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TM

“She’s learned she can MOVE and
AFFECT her ENVIRONMENT.
When she is in the Kids ROCK chair, she lights
up and gets excited.”
  — Lori Swenson, Mother and OTR/L

The Kids ROCKTM with the Active Seating 
component helps children to: 

•  increase their ability to self-support

•  challenge and strengthen their

core muscle groups

•  encourage weight shift and improve

their comfort

•  enhance eye contact and involvement
with their environment

The Kids ROCKTM wheelchair with Active 
Seating gives children access to
movement in their seating system.

Movement is Life
regardless of our level of ability!

For more information on the Kids RockTM

wheelchair please visit our web site at
www.artgrouprehab.com, or call
us toll free at 866.795.1779.

30º active range 
for knees

Up to 35º 
hip extension

A.R.T. Group is a division of Sunrise Medical



24

  fROm The nRRTs’  Office

	 4	 NRRTS	Update
  cORpORaTe fRiend Of nRRTs fOcus

  permobil

	 6	 Don’t	Abandon	the	Emotion!
  Talking pOinTs 

	 8	 Medicare’s	Program
  cOnsumeR invOlvemenT

	 12	 	Fast	Lane
  cORpORaTe fRiend Of nRRTs fOcus

  Quantum rehab

	 16	 	Higher	Manufacturer	
Standards	Protect	Client	
Needs	&	Industry	Interest

  nOTes fROm The field

	20	 	My	Story
  cORpORaTe fRiend Of nRRTs fOcus

  national seating &  mobility

	 22	 	Navigating	Turbulent	Seas:	
The	Rehab	Industry	in	2008	
and	Beyond

  law libRaRy

	 32	 	Persistence	is	the	Key
  The bOTTOm line 

	36	 	Mobility	Decision	Tree
  assessmenTs 

	40	 From	Assessment	to								
								Prescription:	Are	We	the															 	
	 	 Best	We	Can	Be?

	
  

altimate medical ................................................ 27
apria healthcare .................................................14 
bodypoint, inc. ...................................................  10
bodyTech northwest  .........................................15
convaid, inc.  ....................................................... 35
freedom designs, inc.  .........................................5 
innovative concepts  .........................................38 
invacare corporation ........................................... 9 
mk battery ............................................................ 13 
mobility management magazine................... 23 
motion concepts ...................................................7
new mobility .......................................................44
Otto bock health care ......................................49
permobil inc.  .........................  inside back cover 
prairie seating  ....................................................39
pRm ........................................................................31 
Quantum Rehab ................................................... 17 
Ride designs ........................................................30 
snug seat .............................................................. 33 
stealth products ...................................................11 
sunrise medical ...................................................41 
The a.R.T. group ....................inside front cover 
The med group ...................................................18
The ROhO group ...............Outside back cover 
Tilite .......................................................................19
u.s. Rehab ............................................................ 37  
vista medical ......................................................34
wenzelite Rehab.................................................43

Service	or	
Disservice?

Busting the Myth
of the Internet

 
 new Registrants 44 
 
former nRRTs Registrants 44 
 
 cela ‘08 46 

 2008 Teleseminar series 48 

 charter corporate friends 
 of nRRTs 50 

corporate friends of nRRTs  50 
 
association friends of nRRTs 50 
 
 aTs credentials 45 

 cRTs® credentials 45

Directions
v O l  2 » » s p R i n g  2 0 0 8
	 EDIToR	 Amy Odom
	
	 EDIToRIAL		 Kathy Fallon, CRTS®	
	 ADvISoRy	 Simon Margolis
	 BoARD

	 DESIgN	 Amanda Sneed,		
	 	 Hartsfield	Design

	 PRINTER	 Parks	Printing

The	opinions	expressed	in	DIRECTIoNS	
are	those	of	the	individual	author	
and	do	not	necessarily	represent	the	
opinion	of	the	National	Registry	of	
Rehabilitation	Technology	Suppliers,	its	
staff,	board	members	or	officers.

DIRECTIoNS	reserves	the	right	to	limit	
advertising	to	the	space	available.	
DIRECTIoNS	accepts	only	advertising	that	
furthers	and	fosters	the	mission	of	NRRTS.

NRRTS Office
6732	W.	Coal	Mine	Ave.,	#379	
Littleton	Co	80123
303.948.1080	or	800.976.7787
Fax	303.948.1528
www.nrrts.org

For	all	advertising	inquiries,	contact	
Amy	odom	at	
806.722.2322,	Fax	806.783.9984	
or	aodom@nrrts.org

F e at u r e s

o n  t h e  c o v e r

I N d e xadvertisers’

has yOuR mailing OR 
email addRess changed? 
Please help us keep our records 
current by providing your 
updated information to  
Amy Odom at aodom@nrrts.org.
EMAIl AddrEssEs ArE nOt PuBlIshEd Or shArEd.

nrrts & the inDustry

[more info on page 48]

2008
TeleSeminar Series

28



�  D I R E C T I O N S {  V O L  2  •  2 0 0 8  }

sIMOn M ArgOlI s
executive director
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NRRTS Update

From the NrrtS oFFice

Legislative/Regulatory
nrrts continues working to 

assure the interests of nrrts 
registrants and other members of 
the complex rehab industry and 
profession are voiced on Capitol hill 
and in the individual statehouses. 
Whenever issues arise, nrrts 
responds. Please visit www.nrrts.org  
for additional information.

Continuing 
Education

nrrts has 
been working 
diligently to help 
our registrants 
and Ats and AtP 
colleagues meet 
the continuing 
education 
requirement in 
a quality cost-
effective manner. 

two different and unique programs 
have been developed.

the first, a distance-learning 
program, is the nrrts 2008 
teleseminar series. It’s comprised 
of five two-hour conference-call 
seminars. More than 100 people 
have signed up for this series to date. 
In response to the overwhelming 
demand, nrrts has modified 
the original program design to 
include a rolling schedule; after 
each teleseminar, an additional, 
new teleseminar will be added to 
the end of the schedule. this will 

assure there is always a five-seminar 
teleseminar series available to meet 
continuing-education requirements.

the second is CElA ’08 
– Continuing Education and 
legislative Advocacy, a conference 
presented by nrrts and 
cosponsored by nCArt and the 
university of Pittsburgh. this 
unique hybrid event, held in the 
Washington, d.C., area, brings 
together a high-quality, cost-effective 
continuing-education program 
and an opportunity to meet with 
members of Congress to discuss the 
critical issues facing the complex 
rehab and assistive technology 

industry and profession.(Foremost 
is hr 2231, a bill already introduced 
in Congress that would exempt 
complex rehab products from 
national competitive bidding)

Information about these programs 
can be found on pages 46 - 48 in this 
issue of DIRECTIoNS. D

ABOUT THE AUTHOR:
Simon Margolis can be reached at 
smargolis@nrrts.org or 763.559-8153.

Register for 
CELA 2008 & 

The Teleseminar 
Series Today!

Info on
pages 46-48
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tOM rOlICk
Vice President of Business development
PeRmoBIl

EvEry nOW And thEn we 
all need a reminder of why we 
are in this business. My reminder 
came at a recent Als Association 
conference. It was a powerful 
message of emotions. I had never 
been surrounded by so many people 
who thought of nothing else but 
how to help those stricken with 
one of life’s most horrific diseases: 
Als. It wasn’t about coding and 
reimbursement; it was all about 

emotions—
shattered 
emotions and 
committed 
emotions. these 
folks were 
determined to 
do anything 
and everything 
they could to 
help anyone 
and everyone 
affected by Als. 
It was truly 

unconditional support. It felt good. 
It was empowering. It stirred my 
emotions and I hope to stir yours.     

It is time to get the emotion back 
into the definition of our complex 
rehab world. We failed to define 
the rehab world as we once knew it, 
and like everything that needs to be 
done, but doesn’t get done, someone 
else did it for us. let’s not let that 
happen with taking care of the 
individuals in need of complex rehab 
products and services.  

the spotlight is on complex rehab, 
and quite frankly, some in our 
industry can’t stand the heat. let’s 
face it, the burden to advocate for 
the consumer is the reason we exist. 
I don’t resent that; I embrace that, 
and I believe you do, too. the whole 
world is watching, so stop whining 
and start shining. Put on a show. get 
creative and make magic out of four 
wheels and a joystick. give life back 
to someone who just had it ripped 
away in an instant as a result of an 
accident, or to someone who was 
just diagnosed with a debilitating 
disease. nobody plans for our 
services, but they turn to us. this 
is a little dramatic, but they literally 
put their shattered lives in our 
hands. they need advice, comfort 
and hope. What are we to do?

how about a nice little ditty that 
is the clinical equivalent, least-costly 
alternative, number-one best pick 
and available in red or blue? Oh 
yeah, and it is only available from a 
provider located 100 miles away.  

hopefully that hurt a little bit. 
share a little emotion.     

We’ve got to come through. to 
say we can’t afford to fight for the 
consumer anymore is a copout. We 
need to lead the fight for consumer 
access to and payment for the 
best available rehab products and 
services. We need to show this is 
what the people want and deserve. If 
we continue to accept a third-party’s 
definition of what the need is, we are 

headed down a slippery slope. the 
most basic need is to breathe, and 
beyond that is a luxury some say.  

I hear and appreciate all the talk 
in terms of doing things a certain 
way to stay in business. It is a 
tough business environment—
always has been. living with a 
disability is no picnic, either. 
Empower the consumer through 
education; together, choose 
services and the appropriate 
equipment, and get it paid.  

If our industry is not going push 
for more, then who is? you know 
what happens when things that need 
to be done don’t get done. I don’t 
want to see the day when complex 
rehab equipment and services are 
not provided by local rtss. 

so, fire up the emotion. Are you 
doing everything you can for the 
complex rehab industry and for 
your customers who are depending 
on you?  don’t do more with less. 
Just do more. let your emotions 
run wild; you’ll be amazed at how 
successful you will be. D

ABOUT THE AUTHOR:
Tom Rolick may be reached at
tom.r@permobilus.com or 
800.736-0925 x.236.

Don’t Abandon the Emotion!

cFoN FocuS -  Permobil

The burden
to advocate

for the 
consumer is

the reason
we exist.
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Medicare’s Program

talkiNg PoiNtS

There is a
real need 
to exempt 

complex rehab 
products due 

to the potential 
negative 

impacts on 
individuals with 

disabilities.

C Ar A C.  B AChEnhEIMEr
Senior Vice President Government Relations
INVACARe CoRPoRATIoN

thIs Is thE yEAr that the 
Medicare program’s competitive-
acquisition program goes live 
and we witness its impact 
on consumers with needs for 
high-end rehab items and 
services. since 2003, when 
Congress passed the Medicare 
Modernization Act, the Centers 
for Medicare and Medicaid 
services (CMs) has been 
implementing the program. 

Meanwhile, 
we have been 
working to 
get CMs or 
Congress to 
recognize the 
individualized 
needs of 
consumers with 
high-end rehab 
needs and 
exempt these 
items from 
the bidding 
program.  

With CMs’ 
imminent 
release of its 
list of winning 
bidders and bid 

prices in the first ten metropolitan 
areas, and its scheduled July 1 start 
date for the bidding process in the 
next 70 metropolitan areas, we will 
have meaningful data about the 
real effects of this program. As we 
continue our legislative efforts to 

get Congress to pass h.r. 2231 (the 
bill in the house of representatives 
that would exempt high-end rehab 
items from the bidding program), 
we will have the benefit of real life 
experience starting July 1, 2008. 
not only will we experience it first 
hand, but we must also record and 
relay to members of Congress how 
consumers’ lives and their ability to 
obtain the appropriate items and 
services is impacted by this program.  

CMs made the decision to 
include high-end rehabilitative 
items, accessories and services in 
the bidding program. Our only 
opportunity to get these items 
excluded is through Congress and 
change to the original law.  the best 
way to accomplish that goal is to 
engage clinicians and consumers—
more so than industry—in our 
efforts to educate members of 
Congress on this critical issue.

It is difficult for those of us 
in this business to imagine how 
consumers will fare when rock-
bottom bid prices are set for 
complex items, largely driven by 
a minority of bidders submitting 
low-ball bids as a desperate move 
to survive. the problem is the bid 
prices in the first ten areas will 
dictate the quality of products and 
services that consumers will receive.  

there is a real need to exempt 
complex rehab products due to 
the potential negative impacts on 
individuals with disabilities who rely 

upon the sophisticated technology 
to be mobile and improve the quality 
of their lives. the truth is quality 
will suffer and may cause reverse 
discrimination. Many suppliers 
are fearful of losing Medicare 
business for three years, which 
could mean shutting down their 
businesses entirety. therefore, 
they will seek out lower-cost 
items to establish a formulary for 
purposes of submitting a bid. the 
selection of lower-cost items to 
be provided to all clients, not just 
Medicare beneficiaries, will result 
in a lack of access to products with 
many of the features that improve 
the functional capabilities of 
individuals with disabilities.

If you are in the business of 
providing consumers complex 
rehab and assistive technology, 
you readily understand that 
people with disabilities need 
explicit protection from the 
impact competitive bidding would 
have on their ability to receive 
appropriate items of high-tech 
rehab and assistive technology—
to receive appropriate evaluation, 
fitting, follow up and service. Our 
collective challenge is to educate 
members of Congress who are 
unfamiliar with not just the items 
and services provided, but more 
importantly, with the consumers 
and their series of individualized 
needs that require extreme 

c o n t i n u e D  o n  page 1 0
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customization. undoubtedly, the 
best way to educate Congress is 
through consumers themselves. 
Words become less relevant when 

a member of 
Congress sits 
down with a 
consumer with 
complex needs 
who describes 
the process he 
or she has gone 
through to 
obtain the most 
appropriate 
system. A 
conversation 

with a consumer is typically 
all it takes for policymakers to 
understand why these items are 
inappropriate for the bid process, 
and to enlist their support of 
h.r. 2231.

so, what is our best strategy for 
obtaining the legislative remedy 
we need? Across the country we 
all need to participate in basic 
grassroots lobbying and engage 
our consumers (and clinicians) in 
our efforts. set up a local meeting 
with your members of Congress—
they are home frequently 
(especially during the weeks of 
March 17 and May 26)—and 
bring along a consumer who can 
relay in plain English what the 
bidding program will mean to him 
or her. If we are to succeed, we 
must all rise to the challenge—
today. you can also take a 
consumer and a clinician to visit 
your senators and representatives. 
If we each don’t do our share of 
educating members of Congress, 
senators and representatives, we 
all will suffer. D

ABOUT THE AUTHOR:
Cara Bachenheimer may be reached at 
cbachenheimer@invacare.com or
440.329-6226.

Undoubtedly, 
the best way 

to educate 
Congress 

is through 
consumers.

c o n t i n u e D  F r o m 
page 8
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sElEnE FAEr dAltOn-kuMIn s
disability Rights Advocate
meTRoACCeSS WAShINGToN meTRoPolITAN 
AReA TRANSIT AuThoRITy

“thErE ArE CErtAIn 
quEstIOns people always 
ask about me, so … I’ll just tell 
you the answers right from 
the start!  the disease I have, 
spinal Muscular Atrophy (sMA), 
a progressive neuromuscular 
disease, was diagnosed before I 
was age 2.  never having walked 
independently, I received my first 
power wheelchair when I was 8.”

So	began	a	speech	I	wrote	and	
delivered	at	age	
11,	almost	two	
decades	ago,	in	
which	I	sought	
to	familiarize	
the	audience	
with	some	
of	the	daily	
consequences	
of	disability.	
Shortly	
after	being	
diagnosed,	I	
was	taught	
that	one	who	
has	talents	and	
capabilities	and	
who	has	been	
given	life	and	

sufficient	breath	is	obligated	to	
speak	out	for	those	who	cannot.	
In	the	thousands	of	speeches	I	
gave	to	civic,	business,	advocacy,	
and	educational	organizations,	
I	talked	about	laws	regarding	
disability,	the	exceptionally	
high	costs	of	equipment	and	

medical	care,	and	the	ongoing	
and	enormous	obstacles	
encountered.	I	described	the	loss	
of	life	and	unrealized	potential	
that	resulted	at	times	from	
disease	or	injury,	and	at	other	
times	from	ignorance	and	the	
inattentiveness	of	society.	My	
presentations	were	based	on	the	
fundamental	principle	that	each	
individual	has	the	right	to	equal	
opportunity.	I	have	asserted	that	
right	during	my	life,	standing	
on	the	shoulders	of	giants	in	
the	disability	rights’	movement	
who	had	blazed	paths	toward	
inclusion	and	equality.

I	learned	how	to	be	my	own	
advocate	in	order	to	receive	the	
services,	accommodations	and	
equipment	I	needed.	My	mother	
and	I	developed	and	implemented	
medical	and	educational	delivery	
systems	for	me	during	middle	and	
high	school.	Later,	I	helped	to	
develop	the	same	systems	for	three	
students	who	were	significantly	
physically	disabled.	Perhaps	
portentously,	during	the	1988	
presidential	campaign,	I	presented	
a	four-minute	speech	about	
the	need	to	pass	the	Americans	
With	Disabilities	Act	(ADA).	At	a	
podium	shared	with	the	nominee,	
I	became	the	first	person	ever	to	
speak	on	behalf	of	a	presidential	
candidate	about	disability	issues.	
The	ADA,	passed	in	1990,	has	
underpinned	many	of	my	pursuits.

As	a	junior	at	Duke	
University	in	1996,	I	filed	
an	ADA	complaint	to	the	
Department	of	Justice	(DoJ)	
alleging	that	the	university	
failed	to	make	the	campus	
accessible	to	persons	with	
disabilities.	I	provided	extensive	
documentation	and	evidence	
of	the	university’s	failure	to	
comply	with	transportation	
and	housing	practices,	refusal	
to	grant	longstanding	academic	
accommodations	and	failure	
to	remove	physical	barriers.	
According	to	Duke,	I	was	its	first	
wheelchair-using	undergraduate	
student.	The	Duke	settlement,	
the	first	agreement	DoJ	
reached	regarding	widespread	
accessibility	of	a	college	or	
university,	eliminated	numerous	
egregious	physical	obstructions	
and	noncompliant	practices.	It	
remains	federal	legal	precedent.

Three	years	after	that,	
while	a	legal	intern	in	1999,	
I	conducted	research	on	the	
integration	mandate	of	the	
ADA	and	comparative	costs	
of	institutionalization	versus	
community	care	for	argument	of	a	
landmark	U.S.	Supreme	Court	case	
(olmstead).	Now	the	director	of	a	
paratransit	service	mandated	and	
defined	by	the	ADA,	it	is	the	ADA	
that	provides	guidance	when	I	make	
policy	and	operational	decisions.

Fast Lane
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how to

be my own 
advocate to 
receive the 

services, 
accomodations 
and equipment 

I needed.
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My disability
is an integral 

part of my life, 
my existence, 

my socialization 
and my 

perspective.
It does

not dictate
my life.

c o n t i n u e D  F r o m 
page 1 2

Disability	rights	activists	
debate	which	issue	should	
be	emphasized—education,	
employment,	transportation,	
housing,	healthcare,	personal	
care	assistance	—to	eliminate	

discrimination	
and	systemic	
barriers	
to	equal	
opportunity	
for	people	with	
disabilities	
(PWDs).	I	
think	each	of	
these	areas	is	
important.	Far	
more	important	
than	any	of	
these	individual	
issues,	however,	
is	the	larger	
challenge:	 	

changing	public	perception.	
The	effort	to	change	public	
perception	is	at	the	core	of	
everything	I	do,	whether	it	is	
in	my	career,	in	my	community	
work	or	in	my	artistic	endeavors.	
Until	public	perception	changes,	
progress	can	be	achieved	only	
through	the	coercive	arm	of	
regulation.	only	when	we	are	
viewed	as	equals	by	society	
will	we	obtain	substantive,	far-
reaching	advancement.

My love of acting, singing and 
directing has influenced others’ 
impressions of me. I noticed early 
on that I was perceived to be 
more accessible and approachable 
through performance. My ability 
to entertain made me less disabled 
to others. stage roles that rejected 
the stereotypical depictions of 
PWds as inspirations, victims 

or villains influenced other 
people’s perceptions of me, while 
opening their minds to the notion 
that PWds do not conform 
to stereotypes anymore than 
do those without disabilities. 
Performance is my passion. to 
me, it is both art and politics, 
expression and advocacy.

At the same time, I value 
expediency and practicality. I 
am programmed to think about 
many things because I have had 
this disability all my life. Will 
the building be accessible? If it 
doesn’t have an electric door, 
will someone notice me sitting 
outside? Will the wheelchair 
lift or elevator function? Will 
I be able to reach the elevator 
buttons? Will my wheelchair fit 
through the airplane cargo door 
and arrive at my destination 

Fast Lane
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in working condition? For 
how long will I sit in soaking 
clothes on a saturated cushion 
if caught in a rainstorm? Will 
curb cuts be impassable after a 
snowstorm? unable to stand, 
dress myself, bathe or wash and 
brush my hair, I need physical 
assistance. I cannot get into or 
out of bed, or on and off the 
toilet independently. Even things 
that I can do by myself take 
longer than they do the average 
person because my muscles 
are extremely weak—with the 
exception of walking, because 
I drive a lot faster than people 
walk. Additionally, I have an 
associated cost with each human 
need. Finances—dollars and 
cents needed to pay personal 
care assistants and to purchase 
assistive technology—are the 

frighteningly fragile bulwark 
between life in the world and life 
in a nursing home.

As a society, we value hard-
charging, committed, tough, 
highly trained and disciplined 
leaders who bravely run to the 
sounds of an emergency rather 
than from them. that is how I 
try to live my life, working and 
fighting for equal opportunity 
and rights for others and myself. I 
am a person with a disability. My 
disability is an integral part of my 
life, my existence, my socialization 
and my perspective. It does not 
dictate	my	life.	 D

ABOUT THE AUTHOR:
Selene Faer Dalton-Kumins is director 
of the Washington Metropolitan 
Area Transit Authority Office of 
MetroAccess Service, the first PWD to 
be appointed to that position. She is a 
commissioner on the Arlington County 
Disability Advisory Commission, 
Arlington, Virginia.  

Selene has lobbied on Capitol Hill with 
NCART to ensure patient access to 
high-end rehab and assistive technology 
products and services. She has an A.B. 
in Drama from Duke University and 
a J.D. from Emory University School 
of Law. Selene may be reached at 
selenefaer@gmail.com.
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a keynote speaker 
for CELA 2008 in 
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for more details.
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sE t h JOhn sOn
Vice President of Government Affairs
QuANTum RehAB

EvEryOnE In thE rEhAB 
community shares a common 
goal: using the best possible rehab 
solutions available to provide 
patients with superior outcomes. 
however, changes in Medicare 
documentation requirements 
as well as significantly reduced 
reimbursement rates have 
certainly made it more challenging 
to achieve that goal. that’s why 
it’s crucial for rehab equipment 

manufacturers 
to adhere to 
higher business 
standards and 
protect both 
the short-term 
and long-term 
interests of 
patients, rehab 
professionals 
and the 
industry.  

Following 
are several 
key principles 
that can help 
manufacturers 
make a 
significant 
difference 
and positively 
impact the 
overall welfare 
of the people 

who require their products and 
protect the interests of the rehab 
community at large.

Require Providers to Adhere to 
Higher Standards

Manufacturers need to 
implement, publish and enforce a 
list of standards that detail what is 
required of providers to supply their 
products. these standards should be 
developed to ensure that patients are 
aided by only qualified professionals. 

Examples of higher standards 
that will protect patients and the 
integrity of the rehab community 
include the prohibition of Internet 
sales and direct-drop shipments of 
complex rehab equipment, and the 
requirement of every provider to 
employ an rEsnA-certified assistive 
technology supplier (Ats) or an 
rEsnA-certified assistive technology 
practitioner (AtP), directly involving 
them in the selection of complex 
rehab products for clients.

Manufacturers that allow complex 
rehab equipment sales over the 
Internet and drop-ship to patients’ 
homes are compromising what’s 
in the patients’ best interests. 
Ordering and fitting complex rehab 
equipment is not a trial and error 
process and cannot be learned at 
the expense of proper patient care. 
Only the personal attention of a 
skilled rehab professional working 
with a client to address unique 
requirements can deliver the best 
solution to meet patient needs.

the standards we impose on 
ourselves as an industry and on 
those who provide our products 

demonstrate to stakeholders that 
our patients’ interests are paramount 
and that we are clearly focused on 
this above all else.

Join the Fight to Ensure 
Product Access

Manufacturers should utilize 
their resources to support the 
fight in Washington over your 
right to ensure access to the most 
appropriate products for your 
patients’ needs. Companies should 
actively seek to partner with 
respected rehab organizations, 
such as nrrts, nCArt and 
AAhomecare, and support their 
lobbying efforts, including those 
to build support of important 
legislation like Allen-lewis, 
hr 2231, which exempts 
complex rehab equipment from 
competitive bidding.

Competitive bidding and 
programs like it present a very real 
threat to patients’ access to quality 
care and products. Programs like 
this tend to drive quality of care 
down unless standards are strictly 
laid out and enforced.

Efforts should also be made 
to encourage everyone who has 
a stake in the rehab community, 
including providers, rehab 
professionals and patients, to take 
an active role in lobbying to protect 
their rights in Washington. We 
are stronger, have a much louder 
voice in Washington and end up 

Higher Manufacturer Standards 
Protect Client Needs and 
Industry Interests
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with better outcomes in our lobbying 
efforts when we work together.

deliver Products that Make sense 
in the new Code Environment

From the earliest stages of 
development, 
manufacturers 
should be 
focusing their 
efforts on 
designing 
innovative, 
high-quality 
products that 
meet patients’ 
needs while 
also fitting into 
the relatively 
new coding 
guidelines. the 
goal is to help 
streamline the 
process, reduce 

cost and increase patient access to 
the equipment they need.  

Manufacturers can lower costs while 
maintaining a high standard of quality 
by committing resources to research 
and development. doing so will 
result in longer lasting products that 
exceed a patient’s expectations in cost, 
performance, reliability and features.

Rely on the Experts
When manufacturers employ 

therapists and clinicians as part of 
a rehab-specific support team, great 
patient outcomes become easier to 
achieve. Manufacturers should strive 
to incorporate rehab professionals 
into their operations at all levels 
and should require their complex 
rehab providers to employ certified 
therapists and clinicians as well. 

Adhere to These Practices
Providers and rehab professionals 

should require the manufacturers 

they work with to adhere to these 
practices. the approach of a clinician 
is the one that places the patient’s 
well being first and foremost. 
Manufacturers who take these steps 
display a superior commitment 
to patient care and the rehab 
community as a whole. 

When everyone works together to 
ensure that patients are receiving the 
best possible products to meet their 
unique needs, a higher standard of 
care results for all clients. In today’s 
changing and ever-challenging 
environment, it is more important 
than ever to take the steps necessary 
to ensure the industry never loses 
sight of this important goal. D
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NoteS From the Field

MIkE OsBOrn,  Crt s®
Secretary of NRRTS
AllIANCe RehAB & medICAl eQuIPmeNT

I grAduAtEd In 1991 with a 
Bachelors of science in Business with 
a degree in Marketing Management. I 
always knew I wanted to get into 
sales of some sort, and upon 
graduation was hired for a position in 
the advertising and sales department 
of a large newspaper chain in 
southeastern Missouri.  

during my time there, I called on 
a local dME who was just starting to 
get into assistive technology and had 
been in complex rehab for a short 

time. the owner 
of his company 
approached me 
about a position 
working with 
environmental 
control units 
and other small 
areas of assistive 
technology. I took 
the job and started 
working for that 
company in March 
of 1994. 

I began attending seminars, training 
classes and as many manufacturer 
classes as possible. Many of the seminars 
were regarding seating and positioning 
and wheelchairs, which I found to be 
incredibly interesting. I learned then 
what many of us know now: positioning 
in the wheelchair can and does affect 
every aspect of our clients’ daily lives. 

I spent as much time as possible 
working with and listening to the 
rts, greg Clark, who was with the 

company at the time. I was very 
fortunate to be with a small company 
that was growing. they allowed me 
to attend rehab classes, and I began 
to work more and more in the rehab 
realm. I researched new diagnoses 
that I wasn’t familiar with and tried 
to relate them to the different types 
of equipment we were using. greg 
invested a lot of time and spent many 
long hours helping me with my start 
in rehab. strangely enough, today 
that rts who trained me and helped 
mold my feelings and ideals about our 
industry all those years ago is one of 
my business partners in Alliance rehab 
and Medical Equipment. 

he and I, along with two other 
gentlemen, formed Alliance rehab 
and Medical Equipment in October of 
2006. trying to start a complex rehab 
business in today’s environment 
has been difficult, but it is also very 
exciting. like many of you, I see the 
ups and downs of our industry. It 
can make you question what we do at 
times. But, like many of you I have 
those individual situations that help 
remind me why we do what we do. 

I remember a particular pediatric 
client who we started working with 
when he was only 5 years old. he was 
a spastic CP client and we were trying 
to help him become more independent 
through power mobility. during the 
evaluation, we observed that every 
time he grabbed the joystick, his tone 
would trigger and he would pull it 
inward to his chest, which caused him 

to go in circles. We (the assessment 
team) set up a power wheelchair with 
proximity switches under a clear tray. 

Once his positioning was corrected, 
he could activate one switch: forward. I 
spent most of the afternoon teaching 
him to operate the wheelchair controls. 
It was the first time in his life of five 
years that he was independently 
mobile. teachers were crying, his 
peers were cheering him on and his 
grandmother was speechless. 

It took time, but eventually he was 
able to activate the switches and drive 
the chair left, right and forward. his 
therapy team has spent many more 
hours with him, and today he uses 
a joystick to independently operate 
his chair and seat functions. he even 
races in his chair yearly in the special 
Olympics. I realize not all of our 
stories are like this one, but every 
time someone asks me why I remain a 
Crts®, I think of that moment when 
he drove his chair for the first time. I 
realized he (and many others like him,) 
has affected me as much, if not more 
at times, than I affected him. that is 
why I couldn’t do anything else.  

I joined nrrts and became a 
Crts® for the very simple reason 
that the previous company I worked 
for demanded it of all rtss. My 
previous owner and the head of 
rehab believed fully in the purpose 
of nrrts. they believed, as I do 
now, that the Crts® credential is the 
highest level of certification in our 
industry. It is the one organization 

My Story
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that all rtss have available to them 
where they can unite as one voice. 

I ended up on the nrrts board 
as a result of a conversation I had 
with Mike seidel in st. louis during 
a nrrts conference. We were 
discussing the Crts® credential and 
its importance to our industry as well 
as what it means to be a Crts®. I 
wanted to know how to bring Crts® 
into the light; it’s about more than 
being the “wheelchair guy.” I guess I 
was a bit pushy with my thoughts and 
feelings regarding our industry and the 
certification of Crts®, because by the 
end of our discussion, Mike had asked 
me if I would be interested in running 
for an nrrts board position. I was 
concerned I didn’t have the time or the 
knowledge to accept the opportunity 
at the time, but I did it anyway. I still 
don’t know if I have the knowledge 
even today, but I have made the time 
to be on the board, and it has been a 
great experience for me.  

the Crts® is at a pivotal point 
right now. I think the Crts® is not 
really recognized at this time in the 
complex rehab process; we seem to 
be the one everybody needs to pull 
complex rehab together, but we are 
still just the “wheelchair people.” In 
the therapy circle, I think they see us 
as a valuable part of complex rehab, 
but the funding sources don’t seem 
to realize our worth. however, I also 
think Crts®s are headed in the right 
direction. the changes in our industry, 
while frustrating and difficult to 
understand, will bring the Crts®s and 
their skills to the forefront. We, after 
all, are the individuals who spend the 
most time with our clients. We are 
the individuals who relate most with 
our clients, and we are the individuals 
who take care of our clients on an 
ongoing basis. If we can adhere to 

quality services and stand our ground 
on ethical matters, realizing we make 
a difference not only in our industry 
but also to our clients, we will be 
successful. nrrts is working to see 
to that, but only with your help.  

We just haven’t done that enough 
yet. nrrts has always worked hard 
for its registrants, and is working 
harder today than ever before. I am 
very fortunate to be on the board 
and witness the behind-the-scenes 
effort put forth by the nrrts staff 
and fellow board members. We are at 
a time in our industry’s life when we 
must stand together. Whether we are 
competitors or not, we must stand up 
and have a single voice. nrrts gives 
us that voice. nrrts has not only 
made great strides in working with 
rEsnA, nCArt and the university of 
Pittsburgh, but it has also taken steps 
to assist registrants with education 
and legislative issues that are of the 
utmost importance today. 

One of our major obstacles of the 
nrrts Board is growth. It is difficult 
to have the time to do all the things 
we need to do for our organization 
to grow. For me, finding the time to 
run a new business, see clients and 
referrals and maintain a family life 
isn’t easy. however, every member 
of your nrrts Board works hard 
to do just that—find time. It is a 
voluntary position these individuals 
take very seriously, and they work 
extra hours on top of their already 
busy schedules. Any one who feels 
like they can make a difference in 
our industry or who has a desire to 
make a difference should step up 
and accept a nomination to run for a 
board position. We need help to grow 
and become stronger. It is as simple 
as the old saying goes: “you get out 
what you put in.” Every effort we as 

registrants put into nrrts will come 
back to impact us and our businesses.

On a personal note, I have been 
lucky enough in life to be blessed with 
a beautiful wife and two children. 
My wife, Julie, works at our office 
three days a week and is the high 
school dance coach where we live. My 
daughter, ginna, is 14 years old, and 
my son, Peyton, is 10 years old. 

We are a very athletic family—
ginna is a cheerleader for school and 
is on a competitive cheer squad as 
well. Peyton keeps us running with 
basketball and baseball. My wife and 
I, on top of running from practice 
to practice, are co-directors of our 
local upward Basketball program. My 
days consist of going to the gym at 
5:00 a.m. and then to the office by 
7:00 a.m. to check e-mail and return 
phone calls from the previous day. 
I usually try to spend an hour or so 
with Alliance rehab business and 
paperwork in the mornings and then 
I’m off to assess clients, wheelchair 
clinics or delivery of the equipment 
that is in and ready to be fit to clients. 
I like to end the day by organizing my 
schedule for the following day and 
by preparing for whatever we have 
scheduled. then, it’s from the office 
to whatever practice or sporting event 
my family may have that night. I 
love what I do as a Crts® and I can’t 
imagine doing anything else, but the 
most important thing in my life is my 
family. though I spend so much time 
on my work, I try to let my family 
know they still hold the number one 
place in my life. D
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dOug MCdAnIEl
Vice President for Strategic operations
NATIoNAl SeATING & moBIlITy

COMPEtItIvE BIddIng. 
BudgEt Cuts. reimbursement 
reductions. Mass marketers trying 
their hands in rehab.  Powered 
mobility renting for more than 
13 months instead of purchasing. 
Commercial payers following suit 
with Medicare on competitive 
bidding. negative publicity about 
our industry and our services 
arising from poorly researched and 
downright erroneous information. 

What seems like 
five years’ worth 
of potential 
problems has 
just happened 
within the past 
six weeks!  

how did we 
get here? Why, 
you ask, are we 
constantly under 
fire? Why can’t 
we just focus 
on doing our 
jobs? Why can’t 
we just use our 

expertise to serve our clients in their 
time of need? Well, there are a lot of 
different answers: a lagging economy 
results in tax coffers that aren’t as 
full as the states need, yielding the 
need to find places to save money; 
the proliferation of consumer 
marketing, which has created a 
dangerous level of growth in the 
provision of powered mobility—
utilization that is not part of the 

standard, clinical medical model; 
heightened awareness in the public 
eye (and that of our legislators, too) 
of the powered mobility market 
arising from well-publicized fraud 
committed by unscrupulous, 
illegitimate providers;  and tv 
commercials and ads in usA today 
offering “free” power wheelchairs. 
Who foots the bill?  

What can we do about it? 
Differentiate. Educate. Persevere.

Differentiate. If you’re even 
reading this article, you’re already 
part of the solution. you’ve 
subscribed to the principles of 
nrrts and have dedicated yourself 
to the ethical advancement of the 
cause of the rehab technology 
supplier. you’re committed to 
continuing your education in the 
field of rehab technology to ensure 
that your recommendations reflect 
the most clinically appropriate, 
fiscally responsible equipment 
solutions. Many of you have 
chosen to further differentiate 
yourselves through rEsnA 
certification, and that effort should 
be absolutely applauded. Continue 
to uphold the tenets of nrrts. 
Continue to strive to advance 
yourself and your profession 
through certification. Continue 
to widen the sea of separation 
between serving the clinical needs 
of the disabled community (there 
are children impacted here, folks!) 
and the mass marketers who prey 

upon the vulnerable elderly (and 
our tax dollars).

Educate. decision makers within 
payers (Medicare, Medicaid and 
commercial) and our legislators 
don’t yet fully appreciate the 
difference between what you do 
and the provision of basic dME. 
Ours is not a one-size-fits-all 
commodity! We need to educate 
the payers on the hours upon 
hours of labor involved in your 
treatment of a client’s needs. they 
need to understand the hours that 
go into a professional assessment 
(which we’re most frequently not 
reimbursed for), system design 
(from multiple manufacturer 
sources), system assembly to spec, 
delivery of the equipment, training 
of the client on the safe and 
appropriate use of the equipment 
and then the ongoing modifications 
and adjustments needed to 
maintain proper fit and function. 
Our clients don’t order our services 
from watching a commercial and 
just pick red or blue! Call your 
legislators—or, better yet, meet 
them in person when they’re in 
your district. Every interaction 
with these decision makers must be 
used to help educate them on the 
complexity of our cases.  

Persevere. don’t give up! 
understand that the seas we’re in 
are going to be choppy for a while. 
External pressures are taking a toll 
on us as an industry. declining 

Navigating Turbulent Seas: The Rehab 
Industry in 2008 and Beyond
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reimbursement is yielding financial 
difficulties for many in our industry, 
and it’s not getting better any time 
soon. stay focused on the care of 
your client. And, remember to take 
every opportunity to explain to 
decision makers (ranging from case 
managers to senators) that what 
you do requires both expertise and 
ongoing training—it is different 
from the supply of a commode to 
the vA, or the delivery of a pair 
of crutches via uPs. drive home 
the message that the continued 
pressures on the complex rehab 
industry are only going to yield 
declining outcomes for the client 
and reduced access to appropriate 
technology; an eventual result is 
increased costs to our health-care 
system when clients transition from 
care in the home to care in a skilled 
nursing facility. tell your story every 
chance you get, and never give up. 
your chosen occupation is a worthy 
one, and the need for your skills is 
only going to continue to grow. D    
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Service or Disservice?

COn trIBu t Ed By 
JOhn ZOnA Crt s®
NRRTS At-large Board member

THiS iS noT A work of fiction or a blown-up half-truth. This 
is a parable—a true account of just what can happen when the 
late-night advertisers promise power chairs within 48 hours.  



let me start at the beginning. 
not long ago, a therapist called to 
inquire if I would do her a favor. she 
asked if I would go with her to a new 
patient’s apartment to evaluate the 
patient and her power chair (which I 
did not provide) for a vent tray and 
some seating needs. she reported 
the patient was a woman in her 
late 50s with a diagnosis of Als 
(Amyotrophic lateral sclerosis). 
the therapist also reported the 
patient had been using the chair for 
less than a year, so I asked her if she’d 
called the company that provided it. 
she said she had, and that they told 
her, “we don’t do vent trays.” 

When we got to the apartment 
and saw the chair, the therapist 
and I looked at each other; we both 
knew the answers to our evaluation 
questions already. What we saw 
was a very basic mid-wheel-drive 
consumer power chair with basic 
electronics and a van-type seat.

I asked the patient how she got 
the chair and she said her Als had 
progressed rapidly to the point 
where she couldn’t walk; she was 
falling and she felt unsafe. she first 

went on the Internet to familiarize 
herself with power mobility, but she 
grew very confused about which 
piece of equipment she needed and 
delivery methods. she later saw 
an advertisement on late-night 
tv for power chairs, so she called 
the 800 number. that same week, 
a “very nice man” came out and 
brought a chair with him. she could 
drive around her apartment and 
she felt safe. the man took a lot 
of information from her, including 
her diagnosis, and said he had the 
perfect chair for her and could 

deliver it later in the week. this 
“nice” man knew the woman had 
Als. he knew that she was already 
using a ventilator nocturnally. 
he should have known this was 
not the proper power chair for 
her. But did he know this? did 
he care? I can only hope he was 
ignorant of her diagnosis and 
did not knowingly provide an 
inappropriate piece of equipment.

Of course, on a very basic 
consumer power chair, you cannot 
add a vent tray to the frame or make 
seating changes to a van-type seat. 
this type of chair is not designed or 
engineered for that.

the therapist and patient were 
saddened by my news. the therapist 
brought up the fact that I had 
provided custom vent trays for her in 
the past. “Why not on this chair?” I 
felt she knew the answer, but didn’t 
like it. she asked if I would call the 
manufacturer’s custom department 
and inquire if anything could be done.

I wrote the serial number down 
and called them, but as I predicted, 
they said nothing could be done. 
they also said if anything like a vent 

tray was added, it would void all 
warranties and I would be liable for 
anything that happened.

this poor woman called an 800 
number of a company that professed 
to employ experts in power mobility. 
they were far from it. they were 
the worst of the worst. this woman, 
because of her diagnosis, should 
have been evaluated by a team of 
experts (a wheelchair clinic) who 
specializes in complex rehab issues. 
she should have been provided 
with a chair that would change as 
she changed. she should have had a 

rehab-type seat and seating system, 
advanced electronics, ability to add 
posterior and anterior tilt, and the 
ability to add a third battery for a 
vent and more. she received none of 
this expertise from the company of 
“experts” that provided her chair.

Following is a brief outline of a 
basic delivery model we can follow 
to help ensure a successful outcome 
when a patient is trying to obtain a 
piece of complex rehab equipment. 
keep in mind that patients with 
progressive disorders should go 
through a far different model than 
the one used in this case for complex 
rehab equipment needs. 

usually, patients—either 
through a referral from a health-
care professional (physician, 
therapist, nurse, etc.) or a support 
group—should first be evaluated by 
a wheelchair-clinic team. this team 
must consist of a qualified supplier, 
and usually a physical therapist and 
occupational therapist all of whom 
have extensive experience in custom 
seating and mobility. these team 
members have advanced credentials 
(AtP, Ats or Crts®), which are only 

obtained through demonstrating 
an appropriate knowledge base, 
continuing education and extensive 
experience. the patient should have 
family members, caregivers, home 
therapists, etc., present at this clinic 
setting—any and all individuals who 
can provide valuable pieces to the 
equipment-prescription puzzle.

Once thoroughly evaluated (Pt, 
Ot and mat assessments performed, 
measurements taken, equipment 
needs discussed patient goals 
outlined), a clinical trial of the 

This poor woman called an 800 number of a company 
that professed to employ experts in powered mobility. 

They were far from it.
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equipment must be completed. the 
piece of equipment tested should be 
as close to what the team thinks is 
appropriate, and if possible, trialed 
in the home as well.  At the least, a 
home visit must take place to check 
the environment (i.e., door widths, 
ramps, hallways, etc.). the clinical team 
should discuss the changing status of 
the patient to plan for  future needs 
that may arise.

Once the correct equipment is chosen, 
write the medical necessity letters, get an 
Md’s approval and submit a prescription 
and the letters to the insurance company 
or other payer sources.

After approved by the payer(s), 
the equipment will be ordered. If the 
approval has taken more than one 
month, the supplier (seating specialist) 
should contact the patient to make 

sure there have been no changes 
since the evaluation. the equipment 
will usually come from different 
manufacturers (i.e., base from one, tilt 
from another) or may be shipped to 
different manufacturers for completion. 
When the equipment is received, the 
chair assembly is then completed by 
the supplier’s rehab seating techs. 
the seating specialist (Ats or Crts®) 
then inspects the chair, making sure 
everything needed is present and 
functioning correctly and that the chair 
has been properly adjusted to the basic 
initial measurements provided by the 
clinic. the seating specialist or tech 
then programs the chair within basic 
parameters for different drive levels 
and functions.  

the chair is now ready for initial 
delivery. the best delivery model is to 
have everyone who was involved in the 
initial evaluation come back to the clinic 
to check for any further  adjustments 
that should be made. the clinical team 

should make sure the seat cushion, 
back cushion, foot rests, arm rests, 
laterals, headrests, drive controls, etc., 
are all adjusted to the patient.  

the patient is now ready for 
initial driving. during this time, 
programming is fine-tuned for 
optimum patient function and 
performance. If everything goes well, 
the chair is ready to go home with the 
patient. Once the patient is familiar 
with the equipment (usually one to 
two weeks) at home, the chair will 
usually be programmed again.

this basic delivery model for 
obtaining complex rehab equipment for 
patients with progressive disorders takes 
a lot of time, experience and expertise.

One who is not ignorant of the 
time, experience and expertise that 
goes into providing the proper piece 

of equipment to patients can see that 
using Internet pricing as a basis for 
payment is absurd. When equipment 
is ordered through the Internet, the 
chair is shipped to the patient’s door. 
Who adjusts this equipment? Who 
programs this equipment? Who 
repairs it in the future? One can also 
see the late-night tv delivery model 
is also absurd for this type of patient. 
unfortunately, the woman patient I 
encountered did not have knowledge 
of this process. the “nice” man should 
have, however.

the last time I saw the therapist 
who’d called me, she said she 
hadn’t seen the woman patient 
since our visit but had been told 
by nursing staff that she was 
bedridden and now on a vent 24 
hours a day. she could not use 
her chair for many reasons, but 
the main cause was the lack of a 
ventilator. the chair now sits in 
her apartment unused.

this—the loss of a person’s 
mobility and quality of life due to 
the unsupervised sale of power 
chairs—should be a crime. It is why 
we need strict guidelines on who 
should provide advanced, complex 
power mobility for those patients with 
progressive disorders or diagnoses. It is 
why there should be a complex rehab 
“carve-out.” It is precisely why the late-
night 800 power mobility “experts” 
should not be allowed to sell any 
type of power mobility to these types 
of patients. I feel  if an experienced 
seating and wheeled mobility supplier 
(Ats, AtP or Crts®) and a clinical 
team had evaluated this woman and 
given her the proper power chair, she 
would not be bedridden; she would 
be driving her chair and enjoying her 
mobility and independence.  

It makes me angry that one of these 
late-night 800 companies saw it fit 
to draft and circulate a letter to some 
politicians letting them know that their 
“experts” don’t feel a need for a rehab 
carve-out from competitive bidding—
that it would not be good for Medicare 
or Medicare recipients. they went on to 
say the carve-out would only help a small 
group of companies that primarily serves 
complex rehab patients. this perfectly 
illustrates the ignorance and greed of 
these companies. D

ABOUT THE AUTHOR:
John Zona may be reached at john.
zona@fallon-clinic.com or
508.407-7711.

The opinions expressed in this article 
are those of the individual author 
and do not necessarily represent the 
opinion of the National Registry of 
Rehabilitation Technology Suppliers, 
its staff, board members or officers.
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The internet
the mere word elicits a strong emotional response in this 

industry. yes, we’ve all purchased a book through Amazon, 
but a wheelchair? how can that be done on the Web?

And given the recent concerns regarding drop-shipment of 
complex rehab PMds by Internet retailers, nrrts invited me 
to explain the reality of dME retailing on the Internet.

DME on the Internet:
Busting the Myth

COn trIBu t Ed By
lI sA st EIn
Ceo/Founder
SPINlIFe.Com
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The Myths
Patients with new spinal-cord injuries go online from their rehab centers and buy their first chairs on the Internet. 
A customer replacing a rear-wheel-drive wheelchair with power-tilt seating calls a random site on the Internet, orders a 

$15,000 Quantum or TDX and it shows up on a pallet in his or her driveway.
An 85-year-old woman buys a scooter online, and when she calls with a follow-up question, she reaches a disconnected 

number and then gets charged three times on her credit card.
It is easy to understand why these scenarios raise concerns in the dME community, and appropriately so. 

luckily for everyone, they aren’t happening!
The Reality
the reality is consumers are only buying online what they are comfortable buying online. that means manual 

wheelchairs, consumer power wheelchairs, scooters, rolling walkers, ramps, lift chairs, basic cushions, bath safety 
and other straightforward dME items. Certainly there are knowledgeable consumers who are comfortable buying 
some complex items online, like rigid or tilt-in space wheelchairs, but expert Internet-retail staff can quickly 
determine whether the buyer is qualified to make a successful purchase online. do consumers occasionally call and 
ask about buying more complex power wheelchairs online? yes, but it happens rarely, and any reputable online 
supplier will quickly steer these customers to a local supplier. no single sale is worth risking a good reputation with 
customers, nor a strong vendor partnership.  

Consumers choose to buy online for a number of reasons: product selection, ease of access, the ability to have 
product delivered right to their homes, or even to purchase for relatives who are far away. And yes, price is a 
factor in many cases. For consumers who are buying items not covered by a third party, price is a critical factor, 
and providing products at a discounted price is one of the main reasons that e-commerce has risen to represent 8 
percent of all retail purchases in the united states. Every industry in the world has an e-commerce element, and the 
dME industry is no exception.

While I can’t promise you that no Internet retailer has ever drop-shipped an inappropriate piece of equipment, the 
simple fact is customers are not trying to buy complex power rehab online. 

the manufacturers would quickly 
receive phone calls from angry 
customers demanding service 
and refunds. the Better Business 
Bureau and Attorney generals 
would receive complaints.  the 
manufacturers would refuse to sell 
to those Internet retailers, causing 
them to quickly fold. time has 
validated the Internet as simply 
another distribution channel.
it is insanely expensive to 
advertise on the internet. It 
is nearly impossible for a start-up 
to build a dME business online. 

3.
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making sure new retailers prove 
their commitment and resources—
and supporting the strongest 
retailers through rigorous and 
Internet-specific contracts. 
The internet has grown up. 
some Internet retailers have 
been around for more than eight 
years and the good ones combine 
sales with great service and 
support. What would happen 
to a traditional dME provider 
who provided bad advice and no 
follow-up service?  that provider 
wouldn’t last for long. the same 
holds true for Internet retailers. 

2.

What the DMe industry Should Know About internet Retailers

Despite the fact there are 
literally hundreds of websites 
offering DMe equipment, 
most of them aren’t actually 
selling much of anything. 
Fewer than five websites are doing 
any substantive business. Why 
does this matter? Because the 
vendors know the good retailers 
and can identify those who stand 
behind the product, support the 
customer, employ qualified experts 
and provide service after the sale. 
the major industry vendors have 
done a great job at weeding out 
inadequate Internet retailers—

1.
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quality Internet retailers are 
not tiny operators selling a few 
things out of the spare bedroom 
or basement. rather, they are 
full-fledged and fully staffed dME 
providers who have dedicated 
customer service, follow-up 
service and possibly even courtesy 
insurance and Medicare billing.
The top internet retailers do 
a great job. Of course, we think 
spinlife does the best job! still, 
we must admit there are several 
very good online retailers who 
keep us on our toes. the volume 
of business for any quality Internet 
retailer allows for the staffing of 
a range of product experts in one 
location, insuring the customer 
has access to solid advice. Plus, 
talking to hundreds of thousands 
of customers over the phone and 
through online chat has taught 

4.

these experts to ask the right 
questions. they can tell when  
customers need more support than 
can be offered online and they steer 
them to use a local supplier. I can’t 
speak for all Internet retailers, but 
our experts will even help those 
customers find a dealer near them.
for every anecdotal story you 
hear about an incompetent 
internet experience, the 
internet retailers hear one 
regarding an incompetent 
traditional dealer. the reality is 
that sometimes mistakes are made 
and sometimes customers are 
difficult to make happy, no matter 
how hard we try. Customers must 
be careful about who they buy from 
online just like they must be careful 
about who they buy from offline.   
The reputable internet 
retailers think that  all 

5.

6.

providers drop-shipping 
complex rehab PMDs 
should be run on the web. 
the occasional unethical and 
incompetent retailer is a fact of 
life in our industry—traditional 
or internet-based—and quality 
and caring dealers should 
work together with our vendor 
partners to weed out and expose 
subpar performers.
The challenge
As the leading Internet dME 

retailer, we are proud to support 
nrrts’ efforts to ensure consumers 
receive high-quality products, 
expert advice and excellent support 
after the sale. We hope nrrts 
registrants and Friends of nrrts 
recognize the issue is not one of 
traditional versus Internet-based 
providers, but rather competent 
versus incompetent ones. slinging 
arrows at online retailers and 
the vendors who support them 
is not only unfair, but it is also 
unproductive and distracts everyone 
from our common goal: encouraging 
and supporting a quality experience 
for customers and their caregivers. D
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PrOvIdIng POWEr MOBIlIty 
dEvICEs for Medicare beneficiaries 
has been a challenge since Operation 
Wheeler dealer, and the hurdles are 
about to be raised again. the local 
coverage determination (lCd) for 
power mobility devices was issued 
in 2006, which planned to require 
a specialty evaluation for patients 
receiving a group 2 single-power 
option or multiple-power option 
PWC, any group 3 or group 4 PWC 

or a push-rim 
activated power-
assist device for a 
manual wheelchair 
be performed 
by a rEsnA-
certified assistive 
technology 
practitioner 
(AtP) specializing 
in wheelchairs 
or by a physician 
board certified 
in physical 
medicine and 
rehabilitation, 
effective April 1, 
2008. 

This provision 
also required 
occupational 

and physical therapists to obtain 
additional certifications to perform 
the specialty evaluation required 
for many beneficiaries to obtain 
a power mobility device. The 
American occupational Therapy 

Association (AoTA) has spent two 
years attempting to eliminate this 
requirement, and it appears that 
AoTA’s persistence and hard work 
has finally paid off.

In a december 2007 announcement 
from the dME PsC medical directors, 
the PsCs revealed their decision to 
remove the requirement of a specialty 
evaluation by a rEsnA-certified AtP 
from the lCd for power mobility 
devices. the lCd will retain the 
provision currently in place, which 
requires that a specialty evaluation 
be performed by a licensed/certified 
medical professional such as an 
occupational therapist or a physical 
therapist, or by a physician who has 
specific training and experience in 
rehabilitation wheelchair evaluations.

AOtA sent a formal request 
for reconsideration of the power 
mobility device lCd to dr. Adrian 
Oleck in August. One of the three 
reasons advanced by AOtA for 
the reconsideration was that the 
requirement would create an access 
barrier for Medicare beneficiaries 
due to the limited number of AtPs. 
AOtA pointed out that there are 
fewer than 1,300 rEsnA AtPs in the 
united states, leaving some areas of 
the country severely underserved. 
For example, at the time the request 
was submitted, there were only two 
rEsnA-certified AtPs in nevada. 
these two individuals would have a 
very difficult time meeting the needs 
of the entire state.

Additionally, AOtA was concerned 
that the requirements improperly 
infringed on the practice of 
occupational therapy by its members. 
AOtA believes that occupational 
therapists working in the area of 
seating and mobility have gained 
the relevant experience through 
education, mentoring relationships and 
clinical settings to properly evaluate 
individuals for power mobility devices.

AOtA also correctly pointed out 
that the rEsnA AtP certification does 
not address program integrity issues, 
as the AtP credentialing test covers 
a very wide set of topics and it would 
be possible to pass the test with only 
a cursory knowledge of some areas. 
they argued that because many types 
of clinicians are allowed to sit for the 
examination—for example, a speech 
language pathologist could sit for it 
and obtain certification—someone 
could potentially meet the lCd 
requirements to perform an evaluation 
without having any special knowledge 
related to the provision of power 
mobility devices. to resolve this issue, 
AOtA urged the medical directors 
to specifically identify the skills they 
believe an individual should have in 
order to provide specialty evaluations.

It should be noted the lCd also 
requires a supplier to employ a 
rEsnA-certified assistive technology 
supplier or an AtP who specializes in 
wheelchairs and who has direct, in-
person involvement in the wheelchair 

Persistence is the Key

Providing power 
mobility devices 

for Medicare 
beneficiaries 

has been a 
challenge since 

Operation 
Wheeler Dealer, 
and the hurdles 
are about to be 

raised again.
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Persistence is the Key
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selection for the patient. this provision 
will remain in place. this means effective 
April 1, 2008, suppliers must have an 
employee on staff who meets one of 
these requirements.

In addition, the specialty evaluation 
cannot be performed by anyone 
who has a financial relationship with 
the supplier. (It is pretty clear why 
a supplier cannot pay someone for 
an evaluation.) however, suppliers 
often want to push the envelope 
when it comes to what is and is 
not a financial relationship. this is 
particularly true when a supplier is 
in a rural area and certain types of 
health-care professionals are in limited 
supply. Pushing the envelope in this 
case will only result in trouble. the 
purpose behind this policy is to avoid 
conflicts of interest. Furthermore, if 
a supplier has a financial relationship 
with another entity, it is Medicare’s 
opinion that the entity will go out of 

its way to benefit the supplier. If a 
supplier has a family member who is 
an occupational or physical therapist, 
it is considered to be a financial 
relationship; someone other than the 
family member should perform the 
evaluation. And unlike the oxygen 
policy, which allows an exception to 
the oxygen testing for a supplier by 
the hospital for hospital-owned dMEs, 
there is no similar exception in this 
case. therefore, the performance of an 
evaluation by an entity with common 
ownership should also be avoided. If 
you are uncertain about whether a 
conflict of interest exists, it is most 
likely because there is a conflict. such 
situations should be avoided.

AOtA has shown us that 
persistence can result in positive 
changes. suppliers should continue 
to be advocates for their patients in 
the power mobility device arena. the 
only way to make change happen is 

to continue to educate Medicare and 
its agencies regarding the provision of 
these items. D
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FOr A CAnE, A patient must have 
instability of gait, or for a walker, 
there must be documentation for its 
provision of greater stability than 
what can be obtained with a cane.

If a cane or walker is not meeting 
the patient needs, then the next 
step is trying a manual chair, and 
you need to know exactly what the 
patient does during the day before 
you can figure out which chair he 
or she needs. you need to make 

sure you have 
the justification 
of need for 
a manual 
wheelchair over 
a cane, walker, 
walker with 
wheels, etc.

standard 
manual 
wheelchairs 
require a need 
for mobility 
and an inability 
to ambulate 

within the home (the patient can 
be independent in propulsion or 
dependent). the level of chair 
needed depends on the patient’s 
functional needs within the home. 
the two manual wheelchairs that 
require a patient to be completely 
independent in the base being 
provided are the k0003 (light 
weight) and the k0005 (ultra light 
weight). Weight issues are addressed 
in the k0006 base, which requires 

the patient to weigh more than 250 
pounds (or to have acute spasticity), 
and in the k0007 base, which 
requires the patient to weigh more 
than 300 pounds.

to obtain a manual tilt in 
space, whether for an adult or for 
a pediatric, you must document 
the reasons why a tilt in space is 
needed instead of a standard manual 
wheelchair with a reclining back. 
the k0009 (other wheelchair base) 
is used at this time primarily for 
bariatric bases, although there are 
some ultra lightweight bases in this 
code as well.

Once you have established 
the patient cannot use a manual 
wheelchair and requires some 
type of power mobility device, 
you can jump into the need for a 
complete documented face-to-face 
evaluation. the seven-element 
order that is required must state 
the date of the face-to-face, length 
of the product need, item being 
ordered and diagnosis related to 
mobility impairment. the face-to-
face must address the algorithm 
and be documented in a physician’s 
normal chart-note format—not 
on any type of supplier-generated 
form. the ordering practitioner 
must state the main reason for 
the visit was for an evaluation of 
mobility and not a “follow up for 
multiple medical problems.” 

the practitioner must first 
establish a need and then refer 

the patient to a Pt/Ot for a more 
detailed evaluation. then, the 
practitioner must review the notes 
from the Pt/Ot and concur; he or 
she does not have to write a new 
seven-element order per the lCd 
(local Coverage decision) policy. 

however, the 45-day deadline 
for getting the documentation to 
the supplier starts on the date the 
practitioner reviewed the evaluation. 
the patient does not have to go back 
for another face-to-face. there are 
several areas of concern here, but the 
lCd policy does state the physician 
should perform the face-to-face, 
write the seven-element order, 
review and sign off on the Pt/Ot 
notes and then review and sign off 
on the detailed product description 
prepared by the supplier. 

the supplier completes the 
evaluation with the Pt/Ot, 
then writes the detailed product 
description and completes the 
home environmental evaluation 
(either at time of or prior to 
delivery). the supplier must have 
the detailed product description 
signed and dated prior to delivery 
of the chair, and if any section of 
the description changes, a new 
order would be required.

the supplier is also responsible 
for completing and signing an 
attestation statement, which 
basically states that he or she has 
no financial relationship with the 

Mobility Decision Tree

The level of 
chair needed 

depends on 
the patient’s 

functional 
needs in

the home.
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Pt/Ot who is completing the 
evaluation on the specific patient 
on the specific date. the hospital-
owned dME is exempt of this 
requirement if the Pt/Ot is an 
employee of the hospital. 

there is no 
requirement in 
the policy for 
the physician 
to write two 
separate seven-
element orders. 
the lCd policy 
states the 45-
day timeframe 
for submitting 
the order begins 
on the date 
the physician  

reviewed the evaluation, but it does 
not state he or she must write a 
new seven-element order.

Also note that the group 3s will 
not down code to a group 2 if the 
diagnosis is appropriate. the group 
2 single-power options and multi-
power options and all of group 3 
and 4 power chairs require a Pt or 
Ot evaluation. there is no longer 
going to be a requirement for the 
clinician to be an AtP after April 1, 
2008. however, the requirement for 
a supplier to hire an Ats or AtP who 
is directly involved in the evaluation 
of the client remains in place.

When determining least-costly 
equipment, Medicare will take 
into account the patient’s weight, 
seating needs and requirements 
for specialty features such as tilt, 
recline, alternative drive controls, 
ventilators, etc.

When down coding to least-
costly alternatives, the first level of 
down coding will occur during an 

automated system edit. But manual 
reviews or fraud investigations could 
also cause further adjustment in 
payment or even a denial based on 
all applicable criteria.

the best thing to remember is 
this: fit the patient to the chair and 
not the chair to the patient. D
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From Assessment to 
Prescription: Are We the 
Best We Can Be?

shArOn Pr At t,  Pt
director of education
SeATING FoR SuNRISe medICAl

aSSeSSmeNtS

The issues I 
wish to address 

stay relevant 
regardless 

of industry 
change.

FOr yEArs nOW, I have been 
assessing clients for seating 
and mobility as well as helping 
clinicians and rtss enhance their 
skills in this specialty area. Every 
day, I learn something new, and 
most days I share my mistakes 
with those new to this area of 
clinical practice in the hope that 
the repetition of these mistakes 
will be reduced! Our industry is 
going through some big changes, 

but the issues I 
wish to address 
stay relevant 
regardless of 
industry change.

One of the 
issues I see 
repeatedly is our 
inability to stick 
with the facts 
and identify 
causes of patient 
discomfort 

rather than get bogged down in 
the symptoms reported by our 
clients. sometimes we fail to see 
the limitations of technology and 
recognize when “enough is enough” 
and perhaps that the solution lies 
outside of the parameters of the 
seating equipment.

have you ever thought about 
seating as a footprint? When 
assessing our clients for seating, 
would it help to think about the 
potential seating footprint? What 
would an optimal footprint look 

like—or does one even exist? have 
you ever wondered if we more 
often reach for bandages than for 
real solutions?  do we even see 
the difference? do we recognize 
symptoms and are we able to 
clearly identify the cause or the 
source behind the symptom? 

When writing justification 
letters, have we provided clarity on 
the facts and reduced the story?

have we left the reader with a 
clear picture of the consequences 
to the client in the absence 
of having the recommended 
equipment? have we specified 
that the recommended 
equipment is in fact the minimal 
equipment essential to this 
client, that policy has been 
adhered to and that what we 
are recommending is in fact the 
least costly alternative? have 
we demonstrated how we have 
ruled out anything lesser?  you 
can break this process down into 
three steps:

diagnose the cause before 
developing a treatment plan, 
going AgAInst our initial 
response to just react to 
the symptoms that present 
themselves. to diagnose, use 
the appropriate tools with 
which our professionals should 
be very familiar (i.e., a mat 
evaluation, etc.).
For supporting documentation, 
clearly ArtICulAtE And 

•

•

COnnECt the diagnoses and 
presenting posture, function 
and skin analysis to the 
treatment plan put forward. use 
the correct clinical terms and 
descriptors, pointing out how 
the plan fits with policy.
dEtAIl which equipment is 
essential to meet the need and 
state that anything else would 
have a high likelihood of failing. 
Include an explanation of 
potential consequences of failure.
questions, questions and more 

questions. I don’t for one second 
claim to have all the answers, 
but I certainly enjoy challenging 
each of us to think outside of the 
box and ask ourselves, “Are we 
the best we can be, and have we 
represented the clients in the best 
possible way” when it comes to the 
selection of the equipment that 
they rely on to live a quality life?” 
let’s take a closer look at that 
three-step process.

First: diagnose the cause before 
developing a treatment plan, going 
AgAInst our initial response to 
just react to the symptoms that 
present themselves.

this is contributing to the 
sliding out of the chair”? My 
guess is that the more typical is 
the first example. let’s break this 
down. “the client is sliding.” now, 
if we just thought about that, we 
might find ourselves reaching for 

•
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items such as straps, trays (upper 
extremity supports), pommels 
(medial thigh supports), wedge 
cushions, knee blocks, etc. how 
successful would we be with these 
items? In all likelihood, we would 
not be truly successful. yes, maybe, 
just maybe, the client would not 
slide out of the seat anymore due 
to the fact he/she has reached the 
pommel combined with the tray 
and strap, but at what cost? What 
have we done to comfort (sitting 
tolerance), skin integrity and quality 
of life? Is it a long-term solution? By 
providing this now, what have we done 

to the client’s 
funding pot? 

did we not 
just reach for 
the bandages 
without actually 
having a clear 
understanding of 
the cause of the 
symptom?  there 
could be many 
causes for sliding. 
quite often we 
slide with our 
body’s angles, 
shapes and 
relationship with 

gravity have not been adequately 
assessed and therefore addressed. 

let’s look at limited hip flexion. 
Imagine for a moment that when 
we got the client out of the chair 
and onto a plinth or mat table, 
or some firm surface that is safe, 
and did a hands-on assessment 
(a critical piece of the process), 
we found that bilaterally and 
symmetrically, the clients hips 
could not reach 90 degrees 
relative to the pelvis. We could 
get 90 degrees relative to the mat 
table, but at the cost of the pelvis 
rocking back into a posterior 
pelvic tilt and a flattening of the 
lumbar lordosis. this tells us that 
unless we match the technology 
angles (seat-to-back angle) to the 
anatomical angles (femur to pelvis, 
we will be forcing the client to 

slide with all the consequences. By 
opening up the seat-to-back angle, 
we are respecting the limitations 
of the body. Once we open this 
angle, let’s say we open the back as 
opposed to dropping the front of 
the seat. this is step one. 

We have now aligned the angles 
of the technology with the body. 
the body mass is now behind 
the center of gravity, so we will 
have to add five to 15 degrees 
of tilt (less is best) to overcome 
the negative impact of gravity on 
the body when the seat-to-back 
angle is opened. 

now we need to match the 
body shapes. this is where 
the idea of footprint comes 
to play. some great questions 
to ask ourselves: Where are 
all our loading surfaces when 
sitting? Can the femurs take 
load? has the contact area been 
maximized? Is the shape of the 
cushion optimal? Is the surface 
tension of the cushion materials 
allowing optimal immersion 
and envelopment? have peak 
pressures been reduced? how 
about the feet? Are they loaded to 
the best of our ability? (loaded 
feet are usually happy feet unless 
load is contraindicated.) In the 
pelvis to head area, have we 
supported the posterior aspect of 
the pelvis, and have we respected 
the sacrum? (We know what 
happens when we don’t; we all 
fall into a posterior pelvic tilt 
with reduced lumbar lordosis 
in the absence of support and 
respect.) have we provided the 
shape in the back support to 
allow for maximum contact area 
in the lumbar thoracic region? 
If using a head support, have we 
optimally loaded the occipital 
area, or have we just asked for a 
headrest?  Be careful what we ask 
for—we might get it!

If the goal is occipital loading 
and contact, we need to be specific 
in our request and documentation. 
the end result is that we have fully 

assessed the client, identified the 
presenting postures and figured out 
whether or not he or she is tolerant 
of correction. We have identified 
the desired and necessary posture 
for safety and function. We have 
identified the risk for skin integrity 
issues, and we have matched the 
technology angles, shapes and 
orientation to the client findings. 
the next step is a trial, and the 
big question is: “have the original 
identified goals been met?” 

Second: For supporting 
documentation, clearly 
ArtICulAtE And COnnECt the 
diagnoses and presenting posture, 
function and skin analysis to the 
treatment plan put forward. use 
the correct clinical terms and 
descriptors, pointing out how the 
plan fits with policy.

Our documentation for this 
section of the assessment might 
read like this: “Client who a 
diagnosis of X has presented in 
his/her existing seating system 
a sacral sitter who is sliding out 
of the chair, needing constant 
repositioning. due to this, the 
client is unsafe; falling is a risk, as 
well as skin integrity issues. On 
evaluation, the client has stage 
one pressure ulcers on the sacral 
area, bilateral limitations in hip 
flexion, which are not tolerant 
of correction and means that 
the seat-to-back angle on the 
chair needs to be at X degrees. 
to overcome the impact of 
gravity in this angle, the client 
also needs X degrees of tilt. For 
optimal stability, function and 
safety, as well as for skin integrity 
preservation, the client needs 
a cushion with the following: 
contour, materials and cover. 
A back support with shape for 
optimal loading and contact area 
in the pelvic/lumbar and lumbar/
thoracic areas is also essential.”

Third: dEtAIl which 
equipment is essential to meet the 
need and state that anything else 
would have a high likelihood of 

The letter 
of Medical 

Necessity has 
to be accurate, 

to-the-point, 
diagnoses-
driven and 

clinically 
worded.
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failing. Include an explanation of 
potential consequences of failure.

documentation in this area 
should be as informative as 
this example: “the following 
equipment features have been 
tried: X in the absence of the 
required and requested features, 
the client will slide, encounter 
safety issues and experience skin 
breakdown. X is the least costly 
equipment that provides essential 
features for this client. 

the intent of this summary is to 
look at the issue of sliding, address 
the symptom versus the cause and 
recognize the benefit of solutions 
versus the use of bandages. 

Among the changes taking 
place in the industry has been the 
need for fact-based supporting 
documentation. the letter of 
Medical necessity has to be accurate, 

to-the-point, diagnoses-driven and 
clinically worded. It also has to 
simply connect the diagnoses and 
subsequent “treatment plan” with 
plain logic. In fact, one major reason 
for rejection and/or down coding is 
reported as “poorly” written letters 
of Medical necessity.

When we all follow the three 
steps presented in this article, 
we can successfully perform 
an evaluation and provide 
the necessary supporting 
information in our letters of 
Medical necessity. D  

ABOUT THE AUTHOR:
Sharon Pratt may be reached at 
sharon.pratt@sunmed.com or
303.218-4669. 
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Congratulations	to	the	newest	
NRRTS	Registrants!	 	  

(January 8, 2008 through March 2, 2008)

Burton B Barmore III, M.d., rrts™
long term Care
2915 Washington rd
Augusta, gA  30909
Office:  706-739-0485
Fax: 706-737-4904
registration date: 1/24/2008

Patricia A. Jackson, rrts™
Wright Medical
414 Wilson dam
Musele shoals, Al  35660
Office:  256-314-1180
Fax: 256-314-1189
registration date: 1/17/2008

fORMeR NRRTS RegiSTRANTS
The NRRTS Board determined RRTS™ and CRTS® should know who has maintained his/
her registration in NRRTS and who has not.  Names included are from 1/8/2008 through 
3/2/2008. For an up-to-date verification on Registrants, visit www.nrrts.org, updated daily.

daniel d. lipka, M.Ed, Otr/l   Medina, Oh
david Mancini   tavares, Fl
shelly Marie rice, Ats   Erie, PA

New regiStraNtS

Beginning in vol III of 2008 of 
DIRECTIoNS, nrrts will launch dialogues, 
a new column designed to provide 
you with an opportunity to share your 
thoughts or feelings on a particular issue.  

Ground rules for having letters 
published are:

letters must be no longer than 200 
words and must not slander, libel or 
defame any individual or organization.
letters must relate to articles or 
issues raised in the previous edition 
of DIRECTIoNS.
letters must include the name, 
address, company or affiliation and e-
mail address of the author.
DIRECTIoNS reserves the right reserves 
the right to determine which letters 
are suitable for publication and to limit 
letters to space available.
letters must be sent via e-mail to   
aodom@nrrts.org by Friday, April 
18, 2008. 

•

•

•

•

•

dialogueS
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Congratulations to NRRTS Registrants who earned the 
ATS credential. Depending upon their registration date, 
they will be awarded CRTS® upon completion and approval 
of the renewal following fulfillment of required registration.

Brian Alsbury, Ats, rrts™
Pacific Coast Medical supply, Inc.
Astoria, Or   

Marjorie Ard, Ats, rrts™
Family home health
valdosta, gA  

Brian gough, Ats, rrts™
hometown Medical
vicksburg, Ms   

Joseph l. kelley, Ats, rrts™
kwik kare, Inc.
Ocean springs, Ms  

Brian Matthews, Ats, rrts™
Progressive Mobility & Medical
Washington, PA   

scott s. McCallum, Ats, rrts™
Juro’s home Medical-Pharmacy
Billings, Mt   

John McCarble, Ats, rrts™
Praxair healthcare services
Beaumont, tX   

darryl E. Muraski, Ats, rrts™
Bach’s home health Care supply
hackettstown, nJ   

Cody Murphy, Ats, rrts™
trucare Medical
Omaha, tX   

r. scott Powell, Ats, rrts™
A Plus Medical
Augusta, gA  

randy Pratt, Ats, rrts™
Care Medical
Martinez, gA   

roberto Jody stockler de lima, Ats, rrts™
AAA Medical
upton, Wy  

Maryann tomkins, Ats, rrts™
sonshine Medical Inc.
Canton, Oh   

atS credeNtialS crtS® credeNtialS

Congratulations to NRRTS Registrants recently awarded the 
CRTS® credential. A CRTS® receives a lapel pin signifying 
CRTS® or Certified Rehabilitation Technology Supplier® 
status and guidelines about the correct use of the credential. 

louise E. Barcus, Otr, Ats, Crts®
Mobility therapy
grover Beach, CA   

kim B. Borck, Ats, Crts®
MeritCare health Care Accessories
Fargo, nd   

renee d’Andrea, COtA/l, Ats, Crts®
Wright & Filippis Pediatric & Mobility Center
Madison height, MI   

donald dahl, Ats, Crts®
Care Medical & rehabilitation Equipment, Inc.
Everett, WA   

Christopher J. garcia, Ats, Crts®
sandia Wheelchair solutions
Albuquerque, nM   

Paul hersh, Ats, Crts®
Care Medical Equipment, Inc.
salem, Or  

Jim howe, Ats, Crts®
sIsA home Medical Equipment
Carbondale, Il   

robert Jones, Ats, Crts®
Columbus Medical Equipment, Inc.
Columbus, Oh  

Chester d. kuskowski, Ats, Crts®
Wright & Filippis, Inc.
Flint, MI  

Clark W. landis, Ats, Crts®
Care Medical Equipment, Inc.
seattle, WA   

danny leibach, Ats, Crts®
Barnes health Care services
valdosta, gA   

Mary Jo lindstrom, Ats, Crts®
Midwest Medical Equipment & supplies
duluth, Mn   

Philip Marantz, Ats, Crts®
Jeff ’s surgical supply, Inc.
Edison, nJ   

{  V O L  2  •  2 0 0 8  }
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CELA

have you ever wanted to tell your congress person or senator how you feel  
about the work they do, or don’t do, on your behalf?

are you frustrated by what seems to be arbitrary  
decisions made on capitol hill and at cMs?

do you want to influence legislation that impacts you,  
your clients and our entire industry and profession?

if so, ceLa ‘08 is the unique opportunity for you to do two things during one event:

Meet your continuing education requirements for nrrTs and for  
resna credentialing without “breaking the bank.”

visit with your senators and congress people, and/or their staff, in their offices on capitol hill.

experienced ncaRT staff will be scheduling capitol hill visits for all pre-registered cela ’08 
attendees, as well as preparing a capitol hill visit primer and leading an orientation session on 
the evening before the hill visits.

cela ‘08 is an exceptional, cost-effective opportunity to get your required ceus/cecs and to 
be an agent of positive change for our industry and profession.

Continuing Education and Legislative Advocacy Conference

April 23-25, 2008

‘08



Wednesday, april 23, 2008
11:00am – 1:00pm   
Registration 

1:00pm - 1:10pm
welcome – weesie walker, cRTs® 
nRRTs president

1:10pm – 1:40pm
consumer’s perspective (Tbd)

1:40pm – 3:00pm
keynote address
mark schmeler, phd

3:00pm – 4:30pm and  
4:30pm – 6:00pm
break-out sessions

standing: principles and practices
ginny paleg, andy hicks

destructive postural Tendencies
Tom hetzel

6:30pm – 7:30pm
welcome Reception
hors d’oeuvres and Open bar

7:30pm – 9:00pm   
Orientation and Training for  
capitol hill visits 
sharon hildebrandt

Thursday, april 24, 2008
8:00am – 9:00am   
continental breakfast 

9:00am   
buses depart hotel for capitol hill

10:00am – 4:30pm
capitol hill visits

5:00pm   
buses depart capitol hill for hotel

Friday, april 25, 2008
7:00am – 7:30am   
continental breakfast

7:30am – 8:00am   
capitol hill debriefing
sharon hildebrandt

8:00am – 9:00am
medical Rationale for Tilt, Recline and 
elevating legrests
brad dicianno, md

9:15am – 11:00am
break-out sessions

bariatric seating
patrick meeker

powered mobility from  
cognitive to Technology to  
clinical application
ann eubank, kevin phillips,  
Teresa plummer

11:00am – 11:30am
lunch

11:30am – 12:30pm
selene faer dalton-kumins
disability advocate
director of metroaccess
washington metropolitan area  
Transit authority

RegisTeR Online TOday!

Conference Information

Location
holiday inn washington dulles international airport
45425 holiday drive, dulles, virginia  20166
phone: (703) 471-7411
Room rates - $129 per night single/double.  
complimentary airport shuttle is available. Round-trip airfares to 
washington dulles international airport are some of the lowest in 
the country.

registration Fees
nRRTs Registrants: $125
friends of nRRTs & ncaRT members: $175
all others: $250
Registration fee includes all course materials; Opening Reception; 
continental breakfasts; transportation to/from capitol hill; and  
appointment scheduling with your members of congress.

P r o g r A m

10 cecs/1.0 ceus have been applied for.

Sponsors

Supporters

Contributors

aS Of MaRCh 3,  2008

‘08
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 .2 CEUs for EaCh TElESEminar havE bEEn appliEd for

Individual TeleSeminar Registration Fees
nrrTS registrants  $20
friends of nrrTS   $25
all others   $35

2008 TeleSeminar Series
This unique educational opportunity is designed with three criteria in mind: to provide quality continuing education in seating and 
wheeled mobility, to meet the annual CEU requirement for aTS and aTp renewal, and to provide this programming in an extremely 
cost-effective manner - as low as $75 per CEU.

The TeleSeminars’ faculty members are among the most well-known and talented people in our industry and profession. They will 
present state of the art information and answer questions from participants. prior to each TeleSeminar the presenter’s power point 
presentation and other course material will be uploaded to a special section of the nrrTS website (www.nrrts.org). registered  
participants may download and print these or follow along, in real-time online during the TeleSeminar. 

TeleSeminar Series Registration Fees
nrrTS registrants      $75
friends of nrrTS   $100
all others   $150

register on-line at www.nrrts.org or by phone at (800) 976-7787.
long distance charges may apply.

Cancellation Policy: No refunds will be provided.

Thursday, May 29, 2008 • 5:00pm to 7:00pm Eastern Time
The MedIcal BeneFITS oF TIlT

Jane Fontein, OT, PDG
aUdiEnCE: aTSs, aTps, physical therapists, occupational  
therapists (intermediate to advanced)

What are the medical benefits of tilt? The session will include a review of 
studies about tilt-in-space wheelchairs. Case studies demonstrating benefits 
will spur discussion from the audience about their experiences with tilt.

Jane fontein has been an occupational therapist for over 20 years, working 
in a variety of areas including long-term care and rehab, and as a manufacturer, 
educator and supplier.  She worked at Gf Strong rehab Centre on the spinal 
cord unit and coordinated the outpatient-seating program.  for several years 
Jane provided education seminars and in-services across north america for 
wheelchair cushion manufacturers. She has spoken at the international Seating 
Symposium on several occasions as well as rESna and the Canadian  
Seating and mobility Conference. Jane is the Clinical Specialist for pdG,  
providing education seminars across north america.

Thursday, June 26, 2008 • 5:00pm to 7:00pm Eastern Time
how IS RehaB FaRIng In waShIngTon?

Rita Hostak, Vice President for Government Affairs, Sunrise Medical
aUdiEnCE: aTSs, aTps, physical therapists, occupational  
therapists (intermediate to advanced)

discover exactly what is happening concerning Complex rehab and 
assistive Technology in Washington, dC and what you can and need to 
do about it.

rita hostak is vice president of Government relations for Sunrise  
medical. She has been with Sunrise since 1982. She has twenty-three years 
of experience in the home healthcare industry ranging from sales and sales 
management to government relations. She has twelve years of experience 
involving the regulatory and legislative side of reimbursement. rita is the  
current president of the national Coalition for assistive and rehab  
Technology (nCarT), serves on the regulatory Committee at the american 
association for homecare and is the co-chair of the CmS program advisory 
and oversight Committee regarding competitive bidding.

Thursday, July 24, 2008 • 5:00pm to 7:00pm Eastern Time
SpeakeR & SuBjecT To Be deTeRMIned

Thursday, March 20, 2008 • 5:00pm to 7:00pm Eastern Time
pReSSuRe MappIng when, who and how 

To geT paId FoR IT
 Sharon Pratt, PT, Sunrise Medical

aUdiEnCE: aTSs, aTps, physical therapists, occupational  
therapists (intermediate to advanced)

This session will review clinical best practices in the use of interface  
pressure mapping from around the world, as they exist today. Their pitfalls 
and strengths will be discussed. The presentation will explore the real 
world concerns of funding this evaluation modality.

Sharon pratt has specialized in the field of seating and mobility for over 
20 years. Graduating from Trinity College, dublin, ireland as a physical 
Therapist, Sharon has experienced many aspects of the seating and  
mobility service delivery model. She has given over 400 presentations on 
seating and positioning to physical and occupational therapists, nurses 
and case managers, worldwide. in Toronto, Canada, she managed her own 
clinical practice, and then managed the seating and mobility devices  
category as the senior policy coordinator for the ontario government’s  
assistive devices program.  Joining Sunrise medical in 1996, she  
developed and managed the education department and lectured  
extensively on seating to varied audiences worldwide.  in 1999, she  
became the global product manager for Jay seating products.

Tuesday, April 1, 2008 • 5:00pm to 7:00pm Eastern Time
TheRe’S MoRe To poweR SeaTIng Than 

“TIlT oR ReclIne?”
Stephanie Tanguay, OTR, ATP, ATS, Motion Concepts

aUdiEnCE: aTSs, aTps, physical therapists, occupational  
therapists (intermediate to advanced)

The ability to design a mobility device specifically for maximizing  
function is the art that seems to be forgotten in the shadows of codes and 
margins. This session will utilize case studies to illustrate how much more 
our industry has to offer the power mobility user.

Stephanie Tanguay’s career has focused on seating and mobility for 
more than eighteen years. She worked as an occupational Therapist for 
thirteen years and as a rehab Technology Supplier for almost seven. She 
has both aTp and aTS Certifications. Stephanie is currently the Clinical 
Education Specialist for motion Concepts.
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cORpORaTe fRiends [cfOns] Of nRRTs

c h a R T e R  c f O n s

As Corporate Friends of NRRTS, these companies recognize the 

value of working with NRRTS Registrants and support NRRTS’ 
Mission Statement, Code of Ethics and Standards of Practice.

a f O n s

c f O n s

danielle renee’ neale, Ats, Crts®
Medical Center respiratory
Wilmington, nC   

Bob g. Poole, Ats, Crts®
Wheelchair resources, Inc.
henderson, ky  

scott qualman, Ats, Crts®
Care Medical & rehabilitation Equipment, Inc.
Portland, Or   

Ines roberto reyes, Ats, Crts®
Mrr reyes Medical Equipment, Inc.
uvalde, tX   

Christopher J. russell, Ats, Crts®
national seating & Mobility, Inc.
san diego, CA   

lynn serio, Ats, Crts®
Custom healthcare
Baton rouge, lA   

tracy l. smith, Ats, Crts®
Care Medical Equipment, Inc.
seattle, WA  

Mike thompson, Ats, Crts®
Care Medical Equipment, Inc.
vancouver, WA  

lawrence A. tukis, Ats, Crts®
Family home Medical
Carlisle, PA   

Islam ullah, Ats, Crts®
Wright & Filippis, Inc.
Madison heights, MI   

Philip C. Wegman, Ats, Crts®
halls Medical
Centralia, WA   

 
    laura Anne Whitman, Ats, Crts®

Care Medical & rehabilitation Equipment, Inc.
tacoma, WA  

crtS® credeNtialS

c o n t i n u e D  F r o m  page 4 5





NATIoNAl ReGISTRy oF RehABIlITATIoN 
TeChNoloGy SuPPlIeRS

�732 W. Coal mine Ave., #379 
littleton, Co  80123-�573
p} 800.97�.7787 or 303.9�8.1080
f} 303.9�8.1528
www.nrrts.org

PReSoRTed
STANdARd
uS PoSTAGe
PAId
PeRmIT �7�
luBBoCk Tx


