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MEDICARE
update

MDS Section GG Announcements
CMS reviewed a few MDS Section GG
coding questions that have been received.
CMS made it clear that completion of
Section GG of the MDS:
• Should NOT be dependent on a single
rehab evaluation;
• Is expected to be interdisciplinary and
reflect “usual” performance, knowing that
patient performance can change throughout
the day.
• Should NOT delay initiation of therapy while
waiting for Section GG completion.

CMS responded to the following questions
and inquiries:
(1) Who can complete section GG?
In general, CMS does not dictate to facilities
which items on the assessment should be
completed. CMS does require providers to
use their judgment in making sure the person
conducting assessments are the most
appropriate to conduct a specific item, or
items being completed.

(2) What is meant by the term “therapeutic
intervention?”
Therapeutic intervention is clinical treatment
interventions that are performed by a professional
clinician based on an individual assessment
and delivered as part of the plan of care.
Professional clinicians could include RNs,
PTs, OTs, SLPs and other clinicians.
One of the biggest questions received so
far is regarding clarification on what is meant
by the completion of a functional assessment,
within three days from the start of the Part
A stay, and individual status.
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MDS Section GG Announcements (cont.)
For the first required Medicare Assessment
under a Part A stay, Section GG is part of the
assessment and must be completed with data
collected from the first three calendar days, at
the start of the Part A stay. It is also completed
prior to discharge with data collected from the
last three days of the Part A stay.
As the assessment reference date (ARD) rules
for the PPS Part A stay assessments have not
changed, it does not mean that the encoding
of Section GG has to be entered within those
three days.
Section GG, on admission, is specifically looking
for baseline functional status. CMS has adjusted
the policy to allow the facility to complete the
functional assessment prior to the person benefiting
from treatment interventions as described above.

(3) Inquiries were made regarding examples
#3 and #5 in Chapter 3, Section A, pages
A35 and A36 of the RAI Manual.
The examples provided will be updated to
reflect any new specifications that require
”A0310H” to be coded as one, when a person in
a PPS Part A stay is discharged on the day of, or
the day after their stay. CMS will update those
examples to include the type of assessment to
be completed in relation to those examples.
The examples should be a Part A PPS SOT- OMRA
discharge combination and, in that, the coding
for A0310H should be 1 (Yes, it is a Part A PPS
Discharge Assessment) and not 0 (No, it is not a
Part A PPS Discharge Assessment).
Providers that have additional questions related
to the coding of the MDS should contact their
state RAI Coordinator. The information is available
in Appendix B of the RAI manual.

"Excellence is the result of
caring more than others think
is wise, risking more than
others think is safe, dreaming
more than others think is
practical, and expecting more
than others think is possible."
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New PT & OT Evaluation Codes Released in 2017 CY
Proposed Rule for Services Paid under Medicare Physician
Fee Schedule
With the release of the 2017 proposed physician
fee schedule, CMS is giving physical therapists
(PTs) and occupational therapists (OTs) their first
glimpse of a coding system that acknowledges
varying levels of complexity in evaluation.
Though, for now, there is no difference in payment
rates among those levels, and no changes from
2016 rates. The proposed rule, which covers
Medicare Part B services that apply to PTs, OTs,
physicians, and other providers, incorporates
work done by the American Medical Association
(AMA) CPT Editorial Panel to retool current
procedural terminology (CPT) codes for
evaluation and reevaluation.

Let’s discuss the details…
• What does the rule propose?
o Three new physical therapy (PT) evaluation
codes and three new occupational therapy
(OT) evaluation codes. The coding standard
for the three evaluation types are based
on patient complexity (low, moderate or high).
o New physical therapy (PT) reevaluation
code and new occupational therapy (OT)
reevaluation code.

“Individual commitment to a
group effort -- that is what makes
a team work, a company work, a
society work, a civilization work.”
- Vince Lombardi

• Multiple Levels of Complexity—One Level of
Payment.
o For the three new PT and three new OT
evaluation codes, CMS is proposing a work
Relative Value Unit (RVU) of 1.2 for all 6
codes and the Practice Expense RVU to
be 0.60 for all 6 codes. This means the payment
from the Medicare program will be the same
for all 6 evaluation codes regardless of
the complexity and severity of the patient or
the required clinical decision making of the
evaluating therapist. They are priced as a
group rather than individually.
o The new evaluation and reevaluation
codes will be considered “always therapy”
codes and will be subject to the MPPR
reduction and the annual therapy cap.
• Timeline & Effective Date(s):
o CMS accepted comments on the proposed
rule through September 5, 2016. The Final
Rule is expected to publish in November
2016 with finalized code descriptors and
values.
o The new evaluation codes will be effective
with dates of service on and after January
1, 2017 and will apply to all insurance
carriers who are covered under HIPAA.
TMC has done an analysis of these codes and
will provide educational resources and tools for
our therapists once the final rule publishes.
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New PT & OT Evaluation Codes Released in 2017 CY
Proposed Rule for Services Paid under Medicare Physician
Fee Schedule (cont.)
Other Therapy-Related Proposed Rule
Provisions
CMS has identified 10 commonly used therapy
codes that may be “misvalued.” APTA, AOTA
and other specialty groups are working to
develop proposed coding changes through the
CPT process. In the meantime, CMS is looking
for input on values during the comment period.
• Misvalued Codes - Ten CPT codes that
therapist typically report were identified by
CMS for review to determine if they are "misvalued"
and need to be updated based on possible
changes, as these codes haven't been reviewed
since 2009 or earlier.

97032
97110
97113
97140
97535

97035
97112
97116
97530
G0283

Telehealth Update - Despite requests to add

certain rehab therapy services—including evaluations
and therapeutic procedures—to the list of covered
telehealth services, CMS does not intend to do
so, noting that because PTs, OTs, and SLPs “are
not authorized practitioners of telehealth...we
do not believe it would be appropriate to add
[these services] to the list of telehealth services
at this time.”

Please contact us if you have any questions.
Leslie Welch, RAC-CT/COTA
Vice President of Reimbursement
and Regulatory Compliance
Phone: (352) 382-1130
Email: corporatecompliance@therapymgmt.com

www.therapymgmt.com
• The codes are 97032 (electrical stimulation),
97035 (ultrasound therapy), 97110 (therapeutic
exercises), 97112 (neuromuscular reeducation),
97113 (aquatic therapy), 97116 (gait training),
97140 (manual therapy), 97530 (therapeutic
activities), 97535 (self-care management
training), and G0283 (electrical stimulation other
than wound). They are among 118 total "high
expenditure" codes (with Medicare allowed
charges of $10 million or more) that CMS
identified for review, with a target of a 1%
reduction in expenditures for misvalued
codes in 2016.
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