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HME Excellence Awards

RehabTech hucks market trend

BY JOHN ANDREWS Contributing Editor

n 2006, when rehab reimbursement cuts

were causing companies to end or curtail

services, RehabTech did the opposite and

expanded. The gamble paid off for the
2009 HME Excellence Award winner in the
rehab category, which now serves patients at
eight locations in four states and earned $12.5
million in revenues last year.

“When the reimbursement cuts were
announced, most of the industry was pull-
ing inward,” said John Gyann, who founded
RehabTech in 1997. “We were growing fairly
nicely at that point, so it became a situation
of either grow or die. We met with the bank,
told them we would make sacrifices, train
additional staff and add locations. Then we
expanded.”

Though half of RehabTech’s growth has
come organically; it virtually doubled in size
when it acquired three Apria rehab facilities
in Burr Ridge and Peoria, I1l., and suburban
St. Paul, Minn. Other catalysts for growth
have been creative marketing programs, such
as the Wheelchair Doctors in-home repair
service and continuing education unit courses
for referral sources on clinical topics such as
wound care.

HME Excellence judges cited RehabTech’s
stellar performance on several fronts.

“Financials, presentation and marketing
really stood out,” one judge said. “I liked the
idea of how they went about putting together
their marketing plans and how they present
themselves.”

Gyann says public image is an integral part

of the company’s strategy because complex
rehab is a compassionate business. The intent
behind the Wheelchair Doctors program, he
said, is to create the identity of being special-
ists in the field.

“You have to be a specialist or you don’t do
it well,” he said. “Many in the industry are
not doing in-home repairs anymore, but we
believe that if we have to ask someone with a
broken chair to bring it to the shop for repair,
then we shouldn’t be in the business. It is not
right to force severely disabled people to come
in for repairs. If in-home repair helps increase
sales, it supports the repair effort.”
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The difficult—some would say impos-
sible—fiscal dynamics of rehab has caused
the market to contract over the past decade
as fed-up providers continually shutter or sell
their operations. Still, through diligence and
discipline, RehabTech has managed to succeed
despite these challenges, said Ron Turzy, direc-
tor of contracting and marketing.

“Itis a matter of being adequately financed,
achieving reasonable DSO and A/R levels, and
tightening control over both fixed and discre-
tionary expenses,” he said. “Helping us is using
formularies for product selection, negotiating
rather than accepting contract reimbursement,

Here’s how Part B can save

BY MICHAEL JOHNS

his past May, when President Barack

Obama lauded the impact of his

administration’s $787 billion eco-

nomic stimulus plan on jobs, many
were taken aback to hear a very different
methodology used in calculating the nation’s
employment health. While 539,000 jobs were
actually lost in April, causing the national
unemployment rate to rise to 8.9%, Obama
argued that his stimulus plan was actually
working because it had “saved or created
150,000 jobs.”

Many of the president’s political oppo-
nents promptly accused him of a deceptive
assessment since the underlying assump-
tions associated with the number of jobs
saved (unlike the very objective measure-
ment of those added or lost) is a somewhat
speculative exercise. The statement, his crit-
ics argued, presented a vastly inflated view
of the stimulus package’s actual impact on
American jobs. However, while it’s not typi-
cally used by federal governmental agencies,
such analysis, known as “dynamic scoring,”
is actually used widely in business and other
non-governmental budgeting and economic

forecasting. In governmental budgeting,
dynamic scoring analysis, if used more
broadly, could be hugely valuable because
it provides a more complete and accurate
assessment of the total impact—both real
and speculated—of fiscal policy actions or
proposals, permitting policymakers to reach
more sound policy conclusions.

Dynamic scoring has not typically been
embraced by the Office of Management and
Budget (OMB) or the Congressional Budget
Office (CBO), both of which typically
utilize static input data in their budget-
ing assumptions. But such oversimplified
analysis by governmental bodies is often
failing to offer accurate conclusions about
the ramifications of various budget and
other fiscal decisions.

As the administration and Congress begin
embarking on a revolutionary proposal to
overhaul the nation’s healthcare system,
including the nation’s Medicare program,
the time has come for dynamic scoring to
assume a more central role in American
healthcare policy. Because the control of
total Medicare outlays rests largely on the
variable healthiness of the nation’s Medicare
population, it is hugely presumptuous

to conclude, as most administration and
Congressional budgetary agencies now
do, that a dollar saved in total budgeted
Medicare outlays will represent a total
Medicare dollar saved in actual expendi-
tures. It may defy conventional wisdom
on first glance, but it is wholly possible
and indeed likely that cuts that reduce
access to, and utilization of, preventive or
home-based care will lead to preventable
clinical incidents and disease regression
among Medicare beneficiaries that actually
increase overall Medicare expenditures. In
their efforts to restrain Medicare outlays,
this administration and Congress run the
risk of actually increasing them. Nowhere
is this more likely than with Medicare
Part B. By providing competent preventive
medicine and by treating chronic disease
in the home, as opposed to hospitals, sub-
acute rehabilitation centers or other costly
institutions, the physician and medical sup-
plier services and products covered under
Medicare Part B have largely been a restrain-
ing force on total Medicare outlays and a
force for good in overall Medicare patient
care. Were it not for the existing Medicare
Part B benefits, total outlays in Medicare

being part of a consortium alliance, working
without bonuses or merit salary increases and
managing payments to vendors.”

Mike Maggiore, branch manager, admits
that working in the rehab field “is not easy
and not getting any easier,” but that “we work
hard every day to look for ways to cut costs
without cutting service or quality.”

At the core of the organization’s value sys-
tem is respect and understanding, which has
ingratiated the company with its clients and
the healthcare community at large, Maggiore
said.

“Everyone in our organization realizes that
our clients and their families have many chal-
lenges to face daily,” he said. “The last of their
worries should be their equipment needs. 1
don’t know if you can purposely convey that
to anyone, but its evident and demonstrated
by how you work with clients, their families
and referral sources.” HME
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Commentary

Medicare

Part A and Medicare Part D would almost
certainly be significantly higher.

Despite home-based medical services and
device suppliers already having undergone
costly changes in reimbursement method-
ologies and cuts in service and product
allowables, all implemented with the inten-
tion of reducing Part B outlays, the Obama
administration seems intent on cutting
even deeper into Part B as part of its overall
healthcare reform initiative.

But reckless cuts to Medicare Part B,
as a dynamic scoring analysis would
clearly demonstrate, run the risk of actually
increasing overall Medicare costs while also
failing to address proper disease preven-
tion, diagnosis and treatment in ways that
will almost certainly prove a public health
risk to the nation’s disabled and elderly.
On both a fiscal and public health basis,
further Medicare Part B cuts are filled with
multiple ominous implications.

Power mobility providers, for instance,
already have faced tedious and costly new
medical documentation requirements, new
product coding (used mostly to further cut
allowables) and deep cuts in existing Part
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