of participants.

ASHA conducted a comprehensive survey of speech-language pathologists in late 2010 to
determine the average number of participants in group therapy for speech-language diagnoses. In
health care settings, those who see groups treat two or three patients in a group 75.8 percent of
the time. In SNFs, the percentage is almost identical (76.1 percent). This result demonstrates that
speech-language pathologists typically provide group therapy with less than four patients.
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The following is a simple yet clear illustration of how a speech-language disorder can benefit
from group therapy whether there are two, three, or four participants. A patient with aphasia
needs to interact with another patient in order to generalize the skills learned during individual
treatment to a more functional communication situation. A group of two persons also allows the
patient to work on elements of communication that are impossible in individual treatment. In the
current proposal, if two other patients are not available for this group, facility management may
discourage the group treatment session because of the arithmetic penalty to the number of
minutes recorded for Resource Utilization Group (RUG) purposes.

The CMS proposed rule discounts the professional judgment of speech-language pathologists in
their own determination of appropriate group size for each beneficiary. In speech-language
pathology treatment there is a natural clinical progression of group size because severe stroke
and head trauma patients cannot function well in large groups (e.g., four) in the early stage of
rehabilitation. Smaller group size (e.g., two or three) is optimal at this time.

In summary, there is no clinical or research basis for this type of group size restriction. CMS is,
in effect, rendering a treatment decision without evidence that such a decision is therapeutic.
ASHA recommends that the group treatment policy for Part A patients continue as has been in
effect since 1998: two to four participants with a maximum of 25 percent of treatment in group
mode, per discipline, per week. We do not contest the related CMS proposal to allocate RUG
minutes among the participants.

End of Therapy Other Medicare-Required Assessments (EOT OMRASs)

We understand that whether the facility has a five-day or seven-day therapy schedule, the
proposal will require that a patient be discharged from therapy and a new assessment performed
if the patient has not received any therapy services for three consecutive days. This applies to
residents who are currently assigned to a therapy RUG-IV group. We believe such a rule forces
therapists to perform unnecessary discharge and assessment services that do not contribute in any
way to the functional progress of the resident. There are many reasons why a resident could miss
a Friday treatment (e.g., resident illness, therapist illness, patient refusal, visit to doctor’s office)
that have nothing to do with a need for reassessment, yet in a five-day therapy facility this would
result in three days without therapy. We recommend that the EOT OMRA requirement be
revised to four days in order to avoid many of the unnecessary discharges and reassessments.

Thank you for the opportunity to present our concerns regarding SNF PPS. Should you need
further information, please contact Mark Kander, ASHA’s director of health care regulatory
analysis, at 301-296-5669 or mkander@asha.org.

Sincerely,

CABRCAU R

Paul R. Rao, PhD, CCC, CPHQ, FACHE
2011 ASHA President



Attachment A

Selected Research on Group Therapy

None suggest that four patients is the optimum number of patients for a group.
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