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See Policy CPT/HCPCS CODE section below for any prior authorization requirements 
 

SCOPE:  
 
Providence Health Plan, Providence Health Assurance, Providence Plan Partners, and Ayin Health 
Solutions as applicable (referred to individually as “Company” and collectively as “Companies”). 
 

APPLIES TO:  
 
All lines of business 
 

BENEFIT APPLICATION 
 
Medicaid Members 
  
Oregon: Services requested for Oregon Health Plan (OHP) members follow the OHP Prioritized List and 
Oregon Administrative Rules (OARs) as the primary resource for coverage determinations. Medical 
policy criteria below may be applied when there are no criteria available in the OARs and the OHP 
Prioritized List. 
 

POLICY CRITERIA 

This policy is based on Centers for Medicare & Medicaid Services: Medicare Benefit Policy Manual 
Chapter 1, Inpatient Hospital Services Covered Under Part A. Section 110 Inpatient Rehabilitation 
Facility (IRF) Services.1 
 

I. Acute in-patient rehabilitation services provided through formal rehabilitation programs 
aimed to restore the member to either pre-illness/injury functional status or to maximize 
the member’s functional status are considered medically necessary and covered when the 
following criteria are met: 
 
A. The needed services and intensity of services cannot be provided in an alternative 

rehabilitation setting such as a skilled nursing facility. 
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B. Documentation in the patient’s IRF medical record must demonstrate a reasonable 
expectation that the following criteria were met at the time of admission to the IRF: 
 

1. The patient must require the active and ongoing therapeutic intervention of 
multiple therapy disciplines (physical therapy, occupational therapy, speech-
language pathology, or prosthetics/orthotics), one of which must be physical or 
occupational therapy. 

 
2. The patient must generally require an intensive rehabilitation therapy program.  

Under current industry standard, this intensive rehabilitation therapy program 
generally consists of at least 3 hours of therapy per day at least 5 days per 
week.  In certain will-documented cases, this intensive rehabilitation therapy 
program might instead consist of at least 15 hours of intensive rehabilitation 
therapy within a 7 consecutive day period, beginning with the date of 
admission to the IRF. 

  
3. The patient must reasonably be expected to actively participate in, and benefit 

significantly from, the intensive rehabilitation therapy program at the time of 
admission to the IRF. The patient can only be expected to benefit significantly 
from the intensive rehabilitation therapy program if the patient’s condition and 
functional status are such that the patient can reasonably be expected to make 
measurable improvement (that will be of practical value to improve the 
patient’s functional or adaptation to impairments) as a result of the 
rehabilitation treatment, and if such improvement can be expected to be made 
within a prescribed period of time.  The patient need not be expected to 
achieve complete independence in the domain of self-care nor be expected to 
return to his or her prior level of functioning in order to meet this standard. 

 
4. The patient must require physician supervision by a rehabilitation physician, 

defined as a licensed physician with specialized training and experience in 
inpatient rehabilitation.  The requirement for medical supervision means that 
the rehabilitation physician must conduct face-to-face visits with the patient at 
least 3 days per week throughout the patient’s stay in the IRF to assess the 
patient both medically and functionally, as well as to modify the course of 
treatment as needed to maximize the patient’s capacity to benefit from the 
rehabilitation process. 

 
5. The patient must require an intensive and coordinated interdisciplinary 

approach to providing rehabilitation. 
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BILLING GUIDELINES 
 
When CPT codes are billed in an inpatient setting, prior authorization is required.  
 

CPT/HCPCS CODES 
 

All Lines of Business 

No Prior Authorization Required  

97110 Therapeutic procedure, 1 or more areas, each 15 minutes; therapeutic exercises to 
develop strength and endurance, range of motion and flexibility 

97112 Therapeutic procedure, 1 or more areas, each 15 minutes; neuromuscular reeducation 
of movement, balance, coordination, kinesthetic sense, posture, and/or proprioception 
for sitting and/or standing activities 

97113 Therapeutic procedure, 1 or more areas, each 15 minutes; aquatic therapy with 
therapeutic exercises 

97116 Therapeutic procedure, 1 or more areas, each 15 minutes; gait training (includes stair 
climbing) 

97124 Therapeutic procedure, 1 or more areas, each 15 minutes; massage, including 
effleurage, petrissage and/or tapotement (stroking, compression, percussion) 

97140 Manual therapy techniques (eg, mobilization/ manipulation, manual lymphatic drainage, 
manual traction), 1 or more regions, each 15 minutes 

97150 Therapeutic procedure(s), group (2 or more individuals) 

97161 Physical therapy evaluation: low complexity, requiring these components: A history with 
no personal factors and/or comorbidities that impact the plan of care; An examination of 
body system(s) using standardized tests and measures addressing 1-2 elements from any 
of the following: body structures and functions, activity limitations, and/or participation 
restrictions; A clinical presentation with stable and/or uncomplicated characteristics; 
and Clinical decision making of low complexity using standardized patient assessment 
instrument and/or measurable assessment of functional outcome 

97162 Physical therapy evaluation: moderate complexity, requiring these components: A 
history of present problem with 1-2 personal factors and/or comorbidities that impact 
the plan of care; An examination of body systems using standardized tests and measures 
in addressing a total of 3 or more elements from any of the following: body structures 
and functions, activity limitations, and/or participation restrictions; An evolving clinical 
presentation with changing characteristics; and Clinical decision making of moderate 
complexity using standardized patient assessment instrument and/or measurable 
assessment of functional outcome. Typically, 30 minutes are spent face-to-face with the 
patient and/or family 

97163 Physical therapy evaluation: high complexity, requiring these components: A history of 
present problem with 3 or more personal factors and/or comorbidities that impact the 
plan of care; An examination of body systems using standardized tests and measures 
addressing a total of 4 or more elements from any of the following: body structures and 
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functions, activity limitations, and/or participation restrictions; A clinical presentation 
with unstable and unpredictable characteristics; and Clinical decision making of high 
complexity using standardized patient assessment instrument and/or measurable 
assessment of functional outcome. Typically, 45 minutes are spent face-to-face with the 
patient and/or family. 

97164 Re-evaluation of physical therapy established plan of care, requiring these components: 
An examination including a review of history and use of standardized tests and measures 
is required; and Revised plan of care using a standardized patient assessment instrument 
and/or measurable assessment of functional outcome Typically, 20 minutes are spent 
face-to-face with the patient and/or family. 

97165 Occupational therapy evaluation, low complexity, requiring these components: An 
occupational profile and medical and therapy history, which includes a brief history 
including review of medical and/or therapy records relating to the presenting problem; 
An assessment(s) that identifies 1-3 performance deficits (ie, relating to physical, 
cognitive, or psychosocial skills) that result in activity limitations and/or participation 
restrictions; and Clinical decision making of low complexity, which includes an analysis of 
the occupational profile, analysis of data from problem-focused assessment(s), and 
consideration of a limited number of treatment options. Patient presents with no 
comorbidities that affect occupational performance. Modification of tasks or assistance 
(eg, physical or verbal) with assessment(s) is not necessary to enable completion of 
evaluation component. Typically, 30 minutes are spent face-to-face with the patient 
and/or family. 

97166 Occupational therapy evaluation, moderate complexity, requiring these components: An 
occupational profile and medical and therapy history, which includes an expanded 
review of medical and/or therapy records and additional review of physical, cognitive, or 
psychosocial history related to current functional performance; An assessment(s) that 
identifies 3-5 performance deficits (ie, relating to physical, cognitive, or psychosocial 
skills) that result in activity limitations and/or participation restrictions; and Clinical 
decision making of moderate analytic complexity, which includes an analysis of the 
occupational profile, analysis of data from detailed assessment(s), and consideration of 
several treatment options. Patient may present with comorbidities that affect 
occupational performance. Minimal to moderate modification of tasks or assistance (eg, 
physical or verbal) with assessment(s) is necessary to enable patient to complete 
evaluation component. Typically, 45 minutes are spent face-to-face with the patient 
and/or family. 

97167 Occupational therapy evaluation, high complexity, requiring these components: An 
occupational profile and medical and therapy history, which includes review of medical 
and/or therapy records and extensive additional review of physical, cognitive, or 
psychosocial history related to current functional performance; An assessment(s) that 
identifies 5 or more performance deficits (ie, relating to physical, cognitive, or 
psychosocial skills) that result in activity limitations and/or participation restrictions; and 
Clinical decision making of high analytic complexity, which includes an analysis of the 
patient profile, analysis of data from comprehensive assessment(s), and consideration of 
multiple treatment options. Patient presents with comorbidities that affect occupational 
performance. Significant modification of tasks or assistance (eg, physical or verbal) with 
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assessment(s) is necessary to enable patient to complete evaluation component. 
Typically, 60 minutes are spent face-to-face with the patient and/or family. 

97168 Re-evaluation of occupational therapy established plan of care, requiring these 
components: An assessment of changes in patient functional or medical status with 
revised plan of care; An update to the initial occupational profile to reflect changes in 
condition or environment that affect future interventions and/or goals; and A revised 
plan of care. A formal reevaluation is performed when there is a documented change in 
functional status or a significant change to the plan of care is required. Typically, 30 
minutes are spent face-to-face with the patient and/or family. 

97530 Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to 
improve functional performance), each 15 minutes 

97533 Sensory integrative techniques to enhance sensory processing and promote adaptive 
responses to environmental demands, direct (one-on-one) patient contact, each 15 
minutes 

97535 Self-care/home management training (eg, activities of daily living (ADL) and 
compensatory training, meal preparation, safety procedures, and instructions in use of 
assistive technology devices/adaptive equipment) direct one-on-one contact, each 15 
minutes 

97537 Community/work reintegration training (eg, shopping, transportation, money 
management, avocational activities and/or work environment/modification analysis, 
work task analysis, use of assistive technology device/adaptive equipment), direct one-
on-one contact, each 15 minutes 

97542 Wheelchair management (eg, assessment, fitting, training), each 15 minutes 

Unlisted Codes 
All unlisted codes will be reviewed for medical necessity, correct coding, and pricing at the 
claim level. If an unlisted code is billed related to services addressed in this policy then 
prior-authorization is required. 

97139 Unlisted therapeutic procedure (specify) 

 

DESCRIPTION  
 
According to (CMS) regarding Inpatient Rehabilitation Facility Services: 
 
“In-patient rehabilitation facility (IRF) services are programs designed to provide intensive rehabilitation 
therapy in a resource intensive inpatient hospital environment for patients who due to the complexity of 
their nursing, medical management, and rehabilitation needs, require and can reasonably be expected 
to benefit from an inpatient stay and interdisciplinary team approach to the delivery of rehabilitation 
care.”1 
A primary distinction between the IRF environment and other rehabilitation settings is the intensity of 
rehabilitation therapy services provided in an IRF. The generally-accepted standard by which the 
intensity of these services is typically demonstrated in IRFs is by the provision of intensive therapies at 
least 3 hours per day at least 5 days per week. 

 
Clinical diagnoses that may be appropriate for acute impatient rehabilitation services include: 
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Examples include, but are not limited to: 
 

 Burns 

 Non-progressive disorders of the central nervous system or traumatic brain injuries 

 Non-progressive spinal cord disorders 

 Polyneuropathy (including Guillain-Barré syndrome) 

 Amputations of more than one limb or complicated single amputations 

 Arthroplasty of more than one joint or complicated single joint arthroplasty 

 Trauma 

 Craniotomy 
 
If the reason an inpatient is still in the hospital is that they are waiting for availability of a skilled nursing 
facility (SNF) bed, …the beneficiary who is already appropriately an inpatient can be kept in the hospital 
as an inpatient if the only reason they remain in the hospital is they are waiting for a post-acute SNF 
bed. The physician may certify the need for continued inpatient admission on this basis.” 
 
Definition of Measurable Improvement 
 
According to (CMS) regarding a definition of measurable improvement: 
 
“A patient can only be expected to benefit significantly from an intensive rehabilitation therapy program 
provided by an IRF if the patient’s IRF medical record indicates a reasonable expectation that a 
measurable, practical improvement in the patient’s functional condition can be accomplished within a 
predetermined and reasonable period of time.  In general, the goal of the IRF treatment is to enable the 
patient’s safe return to the home or community-based environment upon discharge from the IRF.  The 
patient’s IRF medical record is expected to indicate both the nature and degree of expected 
improvement and the expected length of time to achieve the improvement. 
 
Since discharge planning is an integral part of any rehabilitation program and must begin upon the 
patient’s admission to the IRF, an extended period of time for discharge from the IRF would not be 
reasonable and necessary after established goals have been reached or the determination has been 
made that further progress is unlikely. 
 
For an IRF stay to be considered reasonable and necessary, the patient does not have to be expected to 
achieve complete independence in the domain of self-care.  However, to justify the need for a continued 
IRF stay, the documentation in the IRF medical record must demonstrate the patient’s ongoing 
requirement for an intensive level of rehabilitation services and an inter-disciplinary team approach to 
care.  Further, the IRF medical record must also demonstrate that the patient is making functional 
improvements that are ongoing and sustainable, as well of practical value, measured against his/her 
condition at the start of treatment. Since in most instances the goal of an IRF stay is to enable a patient’s 
safe return to the home or community-based environment upon discharge, the patients treatment goals 
and achievements during an IRF admission are expected to reflect significant and timely progress toward 
the end result.  During most IRF stays, therefore, the emphasis of therapies would generally shift from 
traditional, patient-centered therapeutic services to patient/caregiver education, durable medical 
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equipment training, and other similar therapies that prepare the patient for a safe discharge to the 
home or community-based environment. 
 
An IRF claim could never be denied for the following reasons: (1) because a patient could not be 
expected to achieve complete independence in the domain of self-care or (2) because a patient could 
not be expected to return to his or her prior level of functioning.”1 
 

INSTRUCTIONS FOR USE 
 
Company Medical Policies serve as guidance for the administration of plan benefits.  Medical policies do 
not constitute medical advice nor a guarantee of coverage.  Company Medical Policies are reviewed 
annually and are based upon published, peer-reviewed scientific evidence and evidence-based clinical 
practice guidelines that are available as of the last policy update.  The Companies reserve the right to 
determine the application of Medical Policies and make revisions to Medical Policies at any 
time.  Providers will be given at least 60-days’ notice of policy changes that are restrictive in nature.  
 
The scope and availability of all plan benefits are determined in accordance with the applicable coverage 
agreement.  Any conflict or variance between the terms of the coverage agreement and Company 
Medical Policy will be resolved in favor of the coverage agreement.  
 

REGULATORY STATUS 
 
Mental Health Parity Statement  
 
Coverage decisions are made on the basis of individualized determinations of medical necessity and the 
experimental or investigational character of the treatment in the individual case.  In cases where 
medical necessity is not established by policy for specific treatment modalities, evidence not previously 
considered regarding the efficacy of the modality that is presented shall be given consideration to 
determine if the policy represents current standards of care. 
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