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Is your therapy
department on
board with your
wound care
team?

By Cheryl Robillard, PT, WCC, CLT, DWC

Patients in your clinical practice who
develop wounds should prompt a call
for “all hands on deck” to manage the situ-
ation, but some personnel may be missing
the boat. Physical therapists (PTs), occupa-
tional therapists (OTs), and speech-lan-
guage pathologists (SLPs) should be on
board your wound care ship so patients
can receive care they need. But unfortu-
nately, sometimes they aren’t.

Several reasons can account for the lack

of therapy involvement in some facilities.
They include a knowledge deficit of what
PTs, OTs, and SLPs can do to help heal
wounds, or misinformation such as the
myth that therapy can’t get involved until a
wound has been present for 30 days. An-
other reason may be lack of therapist’s
knowledge or desire to treat wounds and
their complications. Lastly, it could be a
“turf” issue when several members of the
team could perform a similar intervention.

Let’s take a closer look at some of these
areas.

Therapy services

An understanding of the services therapists
can provide helps you know when to
make referrals.

Cognition assessment
SLPs are experts in assessing a patient’s
cognition. The assessment includes learn-
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ing ability, so they can help the team de-
termine effective strategies for teaching.

Consider the nonadherent patient with
diabetes who has a foot wound. Diabetes
is a risk factor for cognitive impairment,
but how many of your patients with dia-
betes have been tested for this impairment
so they—and you—know how to com-
pensate?

Another problem is that patients with
mild cognitive impairment can often “talk
the talk, but not walk the walk”: They may
say they understand but not truly “get it.”
This is especially true with written infor-
mation. Too much money has been wast-
ed on literature given to patients who
might be able to read it but don’t compre-
hend the information or can’t make the
connection between the information and
what specifically they need to do.

You can use a simple screening test
such as the SLUMS (St. Louis University
Mental Status exam) or the MoCA (Montre-
al Cognitive Assessment) for an initial as-
sessment and refer patients to an SLP if
the results are positive.

Nutrition

SLPs and OTs, working closely with dieti-
tians, can assess and treat swallowing and
feeding issues that can impair the ability of
patients to receive the nutrition they need
for wound healing. SLPs and OTs also can
educate staff and patients in good oral
care to help prevent such complications as
pneumonia that can derail healing.

Skin care

General skin care isn’t only the function
of nursing—OTs and PTs can help. Ensur-
ing that patients and caregivers have the
knowledge and capability to inspect,
cleanse, and moisturize the skin should be

part of a complete activities-of-daily-living
program, a specialty of OTs.

Urinary and bowel continence manage-
ment, which is within the scope of prac-
tice for PTs and OTs, can make a signifi-
cant difference in avoiding contamination
of truncal wounds.

Pressure reduction and off-loading is an-
other reason for referral to PTs and OTs.
Splinting and contracture management can
prevent some wounds and help in healing
others. PTs can assess sensation and exam-
ine footwear, then teach patients and
make recommendations to prevent exces-
sive pressure. They also can provide spe-
cialty shoes or total contact casts. Deci-
sions about pressure redistribution in
seating systems and beds should involve
PTs or OTs.

Edema management

Edema management, which may include
manual lymphatic drainage, compression,
and exercise, is a good reason to refer pa-
tients to PTs and OTs. Although some of
these methods require additional training
beyond entry-level education, therapists
should be able to provide them.

Psychosocial issues

OTs also address psychosocial issues perti-
nent to wound healing. For example, a pa-
tient confined to bed or home for extend-
ed periods of time may experience social
isolation, learned helplessness, and depres-
sion. A patient with a vascular wound who
is at risk for amputation may experience
extreme stress. Or a patient may not be
able to return to his or her previous pro-
fession because of wound issues. OTs are
trained to provide psychotherapeutic inter-
ventions aimed at improving and maintain-
ing the highest quality of life.
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Types of biophysical agents

Several types of biophysical agents are available, including low- and high-frequency ultrasound
(US), electrical stimulation (e-stim), short-wave diathermy (SWD), cold laser/infrared light, pulsed
electromagnetic field (PEMF), and pulsed radio frequency stimulation (PRFS).

Low-frequency US can be noncontact, as in MIST™ therapy, or contact, as in the Arobella Qous-
tic™, Soring Sonica,™ and Misonix SonicOne™. These machines use sound waves to disrupt
necrotic tissue and biofilms. The sound waves also cause acoustic streaming that can stimulate
healing. Unfortunately, these devices are relatively expensive and not consistently covered for re-
imbursement, so they may not be accessible by all organizations.

Pulsed high-frequency US can be used to increase circulation, decrease edema, and soften necrotic
tissue. Available research has not consistently demonstrated its efficacy, so not all payers reimburse
for it. The machine for providing this therapy is commonly found in most therapy departments.

E-stim and SWD have been extensively studied, and research has shown them to be effective in
facilitating wound healing. E-stim, using electrical currents, and SWD, using magnetic currents,
both facilitate healing at the cellular level.

Centers for Medicare & Medicaid Services (CMS) developed a National Coverage Decision (NCD)
for e-stim and SWD. This means that all insurance companies managing Medicare reimbursement
(Medicare Area Contractors), must cover these treatments if these two conditions are met:

» The wound is a chronic stage Illl or IV pressure ulcer or an arterial, diabetic, venous stasis ulcer.

Chronic is defined as not healed within 30 days.

*» The wound shows no measurable signs of healing with at least 30 days of standard wound care.

The 30-day requirement, known as the “30-day rule” has caused confusion about when patients
are referred for therapy. It's important to understand that the 30-day rule applies only to e-stim and
SWD, not to other interventions discussed in this article.

Cold laser/infrared light (for example, Anodyne), PEMF, and PRFS have not been covered by
most payers because of inadequate research support, but may be available in your area.

Note: The information contained herein is not intended as coding advice. The information contained in this document
is provided for informational purposes only and represents no statement, promise, or guarantee by the author concern-
ing levels of reimbursement, payment, eligibility, charges or that these policies and codes will be appropriate for spe-
cific services or products provided or that reimbursement will be made. It is always the providers’ responsibility to de-
termine and submit appropriate codes, charges, modifiers, and bills for the services that were rendered. Consult your
local CMS, MAC, or other applicable payer organization with regard to specific reimbursement policies, coverage, docu-
mentation, and payment.

Debridement

Debridement of nonviable tissue, includ-
ing both necrotic tissue and epiboly, is
part of clinical practice for PTs and spe-
cially trained OTs. These therapists can
use scalpels, forceps, curettes, and scis-
sors for conservative sharp debridement.

effectively create a new wound. Debride-
ment may also be nonspecific, such as
using pulsed lavage, a high-pressure
saline jet with suction.

Please note that all of the interventions
discussed so far may be provided when
needed, regardless of the length of time a
Sterile instruments are used in a clean wound has been present.

environment to remove only nonviable

tissue. This differs from surgical debride-
ment, which is completed by physicians
in a sterile surgical environment and may
also include removal of viable tissue to

Biophysical agents

Biophysical agents, also commonly known
as modalities, use various forms of energy
to facilitate healing by decreasing inflam-
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mation, increasing circulation, decreasing
edema, decreasing pain, and removing or
softening necrotic tissue. PTs and specially
trained OTs can provide these modalities.
Each modality has specific contraindica-
tions and may have payer-specific limita-
tions on provision. (See Types of biophysi-
cal agents.)

Bringing therapists onboard
Now that you know what therapists should
be able to do for your wound patients,
what if your clinicians aren’t trained in
some of these areas? Discuss the problem
with the department manager because
there are many continuing education cours-
es available, as well as the Wound Care
Education Institute certification program.
An excellent way to increase involve-
ment of therapists in wound care is to
have them participate in wound rounds
with nurses. This is a great way for you to
share your knowledge with them, allow
them to see various wounds and wound
dressings, and have them determine with
you what wounds might need the therapy
interventions discussed in this article.

Mowing down turf issues

Eliminating turf issues begins with know-
ing each discipline’s scope of practice. You
also may need to take financial issues into
consideration. Depending on your setting,
if the PT can debride and be separately re-
imbursed, freeing up nurses to focus on
other medical issues, wouldn’t that be the
most expedient course?

Another potential problem may be coor-
dination of services. For example, although
applying a dressing is not a billable thera-
py service, does it make sense to have a
therapist undress the wound for a modality
then leave the wound uncovered until a

nurse has time to apply the dressing?

Resolving turf issues requires a collabo-
rative spirit from all team members to ne-
gotiate what makes the most sense in your
setting and determine what would be best
for the patient’s healing.

Setting sail

Having therapists as active members of
your wound care team will ensure you're
providing the best state-of-the-art care for
patients’ wounds. Knowing what the dif-
ferent therapies can do will help you de-
termine which wounds require a thera-
pist’s direct involvement. Lastly, navigating
barriers to getting your therapists on board
your wound care ship will help you reach
top speed in sailing to healing! |
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