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Abstract

Therapy and rehabilitation services improve patients’ lives. Changes in health care insurance 

policies and coverage substantially influence out-of-pocket costs for patients and their families. 

This may lead to variability in services and barriers to appropriate health care. This commentary 

highlights the current variability and barriers for therapy and rehabilitation services.

Musculoskeletal (MSK) conditions are the leading cause of disability in the United States 

(US), affecting more than 50% of the US population [1]. These conditions can range from 

acute onset to gradual progression of disease and can be short in duration or lifelong 

disorders. Prevalence increases with age, and the most common conditions include 

osteoarthritis (OA), rheumatoid arthritis, osteoporosis, and low back pain. Pain and activity 

limitations from MSK conditions result in 216 million lost workdays per year. MSK 

conditions are costly, accounting for 5.7% of the gross domestic product. The financial 

burden of MSK conditions on families is also considerable. The direct-related cost of MSK 

conditions was $796.3 billion in 2011, with indirect costs for loss of productivity and wages 

being even greater. One of the most common reasons for seeking medical care is for a MSK 

condition. About 85% of people with MSK conditions have at least one visit with a primary 

care provider and average 6 visits a year [2].

Physical therapy and rehabilitation services are an important component of the health care 

continuum for addressing the pain and functional limitations that typically accompany MSK 

conditions. MSK conditions can lead to reduced socialization and quality of life and create 

participation restrictions that can be disabling. Physicians who are board-certified in 
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physical medicine and rehabilitation, physical therapists, and occupational therapists are the 

primary providers of rehabilitation services for people with MSK conditions. These 

providers are trained to address impairments in activities of daily living, pain, stiffness, and 

swelling. However, barriers to accessing physical therapy and rehabilitation outpatient care 

may be further contributing to the MSK-related disability in the United States. Over the past 

4 decades, there have been substantial changes in the insurance coverage for therapy and 

rehabilitation services. The purpose of this commentary is to highlight how insurance 

coverage influences out-of-pocket costs and how barriers to care and coverage can also 

influence care for musculoskeletal health.

Health Insurance Coverage and Out of Pocket Costs

The variability in coverage between and within federal and private payers often leaves both 

patients and providers looking for answers. When it comes to anticipation of benefits and 

out-of-pocket expenses for rehabilitation of musculoskeletal complaints, patients should 

beware. Patients may be responsible for a co-pay, co-insurance, facility fees, and meeting a 

high deductible until co-insurance begins. Co-pays can reach as high as $75 per visit for 

therapy services. These costs can affect patients’ access to services, and without therapy, 

some patients may not be able to return to work or engage in other activities of daily living. 

Patients are also subjected to arbitrary visit limits per year that do not account for initial 

diagnosis or severity, variability in rehabilitation progress, or complications. As a result, 

patients are responsible for escalating provider fees if they opt to continue receiving services 

beyond their insurance benefits.

For example, Medicare Part B, which covers outpatient rehabilitation services, currently has 

a yearly therapy cap of $1,980 for physical therapy and speech and language pathology 

combined, and a separate cap of $1,980 for occupational therapy [3]. Beneficiaries can be 

expected to pay up to 20% for services rendered unless they have a supplemental plan. Since 

billing may be variable from session to session, it can be unclear how many visits a patient is 

entitled to per year. A process for exceptions to this cap, review by a Medicare contractor, is 

in place through the end of 2017 for care deemed medically necessary and documented 

appropriately, which can extend services up to $3,700 [3]. However, it can often be unclear 

when a patient has reached the cap, and extra documentation is required to continue with 

care.

Medicaid, designed to serve low-income Americans, has significant variability between 

states for outpatient rehabilitation, as it is an “optional benefit” [4]. For example, in North 

Carolina, Medicaid beneficiaries 21 years of age and older are entitled to one therapy 

evaluation per year between physical, occupational, and speech therapy. Exceptions to this 

rule include a patient within 60 days of a post musculoskeletal procedure who may be 

entitled to one evaluation and 3 treatment visits. Post-operative joint replacements, hip 

fractures, or recipients of upper extremity or lower extremity prostheses may be entitled to 

up to 2 therapy evaluations and 8 treatment visits within a certain time frame. Unfortunately, 

the Medicaid visit restrictions vary by state and diagnosis and are often not sufficient for 

patients. Approval for additional visits is reviewed on a case-by-case basis. Prior approval is 

always required at the outset of services to be covered by Medicaid [5]. Restrictions on visits 
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have led to many practices closing their doors to Medicaid beneficiaries, as these patients 

will unlikely be able to afford the high out of pocket fees for therapy services when their 

benefits are exhausted. Ethical questions need to be answered for those patients who 

undergo a procedure such as a rotator cuff repair, for which Medicaid covers one evaluation 

and 3 treatment visits, but who often require 3 to 6 months of rehabilitation.

When exploring out-of-pocket costs for patients with private insurances, the variability of 

plans and benefits within payers can often be confusing for patients. In an ever-changing 

health care atmosphere, patients are often unaware of changes in their benefits from year-to-

year, particularly for unexpected new onset conditions. Increased premiums lead to 

assumptions that benefits may stay the same or improve; however, this is often not the case, 

and patients may be unaware of the right questions to ask when exploring their benefits for 

services. For example, some plans will vary greatly for patients’ out-of-pocket costs based 

on where their services are rendered. A patient may be instructed over the phone that they 

would only be responsible for a $35 co-pay for physical therapy or occupational therapy, but 

when they receive their bill from a hospital-based clinic for a much larger amount, they do 

not realize that the information they had been given pertained to services received in a 

community-based private practice. Although the billing codes may be the same between the 

two facilities, the charges by the provider are different, leading to further confusion.

Barriers to Care

Although cost and a limit to health insurance coverage for the number of needed visits are 

both significant barriers to care, several additional issues can limit access. Health care 

providers can be limited geographically, especially in more rural states or rural areas within 

a state. Even in the New England states with the highest concentration of physical therapists 

and occupational therapists, there are still regions within each state in which these 

occupations are below the national average. North Carolina is above the national average and 

employs close to 6,000 physical therapists, 3,200 occupational therapists and over 4,000 

speech-language pathologists [6]. However, North Carolina is a geographically diverse state 

with many rural regions, including the coastal islands, that may be limited in accessibility to 

health care [7]. This has been found to be true with chronic low back pain, one of the most 

common MSK conditions, where patients living in rural areas of North Carolina have 

decreased accessibility to physical therapy services [7].

The workforce gaps for occupational therapists may not be fully appreciated as there many 

areas of the United States where employment data are not provided. Access to rehabilitation 

providers is an important part of the equation for addressing the burden of MSK conditions. 

In time, the use of digital health technology may address access issues due to distance, 

availability of providers and specialists, impaired mobility, and lack of transportation. 

Clinical assessments and the delivery of rehabilitation services over the internet and 

telecommunication networks are being tested in various forms, from smart phone 

applications to virtual therapists. The different options allow for services at a distance by 

connecting clinician-to-clinician and clinician-to-patient for consultations. The connection 

can be in “real-time” as a live interaction or asynchronous. The provision of 

telerehabilitation adheres to the same code of ethics, scope of practice, and state and federal 
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laws as if care were delivered in person, but the quality and effectiveness of different forms 

of telerehabilitation for MSK conditions have yet to be confirmed.

Financing and reimbursement for services aside, the use of digital health technologies for 

MSK rehabilitation introduces its own unique set of barriers. Individual states have their 

own laws on which providers can deliver telemedicine. The exchange of health care data 

requires a level of encryption to protect information and authorized use, and once a secure 

connection is possible, bandwidth and capacity of the network needs to be confirmed to 

ensure high quality visual and auditory data transmission [8]. While trends suggest general 

optimism toward improved technology literacy across all ages, races and ethnicities, levels 

of educational attainment, and income, for now the use of technology for MSK rehabilitation 

will need to continue to augment with face-to-face therapy visits to ensure equitable access 

to effective care.

In addition to distance-based barriers and limited provider availability, the inability to 

directly access a physical therapist or occupational therapist remains a necessary interruption 

in needed care. Every state has a law that permits direct access to licensed physical 

therapists for evaluation and treatment without a referral from a physician. A law allowing 

direct access to occupational therapists just passed in North Carolina, but the regulations for 

implementation have not yet been developed [9]. Many states are still much more restrictive. 

Several scenarios override the general principle of direct access. People with health 

insurance coverage provided by Medicare or Medicaid must have therapy services referred 

by and certified by a physician [10]. This level of oversight, required by Medicare and 

Medicaid—but not by other insurance providers—creates delays in evaluation and treatment, 

unnecessary costs for the referring physician, burden on the primary care system, and can 

lead to underuse of effective therapist-led care. People who choose, or are required, to visit a 

physician prior to accessing a therapist for the MSK-related pain and limitations are further 

dependent on the physician’s knowledge and attitudes toward MSK evaluation and clinical 

guidelines for involvement of therapy or rehabilitation services. In addition, requiring a 

physician referral to therapy services for a primary MSK complaint may actually increase 

costs. Among the small proportion of patients receiving a referral to therapy services, 

additional health insurance restrictions on the types of treatment covered, number of visits, 

and out-of-pocket expenses have led to increased barriers to accessing MSK care provided 

by therapist.

Rapidly Changing Health Care Environment

Coverage for therapy and rehabilitation services has been a dynamic process over the past 

several decades. In our rapidly changing health care system, access has also changed, and it 

is difficult to predict the impact that changes to state level Medicaid services or Medicare 

caps will have on patient outcomes. Consistently, health care policy has been focused on 

quantity and costs with little attention to quality or outcomes. The shift toward value-based 

payment has signaled a change to this long-standing practice. Alternative payment models 

for MSK care—such as the Comprehensive Care for Joint Replacement Model—drew 

attention to quality, costs, and outcomes with a requirement for health systems to address 

high cost complications and readmissions [11]. Therapy and rehabilitation services are 
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considered part of the joint replacement bundled payment, and the impact of payment reform 

on the provision of therapy and rehabilitation is unknown. Despite the changing landscape of 

health insurance coverage, therapy and rehabilitation services continue to be necessary for 

improving function and quality of life for patients with MSK conditions.
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