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SUBJECT: Questionsand Answers Regarding the Prospective Payment System (PPS) for
Outpatient Rehabilitation Services and Physical Medicine Current Procedural
Terminology (CPT) Coding Guidance

This Program Memorandum (PM) is being issued in the form of questions and answers to
respond to numerousinquiriesrelating to PM AB-00-01, dated January 2000 (formerly PM AB-
98-63 dated October 1998). It also provides coding guidance on physical medicine CPT codes.
It doesnot provide clarification regarding the financial limitation asthislimitation has been
suspended for 2 years based on the Balanced Budget Refinement Act of 1999. Guidance
regar ding the suspension of the financial limitation will beissued in a separate PM.

Coding--Intermediaries

QL. Isit HCFA’sintent that HCPCS codes 11040, 11041, 11042, 11043, and 11044 be billable
ondl hill typeslisted except 13X and 83X and paid on the Medicare Physician Fee Schedule
(MPFS)?

A. Y es, except for hospital outpatient departments, codes 11042, 11043, and 11044 are paid

under the MPFS. (Refer to Q& A #9 under the heading “ Coding--Intermediariesand Carriers’
which will be a more appropriate way to code these services.)

Q2. Codes 11042, 11043, and 11044 when billed on a 13X hill are changed by the Outpatient
Code Editor (OCE) to 83X and paid under the ambulatory surgica center (ASC) pricer. What
do we do about billing for these codes?

A. Until systems changes are completed to edit for thereporting of therapy modifiers appended to
codes 11042, 11043, and 11044 to clearly distinguish when these debridement procedures are
being billed in the hospital outpatient setting as surgical procedures versus thergpy modalities,
it isappropriate for 13X bills to be processed in this manner. Currently, these codes on a
hospital outpatient bill are treated as surgical procedures subject to the ASC payment blend.

Qs. The OCE rgjects as noncovered, HCPCS codes 92551, 92559, 92560, 92590, 92593,
92594, and 92595 when billed by any provider other than a home hedlth agency (HHA). You
cannot get past the OCE edit unless you manualy overrideit. What do we do in this Situation?

A. These codesare noncovered for dl providersincluding HHAs. They were ddeted fromthelist
of audiology codesin PM AB-00-01. However, they were not deleted from the note on page
5 of the PM due to an oversight. Please disregard these codes.

Q4. If hospitalsare exempt from thepayment caps, why isit necessary for them to report modifiers?
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HCFA has identified certain codes as therapy codes, e.g., the debridement codes cited in
questions 1 and 2above, which the American Medica Association (AMA) dassfiesassurgical
procedures and are routingy performed as surgery in the hospital outpatient setting. By law,
these procedures must be paid under the M PESwhenfurnished as an outpatient therapy service
in the hospital outpatient setting and on the ASC blended payment method when provided as
an outpatient surgica procedure. When the new hospital outpatient PPS isimplemented in
2000, these procedures would be paid under the hospital outpatient PPS. Therefore, when
systems renovations are compl eted, use of the therapy discipline-specific modifiers would
fecilitate appropriate payment for these procedures. 1n the meantime, hospitalswould become
accustomed to properly billing therapy procedures.

Additionally, the Balanced Budget Act (BBA) of 1997 requires HCFA to submit areport to
Congress by January 1, 2001, which recommends establishing coverage policy for beneficiaries
based on diagnostic categoriesand prior use of servicesin both inpatient and outpatient settings
rather than onthecurrent dollar limitations. Useof the discipline-specificmodifiersby hospitals
would greatly enhance HCFA'’ s collection of datafor the study it must develop as required by
Congress.

If servicesare performed by audiologigts, arethey required to report one of the modifiers? For
example, if the HCPCS code is 92552 and the revenue code is 470, is modifier GN, GO, or
GP required?

If an audiology procedure (HCPCS code, for example 92552) is performed by an audiologist,
amodifier is not required.

Isatherapy modifier, GN, GO, or GP, required if the claimisfor partial hospitalization services
which are billed with condition code 41?

No. These modifiers are not required on partial hospitalization claims.

Some intermediaries haveindicated that they would not pay for thethree V codeslisted in PM
AB-00-01. These codes are for speech, language, and dysphagia screening and are priced by
the carriers. In addition, some intermediaries have indicated that they will not pay for some
codes, including certain codes within the 97000 series and the debridement codes (11040-43).
With respect to codes specificaly listed in PM AB-00-01, do intermediarieshavethediscretion
to universally deny use of these codes? Cantheintermediariesuniversaly prohibit thereporting
of acode (or codes)?

Y es, intermediaries have the discretion to universally deny certain codes but they do not have
the discretion to prohibit reporting of them. Thelisting of codesin PMsA-99-35 dated August
1999 (formerly PM A-98-24 dated July 1998) and AB-00-01 dated January 2000 is not
related to coverage as indicated in the note on page 2 of PM A-99-35. Intermediaries should
determine whether any of the reported codes are covered and medically necessary.

Coding--Intermediaries and Carriers

QL

A.

Q2.

Payment cannot be made for code 97010 when billed done. Should this code be bundled and
if so with which codes?

Y es, code 97010 should be bundled. It may be bundled with any therapy code. Regardless of
whether code 97010 is billed done or in conjunction with another therapy code, payment is
never made.

Should contractors edit when codes 97504 and 97116 are both reported in appropriate clinical



Qs.

Q4.

Q5.

Q6.

Q7.

Q8.

Qo.

situations?

Ingenerd, codes 97504 and 97116 should not be billed together. However, if code 97504 was
performed on an upper extremity and code 97116 (gait training) was also performed, both
codes may be billed with amodifier to denote a separate anatomic site.

Is modifier 59 the correct modifier to use when 97504 and 97116 are both billed?
Yes, 59 isthe correct modifier to use.
Explain the difference between HCPCS codes 97139 and 97799.

Code 97139 is an unlisted therapeutic procedure, which the CPT defines as “a manner of
effecting changethrough the gpplication of clinica skillsand/or servicesthat attempt toimprove
function” in one or more areas, each 15 minutes. Performance of this code requires that a
physician or therapist have direct (one-to-one) patient contact.

Code97799 denotesan unlisted phys ca medicine/rehabilitation serviceor procedure, including
tests and measurements.

Does Medicare alow re-evauation for speech therapy? There are physical and occupational
therapy HCPCS codes for re-evaluation. |f speech re-evaluation is allowed, what is the
appropriate HCPCS code to report?

Y es, Medicare doesmake payment for speech re-eva uation serviceswhen medicaly necessary
and appropriate. The appropriate code to report in billing such services is 92506.

IsHCPCS code 92525 valid for speech thergpy when billing a patient for a modified barium
swallowing to evaluate swallowing ability?

Yes.

Isthere a specific HCPCS code or range of HCPCS codes to report for cognitive speech
therapy training?

For cognitive speech therapy, a speech and language pathologist could use either code 92507
or 97770 but not both for the same treatment.

What resources are available for providers who have specific questions about coding?
Specific coding questions should be directed to the AMA or to atherapy association.

We understand thereisanew HCPCS code G0169. Can you describe when this code should
be reported?

G0169, anew HCPCSLeve 11 codewas created for use starting January 1, 2000. It isdefined
to describe the type of active debridement performed by therapists. (A more complete
description can be found in the Federal Register, November 2, 1999, p. 59426.) This code
can be used to describe active debridement, whether performed with a scissor, scalpel, or
waterjet regardless of the depth of tissue involved. Thereisno global period on this code.
Dressings placed on the wound after debridement are included in this code. We expect
therapists to start using this code instead of 10040-4 and 97799 as soon asis feasible.

Billing -- Intermediaries




4

Q1. If agplint (HCPCS code 97504) is provided by an occupationa therapist, what revenue code
should be reported?

A. Revenue code 430.

Q2. Wasit HCFA'’ s intent that providers change their charge masters mid-cost report year to

accommodate the change from visit to modality?

A. It was not HCFA' s intent to require providers to change their charge masters. However, in
order to be paid appropriatdly, providers will need to make changes to their charge masters.
Our intent wasto implement 84541 of the BBA inatimely fashionand dlow asmuch lead time
as possible for providers to make necessary changesto their internal systems.

Q3. Will HHA type of hills eventually be included in OCE edits?

A. There are no plans to include the HHA type of billsin the OCE.

Q4. When reporting line item dates of service, in what order should revenue codes be reported?

A. Revenue codes should be reported in revenue code order by date of service.

Q5. If you have more than one HCPCS code for the same revenue code during asingle visit, how
isthat illustrated on the UB-927?

A. _I?ach HCPCS code should be reported with the appropriate revenue code on a separate line
item.

Q6. Whenbilling for services not subject tolineitem date of servicereporting, doesit matter where

on the claim these services are reported?

A. Servicesthat do not require line item date of service reporting may be reported before or after
line item services at either the top or the bottom of the claim.

Billing--Carriers

Q1. When outpatient rehabilitation servicesarebilled tothe Part B carrier, isassgnment mandatory?

A. Themandatory assgnment provisiondoesnot apply totherapy servicesfurnished by aphysician,
aphysica therapist in a private practice, an occupationd therapist in private practice, or by a
nonphysician practitioner. 1n addition, the mandatory assgnment provision does not apply to
therapy servicesfurnished incident totheservicesof such physcians, therapists, or nonphysician
practitioners.

Q2. HCPCS codes that are considered to be outpatient rehabilitation services when submitted by
physicians or nonphysician practitioners are listed in 42CFR Parts 405, Addendum D, dated
June 5, 1998 of the proposed notice. The outpatient rehabilitation codeslisted in PM AB-00-
01 include severa codesthat are not listed in Addendum D. Which of these codes are dways
considered rehabilitation services and should always be subject to the financial limitation?

A. The codesidentified in Addendum D of the June 5, 1998 MPFS proposed rule should aways
be considered therapy services when submitted by physicians or nonphysician practitioners.

Billing--Intermediaries and Carriers




Q1. Do providers have to bill other payers by modalities?

A. Our understanding isthat some providershill other payers by moddities; however, it depends
on the payer.

Q2. If apatient has therapy (any type) for 3 minutes, would a provider charge for 15 minutes?

A. No, thiswould not constitute a therapy session. (See the section on CPT coding below.)

Q3. If a patient has therapy (any type) for 20 minutes, would a provider charge for 15 minutes?

A. Y es. (See the section on CPT coding below.)

Q4. Are unused minutes in excess of 15 or 30 minutes charged for future visits?

A. No. (Seethe section on CPT coding below.)

Q5. How should code 97010 be processed when billed done? We suggest returning the clam to
the provider or subjecting it to line item denial.

A. The code should be denied and existing Explanation of Medicare BenefitsMedicare Summary
Notice (EOMB/MSN) language used.

Q6. Inregardsto bundled services, doesthetimefor thebundled service get counted inthetimefor
the primary service? This comes up especidly with hot/cold packs, 97010. For example, if a
patient has a 25 minute visit with a hot pack for 10 minutes and therapeutic exercises for 15
minutes, doesthisget billed as 2 unitsof 971107 Or isthe hot pack time not counted and only
one unit of 97110 billed?

A. The scenario described isone unit of therapeutic exercise, 97110. Thetime of the hot and cold
pack is not skilled and thus does not count in the total time.

Payment--Intermediary

Q1. The MPFS abgtract file contains atechnical component price, aprofessonal component price,
and aglobal price for codes 92587 and 92588. Which price should intermediaries apply in
making payment for these services?

A. I ntermediariesshould pay for these servicesbased on thetechnical component relativeva ueunit
indicated in the file.

Q2. How will drugs be paid for in Comprehensive Outpatient Rehabilitation Facilities (CORFs)?

A. Some medications are included in the practice expenses, (e.g., local anesthetics) and other

medications have Leve 11 HCPCS codes. Because of Y 2K issues, we were unable to make
the systems modifications necessary for the payment of drugs and biologicals. Payment for
drugs and biologicals furnished in a CORF, therefore, will continue to be paid on a cost basis
until the Y 2K issues are resolved.

Qs. What isthe payment for outpatient rehabilitation servicesfurnished on or after January 1, 1999?

A. Generdly, for outpatient rehabilitation servicesfurnishedon or after January 1, 1999, Medicare
payment is equa to 80 percent of the lesser of (1) the actual chargesfor the service or (2) the
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physician fee schedule amount after the Part B deductibleismet. The only exception to this
method of payment isfor those services specificdly cited in PM AB-00-01 asbeing paid for on
acost basis in hospital outpatient departments.

How is payment determined for a CORF that performs rehabilitation services; for example, if
the bill typeis 75X, the revenue code is 41X, and the HCPCS code is 971107?

Payment is based on HCPCS code, not the revenue code. Payment for CORF services under
the MPFSislimited to the proceduresidentified by HCPCScodesin PM AB-00- O1. All other
CORF sarvices at this time should be paid on areasonable cost basis until our Y 2K changes
are completed. Since code 97110 islisted as arehabilitation service in the PM, it should be
paid under the MPFS, regardiess of the revenue code with which it is billed.

Payment--Intermediaries and Carriers

QL

A.

How do intermediaries obtain prices for therapy services that are not priced on the MPFS
abgstract file?

A service with a code that is not priced on the MPFS indicates it is carrier priced.
I ntermediariesshould request all required documentation from the provider and forward acopy
of the claim with all supporting documentation to the carrier for pricing. To establish
documentationrequirements, contact theappropriatelocal carrier for thejurisdictionthatisbeing
billed. Each carrier will havediscretion asto what documentationis needed to price aparticular
sarvice. There are certain servicesthat carry arestricted status on the MPFS database. If the
carrier reviewsthe necessary documentation and determinesthat the serviceisnoncovered, you
will be instructed to deny the claim.

Miscellaneous--Intermediaries

QL

A.

Q2.

Qs.

Q4.

How can providers that bill the intermediary obtain the MPFS amounts?

Intermediaries should forward their providers the abstract file they retrieved from HCFA.
Providersrequesting the entire MPFS should be advised of itsavallability viaHCFA’ swebste
atwww.hcfa.gov/stats/pufiles.htm, thenscroll downtoNationd Phys cianFeeScheduleRée ative
VaueFile.

How is coinsurance calculated for providers?

Medicare payment ismadeat 80 percent of thelower of theactua charge or the MPFS amount.
The remaining 20 percent is the beneficiary’ s coinsurance obligation.

Arerehabilitation agenciesand CORFsrequired to continue submitting cost reports? If so, will
provider cost reports be revised to reflect (1) the movement from a cost based payment
methodology to the MPFS and/or (2) imposition of the $1500 limitation?

Y es, providers (including rehabilitation agencies and CORFs) are required to file cost reports
notwithstanding the fact that therapy servicesare paid under the MPFS. A revised cost report
will reflect the movement from cost based payment to MPFS payment.

Doesthe 62.5 percent limit on mental health services gpply to services paid to a CORF under
the MPFS? If so, how does the limit apply?

Y es, theoutpatient mental heal thtreatment limitation appliesto menta hedlth servicesddivered
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in a CORF and paid under the MPFS. Hence, if the MPFS amount for a mental health
treatment service provided in a CORF is $100, this amount is multiplied by 62.5 percent (the
mental health treatment limitation). The resulting amount of $62.50 is then
multiplied by 80 percent whichyie dsthe Medicare payment of $50. The remaining 20 percent
or the balance of $12.50 is the coinsurance responsibility of the beneficiary.

Miscellaneous--Intermediaries and Carriers

Q1. Can occupational therapist and physical therapist dressing changes for wounds be charged?
A. No. Dressing changes are bundled into the MPFS payment for the service.
Q2. Can afacility charge for home exercise programs or any education program unattended when

the patient is exercising at home?

A. No. No charge can be made for a home thergpy program (or for an unsupervised program
conducted in another part of the facility). Payment is made only for the face-to-face time
involved in teaching the exercise.

Q3. Are providers and practitioners required to charge Medicare and non-Medicare patients the
same amounts for outpatient rehabilitation services?

A. No. Providersand practitioners may charge different amounts for outpatient rehabilitation
sarvices furnished to Medicare and non-Medicare patients. However, 81128(b)(6) of the
Socia Security Act providesthat the Secretary may excludefrom participationinthe Medicare
program and from participation in any State hedlth care program, individuals and entities that
charge substantialy in excess of their usua chargesfor furnished services. The determination
of whether acharge substantialy exceedsausud chargeis made by the Office of the Inspector
General.

Physical M edicine CPT Codes
Coding Guidance

Thefollowing provides guidance regarding the use of codes 97032-97036, 97110-97124, 97140, 97504~
97542, and 97703-97770.

Determining What Time Counts Towards 15 Minute Timed Codes

Providers report the code for the time actualy spent in the delivery of the modality requiring constant
attendance and therapy services. Pre- and post- ddlivery servicesare not to be counted in determining the
trestment servicetime. In other words, the time counted as* intraservice care’ begins when the therapist
or physician or anassi stant under the supervison of aphysician or thergpist isdelivering treatment services.
The patient should dready bein the treatment area (e.g., on the treatment table or mat or in the gym) and
prepared to begin treatment.

The time counted isthe timethe patient istreated. For example, if gaittraining for a patient with arecent
strokerequiresbothatherapist and an ass stant, or even two therapiststo manage the patient or theparallel
bars, each 15 minutesthepatient isbeing treated can only count asoneunit of 97116. Thetimethe patient
gpends not being treated because of the need for toileting or resting should not be billed. In addition, the
time spent waiting to use a piece of equipment or for other treatment to begin is not considered treatment
time.



Determining How to Bill Unitsfor 15 Minute Timed Codes

Several CPT codesused for therapy modalities, procedures, and tests and measurements specify that the
direct (one on one) time spent in patient contact is 15 minutes. Providers report procedure codes for

sarvicesddivered on any calendar day using CPT codes and the appropriate number of unitsof service.

For any single CPT code, providers bill asingle 15 minute unit for treatment greater than

or equal to 8 minutes and less than 23 minutes. If the duration of a single modality or procedureis

greater than or equal to 23 minutesto less than 38 minutes, then 2 units should be billed. Time intervas
for larger numbers of units are as follows:

3 units > 38 minutes to < 53 minutes

4 units > 53 minutes to < 68 minutes

5 units > 68 minutes to < 83 minutes

6 units > 83 minutes to < 98 minutes

7 units > 98 minutes to < 113 minutes
8 units > 113 minutes to < 128 minutes

The pattern remainsthesamefor treatment timesin excessof 2 hours. Providersshould not bill for services
performed for <8 minutes. Theexpectation (based onthework vauesfor thesecodes) isthat aprovider’s
time for each unit will average 15 minutesin length. If aprovider has a practice of billing less than 15
minutes for a unit, these situations should be highlighted for review.

The above schedule of timesisintended to provide assistanceinrounding time into 15 minute increments
It doesnot imply that any minuteuntil the 8th should beexcluded fromthetota count asthetiming of active
treatment counted includes al time.

It is advisable that the beginning and ending time of the treatment should be recorded in the patient’s
medica record alongwiththenotedescribingthetreatment. If morethan oneCPT codeisbilled during
a calendar day, then the total number of unitsthat can be billed is constrained by the total
treatment time, see examples below.

Example1l: If 24 minutes of 97112 and 23 minutes of 97110 were furnished, then the total
treatment time was 47 minutes, so only 3 units can be billed for the treetment. The
correct coding is2 unitsof 97112 and oneunit of 97110, assigning more unitsto the
service that took more time.

Example 2. If atherapist ddivers5 minutes of 97035 (ultrasound), 6 minutes of 97140 (manua
techniques), and 10 minutes of 97110 (therapeutic exercise), then the total minutes
are 21 and only one unit can be paid. Bill one unit of 97110 (the service with the
longest time) and the clinica record will serve as documentation that the other two
services were also performed.

Other Timed Physical Medicine Codes

Providersreport code 96105, assessment of aphasiawith interpretation and report, in 1-hour units. This
code represents formal evauation of gphasiawith an instrument such as the Boston Diagnostic Aphasa
Examination. If thisformal assessment is performed during treatment, it istypically performed only once
during trestment and its medica necessity should be documented. If thetest isrepeated during treatment,
the medical necessity of the repeat administration of the test must also
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be documented. It is common practice for regular assessment of a patient’ s progress in therapy to be
documented on the chart, and thismay be done usingtest itemstaken from theforma examinations. This
isconsidered to be part of thetrestment and should not be billed as 96105 unlessafull, formal assessment
is completed.

Other timed physicad medicine codes are 97545 and 97546. The interval for 97545 is 2 hours and for
97546, 1 hour. These are specialized codesto be used in the context of rehabilitating a worker to return
to ajob. The expectation isthat the entire time period specified in the codes 96545 or 97546 would be
the treatment period, Since ashorter period could be coded with another code such as 97110, 97112,
97114, or 97537. (These codes were developed for reporting services to persons in the Worker’s
Compensation program, thus we do not expect to see them reported for Medicare patients except under
very unusual circumstances.)

Proper Reporting of Code G0128 by CORFs

(G0128 was created for use by CORFsto report nursing services provided to beneficiaries as part of their
Plan of Treatment but not bundled into other services billed to the beneficiary (either by the
COREF or by aphysician or other practitioner associated with the CORF). The definition of thiscodeis
asfollows:

G0128 Direct (face-to-facewiththepatient) skilled nursing servicesof aregistered nurseprovided
in acomprehensive outpatient rehabilitation facility, each 10 minutes beyond the first 5
minutes.

Thus, G0128isusedto bill for servicesthat are specified in the beneficiary’ sPlan of Treatment that are not
part of other services. Examples of services that cannot be billed under G0128 are:

1. Ifanurseparticipatesinaphyscianservice, eg., taking thehistory or reviewing medication
aspart of an evauation and management visit (HCPCS codes 99201-99275) or aspart of aserviceduring
the global surgical period, assisting in a procedure, teaching the patient regarding
aprocedure or treatment suggested during the physician or other practitioner visit; providing information
tothepati ent about consegquencesor complicationsof atreatment; or respondingtotel ephonecallsresulting
fromthe physcian vist, then the nuraing services are part of the physician visit and cannot be separately
billed by the CORF;

2. Ifanursetakesvita sgns(pulse, blood pressure, weight, respiratory rate) associated with
aphysician or therapy visit, this time cannot be billed using G0128;

3. Ifawound dressingisrequired after adebridement (HCPCS 11040-11044) or whirlpool
treatment (HCPCS 97022) and the nurse dresses the wound, the payment for the dressing change is
included in the code for debridement or whirlpool and cannot be separately billed under G0128; and

4. Collecting alaboratory specimen, including phlebotomy.

Co-treatment by a nurse with a physica or occupational therapist or speech and language pathologist,
generdly will not bedlowed unlessaseparate nursing serviceisclearly identifiableinthe Plan of Treatment
and in the documentation.

The definition of skilled servicesisthat it generdly requiresthe skill of aregistered nurse to perform the
sarvice. Some examples would include procedures such asinsertion of a urinary catheter, intramuscular
injections, bowel dismpaction, nursing assessment, and education. Education, for example, wouldinclude
teaching apatient proper techniquesfor “in-and-out” urethral catheterization, skin carefor decubitusulcer,
and care of a colostomy.

Administrative tasks or documentation should not be billed under GO128.



10

Advise your providersin your next scheduled bulletin of this information.

The effective date of thisPM: N/A

The implementation date of thisPM: N/A

These instructions should be implemented within your current operating budget.

Contact personsfor coverage, payment, and financial limitation issuesin thisPM are Roberta
Epps on (410)786-4503, Gail Addis on (410)786-4522, or Terri Harris on (410)786-6830;
HCPCSCPT-4 issues and the Physical Medicine CPT Codes Coding Guidance section, contact
Laurie Feinberg, M .D., on (410)786-7069; intermediary billing issues, contact Faith Ashby on
(410)786-6145 or Linda Gregory on (410)786-6138; and carrier billing issues, contact Joan
Proctor-Young on (410)786-0949.

ThisPM may be discarded March 31, 2001.



