Abstract

You are a student at a SNF. One of your patients is extremely motivated and progressing well.  However her therapy time is limited by insurance and you feel this is increasing her length of stay at the SNF.  Another patient of yours has qualified for an hour of therapy, which she never tolerates due to lack of motivation and low endurance levels.  Your dilemma is that you feel in order to best treat both of your patients you need more time with the first and less with the second.  You innocently begin to run over in your session with the first and cut into your session with the second.  However you know that if you bill this way you will not be reimbursed.  You debate billing the full hour to the second patient (though you only spend 40 minutes) because Medicare is paying for both patient's therapy.  In addition you know that the second patient does not care that she is not receiving a full hour of therapy and that Patient 2 loves the extra time in therapy.  However you also know that you, your CI and the facility could be fined or brought to the licensing board for Medicare fraud if anyone was to discover your billing habits.

You are a student at a Skilled Nursing Facility (SNF). You are seeing two patients on your own. Their appointment times are back to back.  Your first patient is extremely motivated and making excellent progress, however because of the Rehab Utilization Group (RUG) category that she placed in she only qualifies for a half of an hour of therapy. You wish you had more time to work with her.  Your second patient has qualified for a RUG category that reimburses for an hour of therapy, however she is unmotivated, typically refuses and is not making progress.  

Players

· Student

· CI

· Insurance co/case manager

· Patient 1

· Patient 2

· Other patients with similar motivations

Questions

· Does patient 2 care if she does not get her full hour of therapy?

· Is patient 2 cognitively intact enough to realize if she didn’t get her full hour?

· Will Patient 1 have a shorter length of stay at the SNF if she can have more therapy per day?

· Does Patient 2 care if you charge her account for time spent with another patient? Will she ever know?

· Will she have to pay for the time she does not receive, or will the insurance company absorb the cost, and nobody will know the difference?

· Will patient 1 be willing to pay out of pocket for extra therapy?

· Why can’t the insurance company just transfer their excessive time approvals for patient 2 to patient 1?

· Does anyone need to know?

· Isn’t my job to give people the best therapy possible.  And if so, if patient 1 can tolerate and benefit from more therapy, and patient 2 cannot tolerate and is not benefiting from more treatment, isn’t it in everyone’s best interest to shorten time with patient 2 and lengthen time with patient 1?

· What would happen to me if I got caught billing one patient’s time to another patient’s account?  Would my CI technically be the one responsible, since she signs my notes and is supervising my therapy, documentation and billing?

· What would my CI think? Would she say it is unethical to bill for time not spent with a patient or would she too believe it is in everyone’s best interest?

Analysis

I must begin by saying that this ethical dilemma came about rather innocently.  I did not plan on spending more time with patient 1 and less with patient 2, it simply happened because of circumstances.  Patient 1 was the ideal patient, she was making fantastic progress and was always wanting to move to the next level with her therapy.  If there was something more she could be doing to help herself improve she wanted to do it!  Patient 2 hated therapy time, was consistently trying to make up excuses why she could not participate and was never willing to try something new; therefore were not making progress.  In addition, Patient 2 was also unable to tolerate a full hour of therapy due to her low endurance level.   Therefore it naturally happened that I began to run over in my session with Patient 1 and into my scheduled session with Patient 2, however because Patient 2 would not tolerate the full hour I could still remain on schedule for the day.  It began with just 5 minutes, then 10 and then suddenly I noticed that I was spending an extra 15-20 minutes with Patient 1.  This is when I began to notice my dilemma. When I entered my charges at the end of the day I realized that they inaccurately reflected my actual time spent.  


Here’s where the ethical debate began.  This clinical was only my second one, yet somehow I knew that charging this way was not entirely fair.  However, at this stage in my education I really wanted my patients to get better.  Not only that but I wanted them to get better as fast as they could.  It seemed only sensible to me that Patient 1 needed more therapy time in order to meet her goals.  The next step in my logic was that Patient 2 was not tolerating her therapy time and she had no goals that she hoped to attain.  Instead, she wanted to let other staff transfer her and was fine with living in the nursing facility for the rest of her life.  So why would I restrict one of my patients from progressing, while torturing another one toward a goal she did not believe in?  For an insurance company? No way.


However, today I know a little bit more about how insurance reimbursement works adding increasing layers to my dilemma.  For example, I now know that Medicare only reimburses for 80% of therapy, therefore the patient is responsible for the additional 20% of expenses billed.  This means that Patient 2 would have been paying out of pocket for the extra treatment she was receiving.  Today I also know a lot more regarding Medicare fraud. If I was to get caught billing falsely I would face the possibility of losing my license (if I had been a practicing PT at the time), as well as putting the facility and my CI into danger of losing their licenses.  I also know now that the RUG categories are re-determined every 14 days and therefore it is possible that Patient 1 would qualify for a higher category in 2 more weeks.  However, I still think this is unlikely due to the way that the RUGs are calculated.  Part of the calculation is the patient’s diagnosis, age and co-morbidities.  While Patient 1 had sustained a major stroke, she was young and she had no other significant medical history to complicate her rehab.  On the other hand, Patient 2 who recently had an amputation had a past medical history that included: diabetes, congestive heart failure, coronary artery disease and myocardial infarctions. 

Regardless of this new information, the basic ethical dilemma is still the same. Why should a patient who is motivated, willing to participate and making progress be restricted? Why should she, in a sense, be punished because she happened to have been very healthy until she was afflicted with a major stroke.  Patient 2 had not been managing her diabetes (leading up to her amputation) and was not following her precautions regarding her congestive heart failure.  She was in effect creating her own situation.  Medicare does not look at factors regarding patient motivation and how well the patient follows their suggested medical and therapeutic guidelines and recommendations.  Instead reimbursement happens based upon the extent of a patient’s condition whether self created or not.  

Of course the opposite side of the dilemma is that everyone should have equal right to health care, whether or not they are compliant or not with medical advice.  We cannot simply ignore some people, for maybe they did not know how to help themselves.  However, we could reward people who take it upon themselves to participate in their own health and well-being, those people who are an advocate of their own health care.  Unfortunately, our current system does not allow for this consideration in the way reimbursement is set up.  

The bottom line comes down to the fact that it is both unethical for me to not treat a patient to my fullest capacity, while it is at the same time unethical for my to bill another patient for time in which they did not receive treatment.  It seems the only solution is to look for anther option.  If I could go back I would explore my options more fully to see if a secondary insurance for Patient 1 was available, if Patient 1 was willing to pay out of pocket or if the facility was capable of “footing” the bill for Patient 1 to get appropriate treatment.  

