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Our mission is to provide clinical-based expertise to inform and promote public
policy, best practices, and positive outcomes regarding people with disabilities who
require Complex Rehab Technology (CRT) products and related services.




Casey Dietz, OTR/L, CAPS
Home Safe Home Michigan
homesafehomemi.com

Casey Dietz is a seasoned Occupational Therapist with over 15 years of diverse experience in inpatient
rehabilitation, home healthcare, outpatient rehabilitation, and management. Driven by her passion for
supporting older adults and individuals with spinal cord injuries, Casey founded Home Safe Home, a
company dedicated to helping people safely navigate the transitions brought on by medical and physical
changes.

Disclosures: | am not employed by, a consultant for, or affiliated with any of the companies mentioned,
and | hold no financial stake in them.
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Learning Objectives:
1. Participants will identify 3 different types of standing systems
2. Participants will list 3 benefits of standing interventions.
3. Participants will be able to compare differences between power and static
standing systems.
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STANDING SYS5TEM SELECTION

Key evaluation considerations

MOBILITY DEVICE TRANSPORTATION

Is integrated an option? Does it meast Integrated systems add weight and footprint
support, asymmetry, and transition needs? — consider transport compatibility.
ACCESSORIES FUNDING

Trays., supports, and prompts differ by frame; Payer reimbursement differs between
sometimes only one option works. integrated and standing frames.

Clinlcal declslon path:

COGNITION

Safety concerns exist for some individuals
with integrated controls.

TRIALS

Clinic and at-home trials both needead to
determine the best fit.

Rule out standing frame — if ruled out, pursue integrated | Within frames: rule out single-position = then mult-position ‘ % l ‘
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Benefits of Standing

Resna and CTF Position Paper

e Based on ICF (International et coniton
Classification of Functioning, t
Disability and Health) | | }
gggg o e, Activities . Participation
' }
Environmental factors Personal factors

ATF
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Benefits of Standing

Health conditions

« Stroke

* Multiple Sclerosis
» Cerebral Palsy

e Spinal cord injury

Health condition
(disorder or disease)

Body functions/ L - T
Body structures e, Activities « —, Participation
Environmental factors Personal factors
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Benefits of Standing

Activities

« Engaging with peers

« Completing functional activities
while standing such as ADL'’s and
IADL’s

Health condition
(disorder or disease)

Body functions/ L - T
Body structures e, Activities « —, Participation
Environmental factors Personal factors

ATF
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Benefits of Standing

Participation

Adults: Improvement shown for
lower extremity range of motion
when standing 30 minutes, three
times a week

Pediatrics: children showed
improvement three to five times a
week for 60-90 minutes to improve
neuromuscular body functions

Health condition
(disorder or disease)

I
! 1 1

Body functions/ ) o
Body structures Activities < —»  Participation

I |

! '

Environmental factors

Personal factors
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Benefits of Standing

Body Functions/ Body Structures
Standing impacts both upper and lower extremity
range of motion. Shoulder position while standing
demonstrated less anterior scapular tilt and
greater glenohumeral external rotation (Riek et
al, 2008), which can reduce common symptoms
of pain and limited mobility, or impingement of the
shoulder.

Health condition
(disorder or disease)

Body functions/ s L
Body structures —_— Activities Participation
Environmental factors Personal factors
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https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0285
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0285

Benefits of Standing

Body Functions/ Body Structures

Studies measured lower extremity joint mobility,
with high evidence found that supported standing
maintains calf muscle and soft tissue length
(Newman and Barker, 2012). Standing improved
(in variable increments) hip, knee, and ankle
joint range of motion in people with chronic
neurological conditions (Baker et al., 2007, Ben et
al., 2005, Kunkel et al., 1993, Robinson et al.,
2008, Townsend et al., 2016), with efficacy
potentially related to the person’s position in
standing, as stretches to the end of available
range are more likely to increase muscle
length (Newman and Barker, 2012).

Health condition
(disorder or disease)

1
' ! }

Body functions/
Body structures

I |

' i

Environmental factors Personal factors

—y, Activities Participation
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https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0260
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0025
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0035
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0035
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0215
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0290
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0290
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0335
https://www.sciencedirect.com/science/article/pii/S2211335521002916?via%3Dihub#b0260

Benefits of Standing

Environmental factors

» Assistance with transfers (if
separate standing frame)

» Access to equipment

Health condition
(disorder or disease)

Body functions/ L - T
Body structures e, Activities « —, Participation
Environmental factors Personal factors
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Benefits of Standing

Personal factors

 Medical status

* Environment

» Ability to obtain a standing device
» Healthcare funding

« Cognition

Health condition
(disorder or disease)

!

Body functions/ L - T
Body structures e, Activities « —, Participation
Environmental factors Personal factors

ATF
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Benefits of Standing

CLINICAL REFERENCE

Benefits of standing

Why standing programs matter for non-ambulatory individuals

BOME DEMSITY

Weight-bearing siimulates bone formation
and slows bone loss, reducing fracture risk.

BOWEL & BLADDER

Upright positioning supports bowel mofility,
bladder drainage, and reduces UTls.

HIP DEVELOPMENT (PEDIATRIC]

Supports proper acetabular development and

reduces sublwation risk in children.

TONE & SPASTICITY

Prolonged standing normalizes muscle tone
and reduces spasticity.

PRESSURE INJURY PREVENTION

Standing offloads ischial and sacral pressure
points, reducing skin breakdown risk.

PSYCHOSOCIAL WELL-BEING

Eye-level interaction, improved self-esteem,
and social parficipation.

CONTRACTURE PREVENTION

Sustained stretch at hip, knee, and ankle slows
contracture formation.

CARDIOVASCULAR & RESPIRATORY

Improves circulation, lung capacity, and
respiratory functon.

STRENGTH & ENDURANCE

Im proves extensor activation, postural
endurance, and physical tolerance.

ArF
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CLINICAL REFERENCE

Precautions for supported standing device use

Actual incidence of adverse events in reviewed studies was rare — all individuals should be assessed prior to trial

People who use supported standing devices should be aware of potential risks. Standing tolerance, joint mobility, and skin

integrity must all be assessed before trialing a device.

QP ORTHOSTATIC HYPOTENSION

A drop in blood pressure upon moving to upright can occur,
particularly with autonomic dysfunction or prolonged
immobility. Manitor closely during initial trials.

% FRACTURE RISK

Individuals with poor bone health are at elevated fracture
risk. Bone density should be considered before initiating a

standing program.

Source: Dicianno et al.

& JOINT MOBILITY ASSESSMENT

The person must accommodate an upright or near-upright
position in lower extremities and trunk. Assess ROM prior to
trial to ensure unique positioning needs can be met.

, SKIN INTEGRITY

Skin should be examined before the sit-to-stand motion to

(J
reduce shearing risk. Existing breakdown may be a
contraindication until resolved. ‘

ClinicianTask Force



Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with non-
ambulant cerebral palsy: A scoping review

Scoping review

Children and young adults with non-ambulant CP

Research studies + clinical practice guidelines

Largest evidence included maintenance of BMD (Bone Mineral Density)
and contracture prevention

ArF
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Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with non-
ambulant cerebral palsy: A scoping review

» Strongest Clinical Evidence: The most robust experimental evidence
supports using supported standing to maintain bone mineral density
(BMD) and prevent contractures (maintaining range of motion)

ArF
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Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with non-
ambulant cerebral palsy: A scoping review

e Active vs. Passive Activity: Contrary to the common perception of standers
as "passive" equipment, the study emphasizes that supported standing
is NOT a passive activity for non-ambulant children.

ArF
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Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with non-
ambulant cerebral palsy: A scoping review

* Physiological Impact: Research indicates that being in an upright, weight-
bearing position can increase heart rate and energy expenditure, qualifying
it as a form of light physical activity rather than sedentary behavior.

ArF
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Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with non-
ambulant cerebral palsy: A scoping review

Beyond physical health, the findings suggest that supported standing
contributes to "Fun and Friends" (the F-words of childhood disability) by
improving visual access, peer interaction, and communication.

ArF
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Benefits of Standing - Cerebral Palsy

Supported-standing interventions for children and young adults with
non-ambulant cerebral palsy: A scoping review

 Dosing Recommendations: Optimal benefits for BMD and range of motion
are typically observed with standing programs scheduled for 30—60 minutes,
5—-7 days per week

ArF
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Environmental factors

Environmental factors influencing

Supported Standing

for children and young adults at GMFCS IV and V

Physlcal Environment Soclal Environment Attitudinal Environment
Device: Parents Participation in family life
Prone, supine or upright Understanding of benefits, ability to integrate Mealtimes
Upper limb support / tray into family life and routines Playing with siblings
Mobile or stationary Educational Staff Indoors and outside
Transfers Beliefs, understanding and ability to integrate Participation with peers
Physical space for use and transfers into educational program Art, gym, science class
Home / School / Daycare Therapists Watching sports
Attitudes, beliefs and support Assembly, Concerts
Funding environment Eye to eye for communication
Society
Impact of upright positioning on perceptions
of others

GMFCS = Gross Motor Functon Classification System ‘ % ' ‘

https://nrrts.org/directions-v1-2025-rehab-case-study/ Clinician Task Force



Attitudinal Environment

The attitudinal environment consists of the collective beliefs, prejudices,
assumptions, and behaviors held by individuals or society that directly
impact the inclusion, rights, and participation of specific groups, particularly
those with disabilities. It acts as a major barrier, often manifesting as
stigma, low expectations, or stereotyping.

ArF
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Permobil White Paper: power standing update 2023

The primary source was a systematic literature review. A total of ten original scientific publications on

power standing wheelchairs were identified, of which five were clinical trials. Other sources were:

e Scientific publications on other standing devices

e A survey amongst 137 individuals who use a Permobil power standing wheelchair and answered
questions about how they use power standing and which impact they experience.

e Motion capture data to indicate displacement of individual body markers representing the way

that movement occurs when going into a standing position and returning to a seated position.

ArF

(McLean, Paleg, & Livingstone, 2023) ClinicianTask Force

e Three interviews with individuals using a power standing wheelchair.



Permobil White Paper: power standing
update 2023

Results:
Identified benefits for using a power standing wheelchair supported with higher quality evidence include:

Activities of daily living,

: 0]
@ Pressure redistribution 6% Eladder, bowel, (%) Hanggormationand ﬁ% personal/medical care,

digestive functions muscle length A vt s,

O

Participation in social,
@ Functional reach Q\) Communication 8&% work, and educational % Independence

settings

Identified benefits for using a power standing wheelchair supported by lower quality evidence include:
* Bone health
* Spasticity

* Mental health &TF

Clinician Task Force






Pediatrics

PEDIATRIC CLINICAL REFERENCE

Pediatric diagnoses for standing frame use

MEURODLOGICAL NEUROMUSCULAR

* Cersbral palsy . SMA

* Spina bifida . Muscular dystrophy (DMD/EMD)
* TEI . Congenital MD

- Hydrocephalus . Spinal cord injury

- Stroks £ OVA . Guillzsin-Barré

c Acquired brain injury d Myopathies

GEMETIC / DEVELOPMENTAL ORTHOPEDIC

Down syndrome

. Hip dysplasia
" Rett synd
= |.'c|.me o Contracture management
* Prader-Willi b
= Angel 4 * Sooliosis
ngelman syndrome . o
- Fragile X Osteogenesis imperfecta

Arth i
Global developmental delay FOETYPOSIS

Key goals: Bone density development - Hip joint development - Tone management - Contracture prevention - Sodal participation c ] ‘
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Adults

ADULT CLINICAL REFERENCE

Adult diagnoses for standing frame use

NEUROLOGICAL

Spinal cord injury

- TEI
- Stroke £ CVA
= Multiple sclerosis

Cerebral palsy (adult)
Parkinson's disease
" Spina bifida

ORTHOPEDIC

Hip dysplasia

Contracture management
Osteoporosis

Scoliosis (non-ambulatory]

- Arthrogryposis

Post-surgical weight-bearing

Eey goals: Bone density maintenance - Tone management - Contracture prevention - Bowel & bladder function - Pressure injury prevention - Participation

NEUROMUSCULAR

. SMA

. Muscular dystrophy
. ALS (earty-mid)

o Post-polic syndrome
Guillain-Barré
Myopathies

. Friedreich's ataxia

ACQUIRED f PROGRESSIVE

Transverse myelitis

. Clop
. Locked-in syndrome
. Huntington's disease

ArF
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CLINICAL REFERENCE

Diagnoses that indicate stander use

NEUROLOGICAL NEUROMUSCULAR

Spinal cord injury

" Traumatic braim injury " Muscular dystrophy

" Cerebral palsy " Spinal muscular atrophy
- Multiple sclerosis - ALS (early-mid stage)

* Stroke S CVA * Guillain-Barré

" Spina bifida

ORTHOPEDIC PEDIATRIC f DEVELOPMENTAL

Hip dysplasia / subluweation
Down syndrome
Contracture management
. Rett syndrome
Osteoporosis -
. Prader-Willi syndrome
Scoliosis (non-ambulatory)
. ; 8 Global developmental delay
Post-surgical weight-bearing

Clinical goals: Bone density - Tone normalization - Contracture prevention - Bowel & bladder function - Pressure relief - Participation c ] ‘

ClinicianTask Force




CLINICAL CONSIDERATIONS

Separate frames vs. integrated systems

Key factors to evaluate for each individual client

& MOBILITY DEVICE Z TRANSPORTATION @ COGNITION
Is integrated an option? Does it meet the Integrated systems add significant Safety concerns exist for some
client's needs for postural support, weight and footprint. Consider whether individuals operating integrated controls
asymmetry accommodations, and the combined system is compatible with independently. A caregiver-operated
transition style? the client's transport situation. standing frame may be the safer choice.
& STANDING ACCESSORIES @ FUNDING
Accessories differ between frames and Payer reimbursement pathways differ
integrated systems — trays, knee significantly between integrated standing
prompts, anterior supports. Sometimes features and standalone standing
only one option accommodates what the frames. Verify payer policy before
client needs. recommending.

Clinical decision path: Rule out standing frame first — if ruled out, pursue integrated | Within frames: rule out single-position — then multi-position




PEDIATRIC CONSIDERATIONS

Why pediatrics typically use a separate standing frame

Integrated standing in wheelchairs has key limitations at smaller sizes

Clinical recommendation; Pediatric clients tend toward a separate standing frame rather than an integrated standing wheelchair due to clinical,

functional, and practical limitations at smaller chair sizes.

Z NO HIP ABDUCTION 7 END RANGE EXTENSION LIMITATIONS

Integrated systems do not offer hip abduction — a key therapeutic Integrated systems can have limitations on end range extension
goal in many pediatric standing programs for joint development and capability, reducing their therapeutic benefit for growing children
tone management. who need full stretch.

I0 WEIGHT & FOOTPRINT Z TRANSPORT CHALLENGES

Even at smaller seat sizes (down to ~12"), the overall wheelchair The size and weight of integrated pediatric power chairs make
footprint and weight remain large and heavy — making transport transport in a standard, non-WAV vehicle impractical for many
and home use difficult for families. families.

A separate standing frame allows hip abduction, full end range extension, and greater adjustability — without adding bulk to the child's mobility device.



R ————————— E—————————————————————— ... —————————————————————
ADULT CONSIDERATIONS

Separate frames vs. integrated systems in adults

Clinical pathway considerations based on injury, mobility device, and stage of care

Clinical note; Adults may move between separate and integrated systems depending on their stage of recovery, mobility device, transfer ability, and

personal goals.

E ACUTE / EARLY REHAB (E.G. 5CI) & MANUAL WHEELCHAIR USERS Z POWER WHEELCHAIR USERS

With shorter rehab stays post-injury, Adults using MWCs may continue to PWC users may choose to transition to

clients may not be ready for integrated prefer a separate standing frame. an integrated standing feature in their

standing right away. A separate standing Integrated MW(Cs are heavy, have limited second wheelchair round — especially

frame + wheelchair is often the practical asymmetry accommodation, and when transfers become difficult and a

starting point. significant functional limitations. separate transfer to a frame is no longer
practical.

Key takeaway

The choice between integrated and separate systems is not static — it evolves with the client's recovery, equipment round, transfer ability, and changing goals.
Reassess at each equipment cycle.






When to Begin?

Pediatrics Adults
e As part of on-time mobility e As soon as stable and able to
e \Within the first year of life tolerate

ClinicianTask Force



Barriers to Beginning

Pediatrics Adult Side
e Family readiness e Orthostatic hypotension

e Anticipating trajectory of e Contracture severity
development e BMD/Fracture history
e Competing priorities e Autonomic dysreflexia
e Environment e Short rehab stays
e Funding e Communication across continuum
of care
e Environment
e Funding

ArF
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Rifton Jenx Easy Stand Levo Permobil

Considerations Across the Lifespan

ATF
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Standing Technology - Single Position

Vertical/Upright
Pediatric

Simple setup

No abduction
Limited positioning
support

Limited contracture
accommodation

Supine
Supine to upright
transition
Most supportive
User does not need to
have good head/trunk
control
Range of asymmetry
and contracture
accommodations mr

: |
-
~.j

)

b

Prone
Prone to upright
User needs to have
some head/trunk control
Limited knee contracture
accommodation

ClinicianTask Force




Standing Technology Indications- Multi-Position

Multi-Position

e Supine to upright to varying degrees of
prone

Abduction capability

Contracture accommodation

Supine transfer

More intensive fitting/adjustments

ClinicianTask Force



Standing Technology Indications

Sit to Stand

Seated positioning
transfers

Allows for many different
transfer types

Position anywhere sit to
stand
Accommodates
contractures

Mobile

Sit to stand transfers
Limited contracture
accommodation

User needs to have some
trunk/head control

User needs UE ability to
propel mobile

ClinicianTask Force



Standing Technology Indications- Integrated

Manual
Limitations in small
sizing
Removes transfer need
No abduction capability
Sit to stand transition
only
Increases width and
weight of chair
Once standing, in static
position

Power
Limitations in small
sizing
Removes transfer need
No abduction capability
Varying stand transition
styles and
programming options
May impact footprint
Has the ability to Stand
and drive

ATF
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Standing Technology Indications- Integrated Power

Front Wheel Drive
e Pulls through the front
drive tire to allow for better
outdoor traction
e Pivots further forward so
has a swing behind as it
turns

Mid Wheel Drive
e Has a smaller turning
radius
e 6 wheels rather than 4
which can feel more stable
while maneuvering

ClinicianTask Force




Clinical Decision Making: Separate versus Integrated

STANDING SYSTEM — PROS & CONS

Integrated manual wheelchair
Weighs approximately 37 |bs - Non-WAV transport compatible

) POSITIVES &/ NEGATIVES
® (lient can still self-propel independently ® Heavier than an ultra-lightweight manual
wheelchair

® (Can be transported in a standard, non-
~37 Ibs ® Limited asymmetry accommodation

wheelchair accessible vehicle
® No options for center of gravity adjustments
® Wheels are difficult to reach for self-propulsion
%.

ClinicianTask Force



Clinical Decision Making: Separate versus Integrated

STANDING SYSTEM — PROS & CONS

Integrated power wheelchair

Power-driven standing feature built into the wheelchair base

b POSITIVES & NEGATIVES

® Client can stand and drive independently in one ® Requires a wheelchair accessible vehicle (WAV)
device for transport

® More postural support options than manual ® Significantly heavier and larger footprint than
integrated manual options

® Power seat functions (tilt, recline) can pair with ® |imited asymmetry accommodation compared
standing for positioning to dedicated standing frames

® Reduces need for a separate standing device in ® Higher cost; funding approval can be more
the home complex

(4
® Cognitive ability required to safely operate
power standing controls ‘ ’ F

ClinicianTask Force



Clinical Decision Making: Separate versus Integrated

STANDING SYSTEM — PROS & CONS

Standing frame — multi position

Dedicated frame supporting prone, supine, and upright standing positions

D POSITIVES

® Accommodates a wider range of postural needs
and asymmetries

® Multiple positions support varied therapeutic
goals (weight-bearing, stretching, bone density)

® More adjustability than single-position frames as
needs change over time

® Does not add weight or bulk to the primary
mobility device

® Caregiver-assisted use — no cognitive demand
on the client

Q7 NEGATIVES

Requires a separate device — additional
equipment in the home

Transfers in and out needed; not integrated with

daily mobility

Larger footprint; space requirements in the home

More complex to fund than single-position

frames; justification required

Caregiver must be available and trained for safe

use

ArF
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EVALUATION FRAMEWORK

Standing system selection

Integrated feature vs, standing frame — key considerations

& > *

MOBILITY DEVICE TRANSPORTATION COGNITION

Is ir!'l:egrated compatible with their T e T T Can they safely operate integrated

chair? controls?

::\ﬁgort, C T R T S P T Integrated systems add weight and bulk Some users need caregiver-operated frame

0] ®

ACCESSORIES FUNDING TRIALS

‘::lc;:rr?;:; e What will the payer reimburse? Has the client trialed both options?
::::.lsé knee prompts, and supports vary by freairl"ﬂn:ursement differs between integrated and Clinic and at-home trials both matter

CLINICAL DECISION PATH
5TEP 1 — RULE QUT IF RULED OUT —

Standing frame Pursue integrated feature

STEP 2 — WITHIN FRAME, RULE OUT IF RULED OUT —

Single-position frame Multi-position frame

Trials are essential. Clinic trials alone may not reflect real-world performance. Home and community trials help confirm the best fit before finalizing equipment.







Process

CLINICIAN TASK FORCE
e Referral

O p reSCrI p IO y e ICa C ea ra Ce cRr Client Medical Practitioner
- The individual seeking new, replacement, or modified CRT (along with The medical anMD, DO, NP, or |
Supplier theirsupport system, which may include family,caregivrs, and other ordar for a specialty equipment evaluation reviews and provides
care team n of the process. Their
. S S e S S m e n needi, goals, and active participation guide optimal outcomes: face-to-Tace visit for the equipment when required

Medical Clinician CRT Supplier
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Medieat Practitioner | Clnician Cinican Cliician Cliniian Clinilan Clinican suppler Cliniian
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AT, beinvolved

e Delivery, fitting, training

== Complex Rehab Technology (CRT)
inividually configured devices that require evaluation, configuration,
fiing, acjustment or programming,

ical Ldentitythe Documertation
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North Amarica. 2011, January 251 RESHA wheslchar senice prowsion
i AESHA o

Referenc

merc. 02

inefvidually canfigured manual or power wheelchars, seating and

positioning systems, and other adaptive equipment such as standing
devices and gait trainers.
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1 Kelly (2075 Warch
Symposiom (55, Piesbursh, A

Need to do trials/ state dependent and payor
dependent on what is required. &
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CLINICIAN TASK FORCE

Client

The individual seeking new, replacement, or modified CRT {along with
their support system, which may include family, caregivers, and other
care team members) remains at the center of the process. Their
needs, goals, and active participation guide optimal cutcomes.

— P
Medical — Clinician
The clinician, typically a PT or OT, is the individual who identifies
the necessary features of a mebility device through a
comprehensive client assessment. They wark with the client to set
Clinician functional goals and serve as an impartial team member, with no
financial ties to the sale of the CRT. Specialized training and
expertise in seating and wheeled mobility are required.

Practitioner

ATF
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During the CRT provision process, every role matters. Together, we make a difference through our shared commitment and unigue expertise.

Medical Practitioner
The medical practitioner—typically an MD, DO, NP, or PA—initiates the
order for a specialty equipment evaluation, reviews and provides
concurrence with tha evaluation recommendations, and completes a
face-to-face visit for the equipment when required,

CRT Supplier —
The supplier includes an Assistive Technology Professional (ATP) and a
support team. The supplier-ATP is the product specialist whose primary
roleis to align the tech gy features imended by the clinician with
the appropriate equipment. The supplier manages the ardering praocess,
coardinates payment, often through insurance, and ensures ongaing
service and support for the device,

Initial Formulate Identify the Documentation Fitting and post-
Referral for evaluation to u necessary CRT Eguipment Product Clinical Submission . 8 P . e
. . ~ . | CRT geals and . - N Inical P ired delivery assessment Repair Madifications
specialty evaluation | assess client's S function & trials salaction i Ay er-requine to payer .
il objectives f presentation & decumentation and training
mobility eatures justifications
Clignt Client Client Client Client Client Clinician Clinician Supplier Clignt Client Client
Medical Practitioner Clinician Clinieian Cliniclan Clinician Clinleian Medical Practitioner | Medical Practitioner Clinician Supplier Clinieian
Supplier Supplier Supplier Supplier Supplier

*CRT manufacturers may be involved during the provision process to provide product-specific expertise.

1.Clinician Task Forca, (20223, I}soembarl Scope of practica for seating and whesled mobility clinical services. https:ifodn.prod wabsite-

\ [ ] Y, Fles car
%2 lity%20clink lcasan ot
- - - - ﬂ 2 Natlonal{.oalltlcﬂ far -ﬂsslstwe and Rehah Tachnalogy INCARTL (2014, Juna 1), Complax rehab tachnology definition,
- - What is CRT? ATH20Definitiont206-1-14 pdf
} Complex Rehab Techmelogy (CRT) products include medically necessary, g3 ﬁenauulutatmn Engmeenng&nssusnve Tec nnalogy Sackety of North America. (2011, January 26 RESMA wheelchair seruice provision
- - individually configured devices that require evaluation, configuration, puida, AESNA, https: arp/Far 1ents/Pos itign%20 EsipnGyide. pdf
fitting, acjustment ar programming. These include products such as "B 4. Rehabilitation Engineering & Assistive Technalogy Society of North America. (2029, June 24). Disclosure suidelines: Usage of the
— individually configured manual or power wheelchairs, seating and Assistive Technology Prafessional IATP title. RESNA. hitgs iay 8/Pge ! 5 E
positioning systems, and other adaptive equipment such as standing S, Waugh, kel Aly. t202.3_ March). & Problem-Solving Model for Seating Assessment and Product Feature Analysis. International Saating,
N PR Symposium (ISS), Pittsburgh, PA.
devices and gait trainers.

LET’

S CONNECT!
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Funding

HCPCS Coding

E0637: Sit to stand

E0638: Single position

E0641: Multi position

E0642: Mobile/dynamic

E2301: Power wheelchair
accessory, power standing system
E2230: Manual wheelchair
accessory, manual standing
system

Coverage

Medicare- no coverage

Medicaid- state to state dependent
Commercial/private plans
Workers compensation

ArF
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Coverage Criteria: Power standing

Power Standing System Flowchart for Coverage Criteria

Look at Group 2 or
lower PWC.

Pursue wheelchair
evaluation with skilled
PT, OT, or physician in

wheelchair seating.

Choose DME company
with certified ATP on
staff.

Pursue clinical services
to evaluate standing
appropriateness.

-

Beneficiary must meet oll criteria in this column

Meets coverage criteria for a Group 3 PWC

V ©

O

The power standing system was
recommended through a specialty
evaluation that was performed by a
licensed/certified medical professional.

vV ©

O

A supplier that employs a RESNA-certified
ATP has direct, in-person Involvement in
the wheelchair selection.

'y ©

O

Demonstrates ability to achieve a
supported standing position in the power
standing system.

Se

ding must be

ded for 1 reason in each box

High risk for pressure injuries
and unable to perform a
functional weight shift,

Needed to manage increased
muscle tone, spasticity or
muscle spasms.

High risk for:
contractures, or loss of joint
mobility, or loss of bone density.

Power standing system is
needed for 1 of the following:
bladder emptying, bowel
management, circulation, or
pulmonary function.

ATF
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Evidence-Based Response

to Insurance Denials of Standing Devices

Medical Benefits, Evidence, and Coverage Guidelines

ArF

www.cliniciantaskforce.us

NEART

Mational Coaitben For Assislive & Menab Tachnoiogy

www.ncart.us

Road Map to Respond to Medicaid Denials

@—_17 - oy

END
OF Process

Yes

Review Reasons

provided in the by
Denial Notice

S S

Review COVERAGE

Pdicy

Revew | A
Documentation Denial ?

Submit Supportive
Documentation with
Case Numberas 1
directed on Appeal
Request

Prepare Supportive

to

Refute the reasons
for Denial

Request nternal
Appeal - Record
Case Number

Denial
Overturned?

YES

Order Authorized
Equipment

A

No

Review Appeal Rights with
Client.

Submit Supportive
Dacumentation to
Refute Denial(s)

Provide
Representation
Support at Hearing,
i requested by
Clent

Denial
owertumed

NO

7| Review FAIR HEARING rights
with Client

Author: Jean Minkel, PT, ATP
8/17/2021




Standing Up for a Better Future
After SCI

Improved (/e
Flexibility
Reduced
: N
Outcomes: F% Chronic Pain

Because of his access to a regular standing program in his home and community environment for the '

past 20 years, the patient reports improved flexibility of his lower extremities, reduced chronic pain,

decreased spasticity severity, and maintenance of bone health. The patient demonstrated maintenance

of his T-score on his bone density DXA scan over five years from 2016 to 2021. Although categorized @ Decre_aged
as osteopenia to mild osteoporosis, which is usual for individuals with SCI, his doctors were pleased 77 Spasticity
with the stability of his lower extremity T-score DXA scan results.

J\//\% Maintenance of ®
Permobil White Paper power standing update 2023 q/ Bone Health :%TF
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Summary: Why?

CLINICAL REFERENCE

Benefits of standing

Why standing programs matter for non-ambulatory individuals

BOMNE DENSITY TOME & SPASTICITY CONTRACTURE PREVENTION

‘Weight-bearing stimulates bons formation Prolonged standing normalizes muscle tone Sustained stretch at hip, knee, and ankle slows

and slows bone loss, reducing fracture risk. and reduces spasticity. contracture formation.

BOWEL & BLADDER PRESSURE INJURY PREVENTION CARDIOVASCULAR & RESPIRATORY

Upright positioning supports bowel motility, Standing offloads ischial and sacral pressure Im proves circulation, lung capacity, and

bladder drainage, and reduces UTls. points, reducing skin breakdown rish. respiratory function.

HIP DEVELOPMEMNT (PEDIATRIC) PSYCHOSOCIAL WELL-BEING STREMGTH & ENDURAMNCE .
Supports proper acetabular development and Eye-level interaction, improved self-esteem, Im proves extensor activation, postural & l ‘
reduces sublwation risk in children. and social participation. endurance, and physical tolerance.

ClinicianTask Force



Summary: Who?

CLINICAL SUMMARY

Who can benefit from standing?

Standing can benefit anyone who is non-ambulatory or has significantly reduced weight-bearing ability — across all ages and

diagnoses.

4 CHILDREN > ADOLESCENTS & ADULTS
* Cerebral palsy, spina bifida, SMA * Those aging out of pediatric * Spinal cord injury (SCI)
. Muscular dystrophy programs . Stroke / TBI / MS / ALS
. Down syndrome, Rett syndrome * Transitioning to adult equipment . Muscular dystrophy (adult)
. Global developmental delay * Growing bodies with changing . Post-surgical or prolonged
. Any diagnosis limiting ambulation soebpEl mezis immobility

* Any non-ambulatory diagnosis .

Anyone unable to weight-bear
independently

Key principle

@
There is no single diagnosis that automatically indicates or excludes standing. The clinical decision is based on the individual's goals, medical status, %
postural needs, and functional context — not the diagnosis alone.

ClinicianTask Force



Summary: When?

CLINICAL GUIDANCE

When to start standing

As soon as medically appropriate. Early standing programs support better long-term outcomes across bone density, tone,

joint health, and participation.

4 PEDIATRIC

Start in early childhood

Weight-bearing through the hips supports
acetabular development. Beginning
standing programs early — even before
age 1in some diagnoses — can reduce hip
subluxation risk and support bone

> ACUTE / POST-INJURY

Begin once medically stable

Following SCI, TBI, or stroke, standing
should begin as soon as the medical team
clears it, Early weight-bearing in rehab
settings helps prevent bone loss, manage
tone, and support cardiovascular and

4 PROGRESSIVE CONDITIONS

Begin before function declines

For conditions like MS, SMA, or muscular
dystrophy, starting standing earlier —
before significant strength or range of
motion loss — preserves function longer
and slows the progression of secondary

formation during critical growth windows. bowel/bladder function. complications,

Before starting — assess: .

* Medical clearance from the physician * Bone density — fracture risk in poor bone health

* Joint ROM — can the client tolerate upright positioning? * Orthostatic hypotension risk ‘

. Skin integrity — no open wounds at pressure points . Cognitive ability to participate safely ClinicianTask Force



Questions
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