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246.
EXCISE TAX PENALTIES FOR CONTRIBUTORS TO NONCONFORMING GROUP HEALTH PLANS


There is an excise tax penalty on employers and employee organizations which contribute to nonconforming group health plans.  They are taxed 25 percent of the employer's or employee organization's expenses incurred during the calendar year for each group health plan (conforming as well as nonconforming) to which they contribute.  This tax penalty does not apply to Federal and other government employers.


The term "nonconforming group health plan" means a group health plan or an LGHP that at any time during a calendar year fails to comply with any of the following provisions of the working aged, disability, or ESRD Medicare secondary laws.


A.
Working Aged.--Section 1862(b)(1)(A)(i)(I) of the Act provides that a GHP may not take into account that an individual in current employment status age 65 or over (or a spouse age 65 or over of an individual of any age who has current employment status with an employer) is entitled to Medicare.  Further, §1862(b)(1)(A)(i)(II) of the Act states that a group health plan must provide the same benefits under the same conditions to any employee or employee's spouse age 65 or over as it provides to employees and employees' spouses under age 65, if those 65 or older are covered under the plan on the basis of the individual's current employment status or the current employment status of a spouse of any age.


B.
Disability.--Section 1862(b)(1)(B) of the Act provides that an LGHP may not take into account that an individual is entitled to Medicare based on disability.  


C.
ESRD.--Section 1862(b)(1)(C) of the Act provides that a group health plan may not take into account that an individual is entitled to Medicare on the basis of ESRD during the period when Medicare is secondary payer.  Further, a group health plan may not differentiate on the basis of the existence of ESRD, the need for renal dialysis, or in any other manner in the benefits it provides between individuals having ESRD and other individuals covered by such plan.  (See §230ff.)


The excise tax penalty for nonconformance with the working aged and ESRD MSP provisions can be imposed for acts of discrimination occurring on or after December 20, 1989.  The excise tax penalty for nonconformance with the disability MSP provision can be imposed for acts of discrimination occurring on or after January 1, 1987.


247.
FEDERAL GOVERNMENT'S RIGHT TO SUE AND COLLECT DOUBLE DAMAGES


Separate from its subrogation rights, the Federal Government has an independent right to take legal action to recover Medicare primary payments from entities that are required or responsible to pay benefits primary to Medicare but which fail to do so.  The Federal Government may recover double damages in this type of lawsuit pursuant to §1862(b)(2)(B)(ii) of the Act.  Entities that are required or responsible to pay primary to Medicare include:


o
GHPs, including insurers, employers, and third party administrators of such plans,


o
LGHPs, including insurers, employers and third party administrators of such plans,


o
Any liability insurance policy or plan, including a self-insured plan,


o
A WC plan, and


o
A no-fault insurance plan.
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The Government's right to sue and collect double damages is effective for items and services furnished on or after December 20, 1989, under all MSP provisions except the MSP for the disabled provision.  The Government's right to sue and collect double damages under the MSP for the disabled provision is effective for items and services furnished on or after January 1, 1987.




CORF Services

250.
GENERAL


A CORF is recognized as a provider of services that is paid on the basis of its reasonable costs.  To participate as a CORF, you must provide at least the following three services:


o
Physician services;


o
Physical therapy services; and


o
Social or psychological services.


In addition to this basic package of services, you may furnish and receive payment for as many of the other items and services listed in §251 as you wish.


To receive Medicare payment for covered services, you must have adequate space and equipment necessary to provide any of the services you elect to provide. Additionally, in order to accept a patient, you must be able to provide all of the services required by the patient as established in the plan of treatment.  If you do not have personnel to provide the service, you may arrange for the services to be provided at the CORF by outside practitioners.  Payment is made by assigned intermediaries acting in the role of Part B carriers.


CORF services are subject to the Medicare Part B deductible and coinsurance provisions, i.e., you may bill the beneficiary only for the unmet portion of the deductible and 20 percent of your customary charges for covered services, unless the services are subject to the outpatient mental health treatment limitation.  (See §255.)

Rev. 1
2-53 

251
COVERAGE OF SERVICES
04-98

251.
COVERED/NONCOVERED CORF SERVICES


A.
Covered CORF Services.--Covered services include:


o
Physician services related to administrative functions;


o
Physical therapy, occupational therapy, speech pathology services, and respiratory therapy;


o
Social and psychological services;


o
Nursing care provided by or under the supervision of a registered professional nurse;


o
Prosthetic and orthotic devices, including testing, fitting, or training in the use of such devices;


o
Drugs and biologicals which cannot be self-administered;


o
Supplies, appliances, and equipment, including the purchase or rental of durable medical equipment (DME) from the CORF; and


o
A single home visit to evaluate the potential impact of the home environment on the rehabilitation goals.


B.
Noncovered Services.--The statute specifies that no service may be covered as a CORF service if it is not covered as an inpatient hospital service.  This does not mean that the beneficiary must require a hospital level of care or meet other requirements unique to hospital care.  This provision merely requires that the service be one that could be covered when provided in a hospital. Accordingly, coverage determinations for CORF services are based on established coverage guidelines.


CORF services are not covered if not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the function of a malformed body member.  Thus, there must be potential for restoration or improvement of lost or impaired functions.  For example, services involving repetitive services that do not require the skilled services of nurses or therapists, e.g., maintenance programs, general conditioning, or ambulation, are not covered.  These services could be performed in the patient's residence by nonmedical personnel such as family members.  It is not reasonable and necessary for such services to be performed in an ambulatory care setting by CORF personnel.
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252.
PROVISION OF SERVICES


A.
Place of Treatment.--In general, all services must be furnished on your premises.  The only exceptions are the home evaluation (see §251) and, effective December 22, 1987, physical therapy, occupational therapy, and speech pathology services.  There is no restriction on where these services may be furnished.  They may be covered if furnished pursuant to the plan of treatment and if they do not duplicate services for which payment has otherwise been made under Medicare.


You must clearly identify each service performed off the premises of the facility so that your intermediary can easily differentiate between services provided at the facility and elsewhere.  (See §416, item 94).


B.
Personnel Qualification Requirements.--Services must be furnished or supervised by personnel who meet the requirements in 42 CFR 485.70.


C.
Services Furnished Under Arrangements.--CORF services provided under arrangements are subject to the provisions of §202.


D.
Referral for Treatment.--To become a patient of a CORF, the beneficiary must be under the care of a physician who certifies that the beneficiary needs skilled rehabilitation services.


The referring physician must advise you of the beneficiary's medical history, current diagnosis and medical findings, desired rehabilitation goals, and any contraindications to specific activity or intensity of rehabilitation services.


E.
Plan of Treatment.--Your services must be furnished under a written plan of treatment established by a physician.  The physician may be either a physician associated with you or the referring physician if he/she provides a detailed plan of treatment that meets the following requirements:


o
The plan of treatment must contain the diagnosis, type, amount, frequency, and duration of services to be performed and the anticipated rehabilitation goals.


o
The plan of treatment must be sufficiently detailed to permit an independent evaluation of the patient's specific need for the indicated services and of the likelihood that he/she will derive meaningful benefit from them.


o
The plan of treatment must be reviewed by the CORF physician at least once every 60 days.  Following the review, the physician must certify that the plan of treatment is being followed and that the patient is making progress in attaining the established rehabilitation goals.  When the patient has reached a point where no further progress is being made toward one or more of the goals, Medicare coverage ends for that aspect of the plan of treatment.


F.
Physician Certification and Recertification.--


1.
Content of Physician Certification.--No payment may be made for CORF services unless a physician certifies that:


o
A plan for furnishing such services is or was established and periodically reviewed by a physician (see §252E);
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o
The services are or were furnished while the patient was under the care of a physician (see §252D); and


o
The services are or were required because the patient needed skilled rehabilitation services.


Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify the necessity for the services.  Obtain the certification at the time the plan of treatment is established or as soon thereafter as possible.  A physician is a doctor of medicine, osteopathy (including an osteopathic practitioner), or podiatric medicine legally authorized to practice by a State in which he/she performs the function.  The services performed by physicians within this definition are subject to any limitations imposed by the State on the scope of practice.


2.
Recertification.--A CORF physician must recertify at intervals of at least once every 60 days that:


o
The plan is being followed;


o
The patient is making progress in attaining the rehabilitation goals; and


o
The treatment is not having any harmful effect on the patient.


Obtain the recertification at the time the plan of treatment is reviewed since the same interval (at least once every 60 days) is required for the review of the plan.  Recertifications are signed by the physician who reviews the plan of treatment.  You may choose the form and manner of obtaining timely recertification.


3.
Method and Disposition of Certifications.--There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way, as long as the intermediary can determine, when necessary, that the certification and recertification requirements are met. Retain certification by the physician and certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file when the request for payment is forwarded.


4.
Delayed Certification.--Obtain certifications and recertifications as promptly as possible.  Payment is not made unless the necessary certifications have been secured.  In addition to complying with the usual content requirements, delayed certifications and recertifications are to include an explanation for the delay and any other evidence necessary in the case.  You may choose the form and manner of obtaining delayed certifications and recertifications.
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253.
SPECIFIC CORF SERVICES


253.1
Physician Services.--Certain administrative services provided by the physician associated with you are considered CORF services.  Medicare payment may be made for these services.  These services include:


o
Examinations for the purpose of establishing and reviewing the plan of treatment,


o
Consultation with and medical supervision of nonphysician staff, and


o
Other medical and facility administration activities.


Physician diagnostic and therapeutic services furnished to an individual patient are not CORF physician services.  They are regular physician services and are billable to the Part B carrier.  The claim form must be clearly annotated to show the CORF as the place of treatment.  Payment for these services is usually made on the basis of the Medicare physician fee schedule.


253.2
Physical Therapy Services.--The coverage guidelines in §271 apply to physical therapy services provided by CORFs. Under those guidelines, maintenance physical therapy, i.e., repetitive services required to maintain a level of functioning, is not covered.  However, the establishment of a maintenance program for a patient whose restoration potential has been reached is a covered service.  The program may include examinations, evaluations of the patient's condition, preparation of the maintenance program, and the training of nonskilled individuals to carry out the program.


253.3
Occupational Therapy Services.--


A.
Definition.--Occupational therapy is medically prescribed treatment to improve or restore functions which have been impaired by illness or injury or, when function has been permanently lost or reduced by illness or injury, to improve the individual's ability to perform those tasks required for independent functioning.  Such therapy may involve:


o
The evaluation and reevaluation (as required) of a patient's level of function by administering diagnostic and prognostic tests;


o
The selection and teaching of task-oriented therapeutic activities designed to restore physical function, e.g., use of woodworking activities on an inclined table to restore shoulder, elbow, and wrist range of motion lost as a result of burns;


o
The planning, implementation, and supervision of individualized therapeutic activity programs as part of an overall active treatment program for a patient with a diagnosed psychiatric illness, e.g., the use of sewing activities which require following a pattern to reduce confusion and restore reality orientation in a schizophrenic patient;


o
The planning and implementation of therapeutic tasks and activities to restore sensory-integrative function, e.g., providing motor and tactile activities to increase sensory input and improve response for a stroke patient with functional loss resulting in a distorted body image;
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o
The teaching of compensatory techniques to improve the level of independence in the activities of daily living, e.g., teaching a patient who has lost the use of an arm how to pare potatoes and chop vegetables with one hand, teaching an upper extremity amputee how to functionally utilize a prosthesis, or teaching a stroke patient new techniques to enable the patient to perform feeding, dressing, and other activities as independently as possible;


o
The design, fabrication, and fitting of orthotic and self-help devices, e.g., making a hand splint for a patient with rheumatoid arthritis to maintain the hand in a functional position or constructing a device which enables an individual to hold a utensil and feed him/herself independently; and


o
Vocational and prevocational assessment and training.


Only a qualified occupational therapist has the knowledge, training, and experience required to evaluate and reevaluate a patient's level of function, determine whether an occupational therapy program could reasonably be expected to improve, restore, or compensate for lost function, and, when appropriate, recommend to the physician a plan of treatment.  However, while the skills of a qualified occupational therapist are required to evaluate the patient's level of function and develop a plan of treatment, the implementation of the plan may also be carried out by a qualified occupational therapy assistant functioning under the general supervision of the qualified occupational therapist.  


NOTE:
General supervision requires initial direction and periodic inspection of the actual activity.  However, the supervisor need not always be physically present or on the premises when the assistant is providing the services.


B.
Coverage Criteria.--To constitute covered occupational therapy for Medicare purposes, the services furnished to a beneficiary must be:


o
Prescribed by a physician;


o
Performed by a qualified occupational therapist or a qualified occupational therapy assistant under the general supervision of a qualified occupational therapist; and


o
Reasonable and necessary for the treatment of the individual's illness or injury.


1.
Potential for Improvement.--Occupational therapy designed to improve function is considered reasonable and necessary for the treatment of the individual's illness or injury only if an expectation exists that the therapy will result in a significant practical improvement in the individual's level of functioning within a reasonable period of time.  If an individual's improvement potential is insignificant in relation to the extent and duration of occupational therapy services required to achieve improvement, such services are not considered reasonable and necessary and are thus excluded from coverage.  If a valid expectation of improvement exists at the time the occupational therapy program is instituted, the services are covered even though the expectation may not be realized.  However, in such situations, the services are covered only up to the time at which it is reasonable to conclude that the patient's condition is not going to improve. 

2-58
Rev. 1

04-98
COVERAGE OF SERVICES
253.4

2.
Maintenance Programs.--Once a patient has reached the point where no further significant practical improvement can be expected, the skills of an occupational therapist or occupational therapy assistant are not required to carry out an activity and/or exercise program required to maintain function at the level to which it has been restored.  Consequently, while the services of an occupational therapist in designing a maintenance program and making infrequent but periodic evaluations of its effectiveness are covered, the services of an occupational therapist or occupational therapy assistant in carrying out the program are not considered reasonable and necessary for the treatment of illness or injury and such services are excluded from coverage.


3.
Temporary Condition.--Occupational therapy is not required to effect improvement or restoration of function when a patient suffers a temporary loss or reduction of function (e.g., temporary weakness resulting from prolonged bed rest after major abdominal surgery) which can reasonably be expected to spontaneously improve as the patient gradually resumes normal activities.  Accordingly, occupational therapy furnished in such situations is not considered reasonable and necessary for the treatment of the individual's illness or injury and the services are excluded from coverage.


4.
Psychiatric Services.--Occupational therapy may also be required for a patient with a specific diagnosed psychiatric illness.  When such services are required, they are covered if the coverage criteria set forth are met.  However, if an individual's motivational needs are not related to a specific diagnosed psychiatric illness, the meeting of such needs does not usually require an individualized therapeutic program. Rather, such needs can be met through general activity programs or the efforts of other professional personnel involved in the care of the patient as patient motivation is an appropriate and inherent function of all health disciplines and is interwoven with other functions performed by such personnel for the patient.  Accordingly, since the special skills of an occupational therapist or occupational therapy assistant are not required, an occupational therapy program for such individuals is not considered reasonable and necessary for the treatment of an illness or injury.  Services furnished under such a program are excluded from coverage.


5.
Vocational Services.--As indicated, occupational therapy services include vocational and prevocational assessment and training.  When services provided by an occupational therapist and/or an assistant are related solely to specific employment opportunities, work skills, or work settings, they are not reasonable or necessary for the diagnosis or treatment of an illness or injury and are excluded from coverage.


C.
Supplies.--Occupational therapy frequently necessitates the use of various supplies, e.g., looms, ceramic tiles, or leather.  The cost of such supplies may be included in the occupational therapy cost center.


253.4
    Speech Pathology Services.--Speech pathology services are subject to the guidelines in §272.


Services related to congenital speech difficulties (e.g., stuttering or lisping) are not covered unless such services are incident to the treatment of otherwise covered CORF services.
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Although in other outpatient settings a speech pathologist is permitted to establish a plan of treatment, this is not the case with CORF services.  Under the statute, all CORF services must be provided under a plan established by a physician.  However, as with other specialties, it is expected that the physician relies heavily on advice from the speech pathologist.


253.5
Respiratory Therapy Services.--


A.
Definition.--Respiratory therapy (respiratory care) services are those services prescribed by a physician for the assessment, diagnostic evaluation, treatment, management, and monitoring (as defined in subsection B.4) of patients with deficiencies and abnormalities of cardiopulmonary function.


Covered services include but are not limited to:


o
The application of techniques to support oxygenation and ventilation in the acutely ill patient.  These techniques include but are not limited to:


-
Establishment and maintenance of artificial airways;


-
Ventilator therapy and other means of airway pressure manipulation;


-
Precise delivery of oxygen concentration; and


-
Techniques to aid removal of secretions from the pulmonary tree;


o
The therapeutic use and monitoring of medical gases (especially oxygen), bland and pharmacologically active mists and aerosols, and such equipment as resuscitators and ventilators;


o
Bronchial hygiene therapy, including deep breathing and coughing exercises, IPPB, postural drainage, chest percussion and vibration, and nasotracheal suctioning;


o
Diagnostic tests for evaluation by a physician, e.g., pulmonary function tests, spirometry, and blood gas analyses;


o
Pulmonary rehabilitation techniques including:


-
Exercise conditioning;


-
Breathing retraining; and


-
Patient education regarding the management of the patient's respiratory problems; and

o
Periodic assessment and monitoring of the acute and chronically ill patient for indications for, and the effectiveness of, respiratory therapy services.


Such services are performed by respiratory therapists or technicians, physical therapists, nurses, and other qualified personnel.
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To qualify for Medicare payment, such therapy must be a covered service and must be reasonable and necessary for the diagnosis or treatment of an illness or injury.


B.
Guidelines for Applying Coverage Criteria.--There are many conditions for which respiratory therapy may be indicated.  However, respiratory therapy performed as part of a standard protocol without regard to the individual patient's actual condition and need for such services is not reasonable and necessary.


The following discussion illustrates some examples of the application of the Medicare guidelines.


1.
Preoperative Bronchial Hygiene Therapy.--Bronchial hygiene therapy furnished on a routine basis to preoperative patients is not considered reasonable and necessary and is, therefore, excluded from coverage.  Circumstances under which preoperative bronchial hygiene therapy may be reasonable and necessary include situations when it is furnished to patients with pulmonary disease which by itself requires such therapy.


2.
Postoperative Bronchial Hygiene Therapy.--Routine procedures such as deep breathing and cough instruction, frequent repositioning and early ambulation provide for adequate bronchial hygiene in the majority of postoperative patients. Therefore, additional bronchial hygiene therapy furnished on a routine basis to most postoperative patients is not considered necessary and is excluded from coverage.


3.
Oxygen Therapy.--The administration of oxygen therapy utilizes many devices, ranging from the simple nasal cannula to progressively complex techniques providing controlled oxygen concentrations.  Such devices are usually applied, maintained, and monitored by respiratory therapists and technicians.  These services are covered if the need and effectiveness is documented.


The goal of oxygen therapy is to maintain adequate tissue and cell oxygenation while trying to minimize the danger of oxygen toxicity.  Periodic measurement of the arterial PO2 or oxygen saturation at rest and/or during exercise aids in determining the appropriate amount of oxygen to be administered.  It is necessary until the patient has achieved a stable status.


4.
 Monitoring Services.--Covered services include:


o
Periodic checking of the equipment in actual use for the purpose of ascertaining that it is functioning properly;


o
Monitoring the individual patient's condition for purposes of assuring that the patient is receiving the proper mixtures of medical gases, mists, and aerosols (see §253.5A); and


o
Periodic checking of the patient for the purposes described in §253.5A.


Checking solely to determine if a patient is using oxygen and the amount of oxygen used is not considered the type of monitoring that requires specialized training or skills and therefore is not a covered respiratory therapy service.
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C.
Patient Education Programs.--Instructing a patient in the use of equipment, breathing exercises, etc. may be considered reasonable and necessary to the treatment of the patient's condition and can usually be given to a patient during the course of treatment by any of the health personnel involved therein, e.g., physician, nurse, respiratory therapist or technician.  While patient activities involved in the management of respiratory problems are not ordinarily of such complexity as to warrant a structured or formal patient education program, there may be instances when such a program may be appropriate, e.g., when the patient will experience significant behavior modification or rely on mechanical support after discharge from the hospital.  However, the content of structured or formal education programs must be reasonable and necessary, i.e., such programs meet but do not exceed the needs of patients.  For Medicare purposes, the provision of more information than is ordinarily provided during the course of a treatment (e.g., extensive theoretical background in the pathology, etiology, and physiological effects of the disease) is not considered reasonable and necessary to the management and treatment of illnesses.


253.6
Prosthetic and Orthotic Devices.--

A.
General.--Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue), or replace all or part of the function of a permanently inoperative or malfunctioning internal body organ are covered when furnished on a physician's order.  This does not require a determination that there is no possibility that the patient's condition may improve sometime in the future.  If the medical record, including the judgment of the attending physician, indicates the condition is of long and indefinite duration, the test of permanence is considered met.


Examples of prosthetic devices include cardiac pacemakers, prosthetic lenses (see subsection B), breast prostheses (including a surgical brassiere) for postmastectomy patients, maxillofacial devices, and devices which replace all or part of the ear or nose.  A urinary collection and retention system with or without a tube is a prosthetic device replacing bladder function in case of permanent urinary incontinence.  The Foley catheter is also considered a prosthetic device when ordered for a patient with permanent urinary incontinence.  However, chucks, diapers, rubber sheets, etc. are supplies that are not covered under this provision.  (Although hemodialysis equipment replaces inoperative or malfunctioning kidneys, payment for such equipment is made only under the special rules that apply to ESRD equipment.)


NOTE:
Medicare does not cover a prosthetic device dispensed to a patient prior to the time at which the patient undergoes the procedure that makes necessary the use of the device.  For example, do not make a separate Part B payment for an intraocular lens (IOL) or pacemaker that a physician, during an office visit prior to the actual surgery, dispenses to the patient for his/her use.  Dispensing a prosthetic device in this manner raises health and safety issues.  Moreover, the need for the device cannot be clearly established until the procedure that makes its use possible is successfully performed.  Therefore, dispensing a prosthetic device in this manner is not considered reasonable and necessary for the treatment of the patient's condition.


Colostomy (and other ostomy) bags and necessary equipment required for attachment are covered as prosthetic devices.  This coverage also includes irrigation and flushing equipment and other items and supplies directly related to ostomy care, whether or not the attachment of a bag is required.
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Accessories and/or supplies which are used directly with an enteral or parenteral device to achieve the therapeutic benefit of the prosthesis or to assure the proper functioning of the device are covered under the prosthetic device benefit subject to the additional guidelines in the Coverage Issues Manual §§65-10 through 65-10.3.  Covered items include catheters, filters, extension tubing, infusion bottles, pumps (either food or infusion), intravenous (I.V.) poles, needles, syringes, dressings, tape, Heparin Sodium (parenteral only), volumetric monitors (parenteral only), and parenteral and enteral nutrient solutions. Baby food and other regular grocery products that can be blenderized and used with the enteral system are not covered.  


The coverage of prosthetic devices includes replacement of and repairs to such devices as explained in subsection D. 


B.
Prosthetic Lenses.--The term "internal body organ" includes the lens of an eye.  Prostheses replacing the lens of an eye include post-surgical lenses customarily used during convalescence from eye surgery in which the lens of the eye was removed.  In addition, permanent lenses are also covered when required by an individual lacking the organic lens of the eye because of surgical removal or congenital absence.  Prosthetic lenses obtained on or after the beneficiary's date of entitlement to supplementary medical insurance benefits can be covered even though the surgical removal of the crystalline lens occurred before entitlement.


1.
Prosthetic Cataract Lenses.--Payment is made for one of the following prosthetic lenses or combinations of prosthetic lenses when determined to be medically necessary by a physician to restore essentially the vision provided by the crystalline lens of the eye:


o
Prosthetic bifocal lenses in frames; 


o
Prosthetic lenses in frames for far vision and prosthetic lenses in frames for near vision; or


o
When a prosthetic contact lens(es) for far vision is prescribed (including cases of binocular and monocular aphakia), payment is made for the contact lens(es) and prosthetic lenses in frames for near vision to be worn at the same time as the contact lens(es) and prosthetic lenses in frames to be worn when the contacts have been removed.


Payment is made for lenses which have ultraviolet absorbing or reflecting properties in lieu of payment for regular (untinted) lenses if it has been determined that such lenses are medically reasonable and necessary for the individual patient.


Payment is not made for sunglasses obtained in addition to the regular (untinted) prosthetic lenses since the sunglasses duplicate the restoration of vision function performed by the regular prosthetic lenses.


2.
Limitation on Coverage of Conventional Lenses.--Payment is made for no more than one pair of conventional eyeglasses or conventional contact lenses furnished after each cataract surgery with insertion of an intraocular lens.


C.
Dentures.--Dentures are excluded from coverage.  However, when a denture or a portion thereof is an integral part (built-in) of a covered prosthesis (e.g., an obturator to fill an opening in the palate), it is covered as part of that prosthesis.
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D.
Supplies, Repairs, Adjustments, and Replacement.--Payment is made for supplies that are necessary for the effective use of a prosthetic device (e.g., the batteries needed to operate an artificial larynx).  Adjustment of prosthetic devices required by wear or by a change in the patient's condition is covered when ordered by a physician.


Necessary supplies, adjustments, repairs, and replacements are covered even when the device was in use before the user enrolled in Part B of the program, as long as the device continues to be medically required.  


Orthotic devices are orthopedic appliances or apparatus used to support, align, prevent, or correct deformities or to improve the function of moveable parts of the body.  As with prosthetic devices, the coverage of an orthosis includes its design, materials, measurements, fabrications, testing, fitting, or training in the use of the orthosis.


253.7
Social Services.--Social services are covered CORF services if they are included in the plan of treatment and contribute to the improvement of the individual's condition.  Such services include:


o
Assessment of the social and emotional factors related to the patient's illness, need for care, response to treatment, and adjustment to care in the CORF;


o
Assessment of the relationship of the patient's medical and nursing requirements to his/her home situation, financial resources, and the community resources available upon discharge from the CORF; and


o
Counseling and referral for casework assistance in resolving problems in these areas.


253.8
Psychological Services.--Covered services include:


o
Assessment, diagnosis and treatment of the beneficiary's mental and emotional functioning as it relates to his/her rehabilitation;


o
Psychological evaluations of the individual's response to and rate of progress under the treatment plan; and


o
Assessment of those aspects of an individual's family and home situation that affect the individual's rehabilitation treatment.


Although everyone who has a serious illness or injury may suffer from some degree of anxiety, the coverage of psychological services does not automatically extend to every CORF patient.  For example, diagnostic testing for a mental problem is covered for a cardiac patient who exhibits excessive anxiety or fear following the acute phase of a cardiac problem.  However, the routine testing or treatment of all cardiac rehabilitation patients for mental, psychoneurotic, or personality disorders is not covered.


Family counseling services are covered only if the primary purpose of that counseling is the treatment of the patient's condition, i.e., when there is a need to observe the patient's interaction with family members or to assess the capability of family members to aid in the rehabilitation of the patient.  Family counseling services that are primarily directed toward the treatment of a family member's problem with respect to the patient's condition are not covered.
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253.9
Nursing Services.--Nursing services provided by or under the supervision of a registered nurse are covered CORF services.


253.10
Drugs and Biologicals.--Drugs and biologicals are covered when they:


o
Are not otherwise excluded from Medicare coverage (Immunizations are generally not covered, except pneumococcal pneumonia, hepatitis B, and influenza vaccines.);


o
Are administered by or under the supervision of a physician or registered nurse; and 


o
Cannot be self-administered.  Base determinations of whether a drug or biological is of a type that cannot be self-administered on the usual method of administration of the form of that drug or biological as furnished to the CORF patient.  


Thus, if a patient is given tablets or other oral medication, the medication is excluded from coverage since the form of the drug given to the patient is usually self-administered.  Similarly, if a patient is given an injection that is usually self-injected (e.g., insulin), this drug is excluded from coverage unless administered in an emergency situation, e.g., a diabetic coma, or when, because of the patient's mental or physical condition, self-administration is impossible or unwarranted.


NOTE:
If a patient receives an injection of a drug that is not usually self-injected and the drug is also available in oral form, the drug is not subject to the self-administrable drug exclusion since it is not self-administrable in the form furnished to the patient.


Most vaccinations or inoculations are excluded as immunizations unless they are directly related to the treatment of an injury or direct exposure such as antirabies treatment, tetanus antitoxin or booster vaccine, botulin antitoxin, antivenin, or immune globulin.  The following three vaccinations are covered:


o
Medicare pays 100 percent of the reasonable cost for pneumococcal pneumonia vaccine and its administration furnished by a CORF if it is ordered by a physician who is a doctor of medicine or osteopathy.


o
Medicare covers hepatitis B vaccine and its administration furnished to a beneficiary who is at high or intermediate risk of contracting hepatitis B.


High Risk groups currently identified include:


o
End stage renal disease (ESRD) patients;


o
Hemophiliacs who receive Factor VIII or IX concentrates;


o
Clients of institutions for the mentally retarded;


o
Persons who live in the same household as a hepatitis B Virus (HBV) carrier;


o
Homosexual men;


o
Illicit injectable drug abusers.


Intermediate risk groups currently identified include:


o
Staff in institutions for the mentally retarded;
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o
Workers in health care professions who have frequent contact with blood or blood-derived body fluids during routine work.



Exception:


Person in the above-listed groups would not be considered at high or intermediate risk of contracting hepatitis B, however, if there is laboratory evidence positive for antibodies to hepatitis B.  (ESRD patients are routinely tested for hepatitis B antibodies as part of their continuing monitoring and therapy).


For Medicare program purposes, the vaccine may be administered by a CORF upon the order of a doctor of medicine or osteopathy.


o
Medicare pays 100 percent of the reasonable cost for influenza virus vaccine and its administration.


253.11
Supplies, Appliances, and Equipment.--Covered services include:


o
Nonreusable supplies used in various therapeutic modalities, e.g., oxygen, bandages, and ceramic tiles;


o
Medical equipment and appliances for the use of patients at the facility; and


o
DME for use outside the CORF, whether furnished at the CORF or delivered to the beneficiary's home.


The beneficiary may obtain DME from the CORF or other DME supplier.  See §254.1 for the definition and related information concerning DME.  Note that under those guidelines, DME is defined as equipment primarily and customarily used to serve a medical purpose (e.g., a wheelchair or walker).  Thus, exercise appliances and other self-help devices that can be used for general conditioning do not qualify as DME.


253.12
Home Environment Evaluation.--A single home visit to evaluate the potential impact of the home environment on the patient's rehabilitation goals is permitted.  The purpose of the evaluation is to permit the plan of treatment to be tailored to take into account the patient's home environment.  It is not intended that the Medicare program underwrite physical alterations to the home that would facilitate the patient's rehabilitation.


The home evaluation is not covered as a routine service for all CORF patients.  It is covered only if, in establishing or carrying out the plan of treatment, there is a clear indication that the home environment might adversely affect the patient's rehabilitation. Coverage is limited to the services of one professional selected by the CORF to make the visit.


254.
RENTAL AND PURCHASE OF DME


Medicare covers DME which a CORF rents or sells to a beneficiary for use at home if the following three requirements are met:


o
The equipment meets the definition of DME (see §254.1); 


o
The equipment is necessary and reasonable for the treatment of the patient's illness or injury or to improve the functioning of his/her malformed body member (see §254.2); and

2-66
Rev. 1

04-98
COVERAGE OF SERVICES
254.1

o
The equipment is used in the patient's home.  (See §254.6.)


See §412 for billing and payment instructions.


254.1
Definition of DME.--For purposes of Part B coverage, DME is equipment which:


o
Can withstand repeated use;


o
Is primarily and customarily used to serve a medical purpose;


o
Generally is not useful to a person in the absence of illness or injury; and


o
Is appropriate for use in the home.


NOTE:
All requirements of the definition must be met before an item is considered DME.


A.
Durability.--An item is considered durable if it can withstand repeated use, i.e., the type of item which can normally be rented.  Medical supplies of an expendable nature such as incontinent pads, lambs wool pads, catheters, ace bandages, elastic stockings, surgical face masks, irrigating kits, sheets, and bags, etc. are not considered durable in this context.  There are other items which, although durable in nature, may fall into other coverage categories, e.g., braces, prosthetic devices, artificial arms, legs, and eyes.


B.
Medical Equipment.--Medical equipment is equipment which is primarily and customarily used for medical purposes and is not generally useful in the absence of illness or injury.


1.
Equipment Presumptively Medical.--Items such as hospital beds, wheelchairs, hemodialysis equipment, iron lungs, respirators, intermittent positive pressure breathing machines, medical regulators, oxygen tents, crutches, canes, trapeze bars, walkers, inhalators, nebulizers, commodes, suction machines, and traction equipment presumptively constitute medical equipment.


2.
Equipment Presumptively Nonmedical.--Equipment primarily and customarily used for a nonmedical purpose is not considered medical equipment.  Medicare payment may not be made for this type of equipment.  This is true even though the item has some remote medically related use. For example, in the case of a cardiac patient, an air conditioner might possibly be used to lower room temperature to reduce fluid loss in the patient and to restore an environment conducive to maintenance of the proper fluid balance.  Nevertheless, because the primary and customary use of an air conditioner is nonmedical, the air conditioner cannot be deemed to be medical equipment for which payment may be made.


Other devices and equipment used for environmental control or to enhance the environmental setting in which the beneficiary is placed are not considered covered DME.  This includes room heaters, humidifiers, dehumidifiers, and electric air cleaners.  Equipment which basically serves comfort or convenience functions or is primarily for the convenience of a person caring for the patient, e.g., elevators, stairway elevators, and posture chairs, do not constitute medical equipment.  Similarly, physical fitness equipment (e.g., an exercycle), first aid or precautionary type equipment (e.g., preset portable oxygen units), self-help devices (e.g., safety grab bars), and training equipment (e.g., speech teaching machines and braille training texts) are considered nonmedical in nature and are therefore not covered.
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3.
Special Exception Items.--Specified items of equipment may be covered under certain conditions even though they are not primarily and customarily used to serve a medical purpose and/or even though they are generally useful in the absence of illness or injury and therefore do not meet the definition of DME.  These items are covered when it is clearly established that they serve a therapeutic purpose in an individual case.  Covered items include:


o
Gel pads and pressure and water mattresses (which generally serve a preventive purpose) when prescribed for a patient who has bed sores or when there is medical evidence indicating that the patient is highly susceptible to such ulceration; and


o
Heat lamps for a medical rather than a soothing or cosmetic purpose, e.g., when the need for heat therapy has been established.


In establishing medical necessity (see §254.2) for the above items, the evidence must show that the item is included in the physician's treatment regimen and a physician is supervising its use.


NOTE:
The above items represent special exceptions and no extension of coverage to other items may be inferred.


254.2
Reasonable and Necessary.--Although an item may be classified as DME, it may not be covered in every instance.  Coverage in a particular case is subject to the requirement that the equipment be reasonable and necessary for treatment of an illness or injury or to improve the functioning of a malformed body member.


254.3
Repairs, Maintenance, Replacement, and Delivery.--See §316 for circumstances when payment may be made for the repair, maintenance, and replacement of medically required DME which the beneficiary owns or is purchasing.


254.4
Coverage of Supplies and Accessories.--Supplies, e.g., oxygen, that are necessary for the effective use of DME are covered if they are reasonable and necessary.  Such supplies include those drugs and biologicals which must be put directly into the equipment in order to achieve the therapeutic benefit of the DME or to assure the proper functioning of the equipment, e.g., tumor chemotherapy agents used with an infusion pump.


254.5
Definition of Beneficiary's Home.--For purposes of rental and purchase of DME, a beneficiary's home may be his/her own dwelling, an apartment, a relative's home, a home for the aged, or some other type of institution.  However, an institution may not be considered a beneficiary's home if it:


o
Meets at least the basic requirement of the definition of a hospital, i.e., it is primarily engaged in providing to inpatients diagnostic and therapeutic services (by or under the supervision of physicians) for medical diagnosis, treatment, and care of injured, disabled, and sick persons, or rehabilitation services for the rehabilitation of injured, disabled, or sick persons; or

2-68
Rev. 1

04-98
COVERAGE OF SERVICES
255

o
Meets at least the basic requirement in the definition of an SNF, i.e., it is primarily engaged in providing to inpatients skilled nursing care and related services for patients who require medical or nursing care or providing rehabilitation services for the rehabilitation of injured, disabled, or sick persons.


Thus if an individual is a patient in an institution or distinct part of an institution which provides the services described above, he/she is not entitled to have payment made for rental or purchase of DME since such an institution may not be considered the beneficiary's home.


255.

OUTPATIENT MENTAL HEALTH TREATMENT LIMITATION


Regardless of the actual expenses a beneficiary incurs for treatment of mental, psychoneurotic, and personality disorders while the beneficiary is not an inpatient of a hospital at the time such expenses are incurred, the amount of those expenses for CORF services that may be recognized for Part B deductible and payment purposes is limited to 62.5 percent of the customary charges for those services.  This limitation is called the outpatient mental health treatment limitation.  Expenses for diagnostic services (e.g., psychiatric testing and evaluation to diagnose the patient's illness) are not subject to this limitation.  This limitation applies only to therapeutic services and to services performed to evaluate the progress of a course of treatment for a diagnosed condition.


A.
Status of Patient.--The limitation is applicable to expenses incurred in connection with the treatment of an individual who is not an inpatient of a hospital.  Thus, the limitation applies to mental health services furnished to a person in a physician's office, in the patient's home, in a skilled nursing facility, as an outpatient, and so forth.  The term "hospital" in this context means an institution which is primarily engaged in providing to inpatients, by or under the supervision of a physician(s):


o
Diagnostic and therapeutic services for medical diagnosis, treatment and care of injured, disabled, or sick persons;


o
Rehabilitation services for injured, disabled, or sick persons; or


o
Psychiatric services for the diagnosis and treatment of mentally ill patients.


B.
Disorders Subject to Limitation.--The term "mental, psychoneurotic, and personality disorders" is defined as the specific psychiatric conditions described in the American Psychiatric Associations's Diagnostic and Statistical Manual of Mental Disorders, Third Edition - Revised (DSM-III-R).


C.
Diagnostic Services.--The limitation does not apply to tests and evaluations performed to establish or confirm the patient's diagnosis.  Diagnostic Services include psychiatric or psychological tests and interpretations, diagnostic consultations, and initial evaluations.  However, testing services performed to evaluate a patient's progress during treatment are considered part of treatment and are subject to the limitation.
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255.1
Application of Limitation.--


A.
If the CORF treatment services rendered are for both a psychiatric condition and one or more nonpsychiatric conditions, the charges for the psychiatric aspects of treatment are separated from the charges for the nonpsychiatric aspects.  However, in any case in which the psychiatric treatment component is not readily distinguishable from the nonpsychiatric treatment component, the charges are allocated under the following rules.


1.
Psychological treatment services, whether furnished by psychologists or other personnel, are always subject to the limitation, regardless of the patient's diagnosis.


2.
Physical therapy, respiratory therapy, speech therapy, services furnished in connection with prosthetic and orthotic devices, and the use of equipment and appliances related to these services are not subject to the limitation.


3.
For other treatment services not specified in items 1 and 2, such as occupational therapy, the primary reason for the patient being referred to the CORF is determined, and the charges are allocated as follows:


a.
If the referral is primarily on the basis of a psychiatric condition, all charges for these services are subject to the limitation except as specified in item b.


b.
If the referral is primarily on the basis of a diagnosis of Alzheimer's Disease (coded 331.0 in the International Classification of Diseases, 9th Revision) or Alzheimer's or other disorders coded 290XX in DSM-III-R, treatment typically represents medical management of the patient's condition (rather than psychiatric treatment) and is not subject to the limitation.  However, when a particular service provided to a patient with such a diagnosis is a psychological treatment service as specified in item 1, the charge for it is subject to the limitation.


c.
If the referral is primarily on the basis of a physical condition, the charges for these services are not subject to limitation.


d.
If the primary reason for referral is not clear, 50 percent of the charges for these services are subject to the limitation.


B.
Examples of Application to Specific Treatment Services.--


EXAMPLE 1:

Ms. Jones was referred to the CORF for psychological evaluation and counseling.  The evaluation is diagnostic and is not subject to the limitation.  After evaluation, a plan of treatment is developed that includes services provided by a psychologist, a psychiatric nurse, a social worker, and an occupational therapist.  Since all of the treatment services are furnished in connection with the patient's mental condition, all are subject to the limitation.
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EXAMPLE 2:
Mr. Smith, who has chronic schizophrenia, was injured in an accident resulting in amputation of his right hand and foot.  Following a period of hospitalization, during which he was fitted with an artificial hand and foot, he was referred to the CORF for physical therapy, occupational therapy, and social services.  Even though Mr.  Smith has a psychiatric condition, the CORF services are not furnished in connection with that condition and are not subject to the limitation.

EXAMPLE 3:
Ms. Brown also has chronic schizophrenia and also was injured in an accident.  She was referred to the CORF for the same services as Mr. Smith, except that after treatment was initiated, it was determined that her mental condition was aggravated by the results of the accident.  Ms. Brown also needed psychological counseling, and the occupational therapy and social services were continued but revised to take into account her mental state.  The physical therapy is not subject to the limitation.  The psychological counseling is subject to the limitation.  Because it cannot be clearly established whether the occupational therapy and social services are in connection with Ms. Brown's physical or mental problem, 50 percent of the customary charges for these services are subject the limitation.

EXAMPLE 4:
Mr. Green had a leg amputated due to bone cancer.  He was referred to the CORF for physical therapy.  His progress has been hindered because he developed a severe depression triggered by his condition.  The physical therapy is not subject to the limitation, but psychological treatment of the depression is subject to the limitation.

C.
Computation of Limitation.--Determine the customary charges for CORF services subject to the limitation.  Multiply these customary charges by 0.625 to obtain the amount of expenses subject to the Part B deductible and 20 percent coinsurance.

The beneficiary is responsible for both the 37.5 percent reduction in customary charges and the deductible and coinsurance applied to the reduced charges.  Once the deductible has been satisfied, a beneficiary is responsible for 50 percent of the customary charges, which is the sum of 37.5 percent plus 12.5 percent (20 percent of 0.625).

D.
Expenses Incurred Before 1990.--For calendar years before 1990, an additional limitation in the form of a fixed dollar cap is applied to these expenses.  For expenses incurred by an individual during each calendar year, the maximum customary charge that could be recognized was:

1989                        
$2200

1988                        
$  900

Each year before 1988    $  500

The annual cap applied to the combination of customary charges for CORF services and reasonable charges for physician services that were subject to the limitation.
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Partial Hospitalization Services


260.

PARTIAL HOSPITALIZATION SERVICES PROVIDED BY COMMUNITY MENTAL HEALTH CENTERS (CMHCs)

260.1
General.--OBRA 1990 amended §1861(ff)(3) of the Act to authorize CMHCs to provide partial hospitalization services under Medicare Part B, effective October 1, 1991.

PHPs are structured to provide intensive psychiatric care through active treatment which utilizes a combination of the clinically recognized items and services described in §1861(ff) of the Social Security Act.  The treatment program of a PHP closely resembles that of a highly structured, short-term hospital inpatient program.  It is treatment at a level more intense than outpatient day treatment or psychosocial rehabilitation.  Programs providing primarily social, recreational, or diversionary activities are not considered partial hospitalization.


260.2
CMHC Requirements.--


A.
Licensing and Certification Requirements.--In order for you to be certified by Medicare as a CMHC, you must provide (either directly or under arrangement) the services specified in 1913(c)(1) of the Public Health Service Act and meet applicable licensing or certification requirements for CMHCs in the State in which it is located:


1.
Outpatient Services.--Including specialized outpatient services for children, the elderly, individuals who are chronically mentally ill, and residents of your mental health service area who have been discharged from inpatient treatment at a mental health facility.


2.
24-Hour Emergency Care Services .--Twenty-four hour emergency care services must be available through a system that provides for access to a clinician and appropriate disposition with follow-up documentation of the emergency in the patient’s CMHC medical record.  A psychiatric emergency may occur at anytime, and a patient must have access to evaluation and stabilization services after normal business hours.  A range of emergency interventions may be necessary and should be available to the patient, including a face-to-face interview, medication evaluation, and hospitalization.  While hot lines, beepers, and answering services may be facets of emergency services, they may not constitute their totality.


3.
Day Treatment or Other Partial Hospitalization or Psychosocial Rehabilitation Services.--These are structured treatment programs (less than 24-hour per day) that use a multidisciplinary team approach to develop treatment plans that vary in intensity of services and the frequency and duration of services provided based on the needs of the patient.  PHPs are structured to provide intensive psychiatric care while other types of day treatment programs tend to provide more supportive services.  The Medicare benefit is for partial hospitalization services only.  Coverage requirements for Medicare PHPs are specified in §260.5.


4.
Screening  for  Patients Being Considered for Admission to State Mental Health Facilities to Determine the Appropriateness of Such Admission.--Screening constitutes the performance of at least one of the steps in a process by which an individual is clinically evaluated, pursuant to State law, for the appropriateness of admission to a State mental health facility by an entity that has both the appropriate clinical personnel and authorization under State law, to perform all of the steps in the clinical evaluation process except those required to be provided by a 24-hour facility.  The screening must be for the specific purpose (e.g., reason for referral) of assessment of 
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the patient’s need for admission to a State mental health facility.  Where there are State requirements for the completion of required forms, court documents or any other required documentation in response to the screening request, these documents would be evidence of providing the service.  Otherwise, evidence in the screening assessment must include a clinical decision regarding the appropriate level of care needed by the patient and follow-up placement.


B.
Core Services Provided Under Arrangement.--A CMHC may provide one or more core services under arrangement with another individual, group, or entity only when the following criteria are met:


1.
Service Authorized by State Law.--In no case may a CMHC provide a service under arrangement when the CMHC has not been given authority to provide the service itself directly under State statute, licensure, certification, or regulation. 



2.
Full Legal Responsibility.--A CMHC that provides a core service under arrangement remains the legally responsible authority through which comprehensive mental health services are provided.  It is not sufficient for the arrangement to be a referral process where the CMHC does not assume overall management responsibility for the provision of core services by a separate individual, group, or entity.  The CMHC must retain complete accountability for the service(s) provided under arrangement.  The CMHC must retain legal, professional, and administrative responsibility to coordinate care, supervise, and evaluate the services, and ensure the delivery of high quality mental health treatment. 


3.
Written Agreement.--Arrangements must be in writing and accessible to HCFA and its agents.  If a CMHC provides services under arrangement, there must be a written agreement or contract between the two parties that specifies the services to be rendered and the manner in which the CMHC exercises its professional and administrative responsibility.  Furthermore, for the agreement to serve as the vehicle through which the CMHC meets the requirement to provide all of the core services, the terms of the agreement must be adhered to in practice.  In order to verify the nature of the relationship between the CMHC and the other party, the agreement must be accessible to HCFA or its agents, and the documentation for all services rendered, whether directly or under arrangement, must be maintained by the CMHC at the site identified in the provider agreement.  


C.
 Provider Agreement Requirements.--Section 1866(e)(2) of the Act recognizes CMHCs as providers of services for purposes of provider agreement requirements but only for the furnishing of partial hospitalization services.  CMHCs are paid on the basis of their reasonable costs.





260.3
Outpatient Mental Health Treatment Limitation.--The outpatient mental health treatment limitation does not apply to partial hospitalization services that are not directly provided by a physician.  (In other words, the limitation does apply to partial hospitalization services furnished by a physician.)  Physicians and certain other allied health professionals (e.g., clinical psychologists) have the option to bill the Part B carrier directly or authorize you to bill the carrier on their behalf for their professional services in CMHCs.  Any physician or allied health professional services that are billed to a carrier are not partial hospitalization services.  When a carrier is billed for these professional services, the services are subject to the provisions of the outpatient mental health treatment limitation.  Accordingly, Medicare payment is limited to 62.5% of the amount that would otherwise be paid under the physician fee schedule or the payment amount that would be due under the reasonable charge system.
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Partial Hospitalization Defined.--PHPs work best as part of a community continuum of mental health services which range from the most restrictive inpatient hospital setting to less restrictive outpatient care and support.  Program objectives should focus on ensuring important community ties and closely resemble the real-life experiences of the patients served.  PHPs may be covered under Medicare when they are provided by a hospital outpatient department or a Medicare-certified CMHC 


Partial hospitalization is active treatment that incorporates an individualized treatment plan which describes a coordination of services wrapped around the particular needs of the patient, and includes a multidisciplinary team approach to patient care under the direction of a physician.  The program reflects a high degree of structure and scheduling.  According to current practice guidelines the treatment goals should be measurable, functional, time-framed, medically necessary, and directly related to the reason for admission.


A program comprised primarily of diversionary activity, social, or recreational therapy does not constitute a PHP.  Psychosocial programs which provide only a structured environment, socialization, and/or vocational rehabilitation are not covered by Medicare.  A program that only monitors the management of medication for patients whose psychiatric condition is otherwise stable, is not the combination, structure, and intensity of services which make up active treatment in a PHP. 


260.5
Patient Eligibility Criteria.--


A.
Benefit Category.--Patients must meet benefit requirements for receiving the partial hospitalization services as defined in §1861(ff) and §1835(a)(2)(F) of the Act.  Patients admitted to a PHP must be under the care of a physician who certifies the need for partial hospitalization.  The patient requires comprehensive, structured, multimodal treatment requiring medical supervision and coordination, provided under an individualized plan of care, because of a mental disorder which severely interferes with multiple areas of daily life, including social, vocational, and/or educational functioning.  Such dysfunction generally is of an acute nature.


Patients meeting benefit category requirements for Medicare coverage of a PHP comprise two groups: those patients who are discharged from an inpatient hospital treatment program, and the PHP is in lieu of continued inpatient treatment; or those patients who, in the absence of partial hospitalization, would be at reasonable risk of requiring inpatient hospitalization.  Where partial hospitalization is used to shorten an inpatient stay and transition the patient to a less intense level of care, there must be evidence of the need for the acute, intense, structured combination of services provided by a PHP.  Recertification must address the continuing serious nature of the patient’s psychiatric condition requiring active treatment in a PHP.


Discharge planning from PHP may reflect the types of best practices recognized by professional and advocacy organizations which ensure coordination of needed services and follow-up care.  These activities include linkages with community resources, supports, and providers in order to promote a patient’s return to a higher level of functioning in the least restrictive environment.


B.
Covered Services.--Items and services that can be included as part of the structured, multimodal active treatment program, identified in §1861(ff)(2) include: 


o
Individual or group psychotherapy with physicians, psychologists, or other mental health professionals authorized or licensed by the State in which they practice (e.g., licensed clinical social workers, clinical nurse specialists, certified alcohol and drug counselors);

2-74  
Rev. 14

09-00
COVERAGE OF SERVICES
260.5 (Cont.)
o
Occupational therapy requiring the skills of a qualified occupational therapist. Occupational therapy, if required, must be a component of the physician’s treatment plan for the individual;


o
Services of other staff (social workers, psychiatric nurses, and others) trained to work with psychiatric patients;


o
Drugs and biologicals that cannot be self-administered and are furnished for therapeutic purposes (subject to limitations specified in 42 CFR 410.29);


o
Individualized activity therapies that are not primarily recreational or diversionary.  (These activities must be individualized and essential for the treatment of the patient’s diagnosed condition and for progress toward treatment goals); 


o
Family counseling services for which the primary purpose is the treatment of the patient’s condition; 


o
Patient training and education, to the extent the training and educational activities are closely and clearly related to the individual’s care and treatment of his/her diagnosed psychiatric condition; and


o
Medically necessary diagnostic services related to mental health treatment.


Partial hospitalization services which make up a program of active treatment must be vigorous and proactive ( as evidenced in the individual treatment plan and progress notes) as opposed to passive and custodial.  It is not enough that a patient qualify under the benefit category requirements §1835(a)(2)(F) unless he/she also has the need for the active treatment provided by the program of services defined in §1861(ff).  It is the need for intensive,  active treatment of his/her condition to maintain a functional level and to prevent relapse or hospitalization, which qualifies the patient to receive the services identified in §1861(ff).



C.
Reasonable and Necessary Services.--This program of services  provides for the diagnosis and active, intensive treatment of the individual’s serious psychiatric condition and, in combination, are reasonably expected to improve or maintain the individual’s condition and functional level and prevent relapse or hospitalization.  A particular individual covered service (described above) as intervention, expected to maintain or improve the individual’s condition and prevent relapse, may also be included within the plan of care, but the overall intent of the partial program admission is to treat the serious presenting psychiatric symptoms.  Continued treatment in order to maintain a stable psychiatric condition or functional level requires evidence that less intensive treatment options (e.g., intensive outpatient, psychosocial, day treatment, and/or other community supports) cannot provide the level of support necessary to maintain the patient and to prevent hospitalization.


Patients admitted to a PHP do not require 24-hour per day supervision as provided in an inpatient setting, and must have an adequate support system to sustain/maintain themselves outside the PHP. Patients admitted to a PHP generally have an acute onset or decompensation of a covered Axis I mental disorder, as defined by the current edition of the Diagnostic and Statistical Manual published by the American Psychiatric Association, which severely interferes with multiple areas of daily life.  The degree of impairment will be severe enough to require a multidisciplinary intensive, structured program, but not so limiting that patients cannot benefit from participating in an active treatment program.  It is the need, as certified by the treating physician, for the intensive, structured combination of services provided by the program that constitute active treatment, that are necessary to appropriately treat the patient’s presenting psychiatric condition.
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For patients who do not meet this degree of severity of illness, and for whom partial hospitalization services are not necessary for the treatment of a psychiatric condition, professional services billed to Medicare Part B (e.g., services of psychiatrists and psychologists) may be medically necessary, even though partial hospitalization services are not.


Patients in PHPs may be discharged by either stepping up to an inpatient level of care which would be required for patients needing 24-hour supervision, or stepping down to a less intensive level of outpatient care when the patient’s clinical condition improves or stabilizes and he/she no longer requires structured, intensive, multimodal treatment.


D.
Reasons for Denial.--


o
Benefit category denials made under §1861(ff) or §1835(a)(2)(F) of the Act are not appealable by the provider and the Limitation on Liability provision does not apply (HCFA Ruling 97-1).  Examples of benefit category denials based in §1861(ff) or §1835(a)(2)(F) of the Act for partial hospitalization services generally include the following: 


--
Day care programs, which provide primarily social, recreational, or diversionary activities, custodial or respite care;


--
Programs attempting to maintain psychiatric wellness, where there is no risk of relapse or hospitalization, e.g., day care programs for the chronically mentally ill; or


--
Patients who are otherwise psychiatrically stable or require medication management only.


o
Coverage denials made under §1861(ff) of the Act are not appealable by the provider and the Limitation on Liability provision does not apply (HCFA Ruling 97-1).  Examples of coverage denials based in §1861(ff) of the Act, excluded from the scope of partial hospitalization services, include the following: 


--
Services to hospital inpatients;


--
Meals, self-administered medications, transportation; and


--
Vocational training.


o
Reasonable and necessary denials based on §1862(a)(1)(A) of the Act are appealable and the Limitation on Liability provision does apply.  Examples of  reasonable and necessary denials for partial hospitalization services under §1862(a)(1)(A) of the Act, include the following:  


--
Patients who cannot, or refuse, to participate (due to their behavioral or cognitive status) with active treatment of their mental disorder (except for a brief admission necessary for diagnostic purposes), or who cannot tolerate the intensity of a PHP; or


--
Treatment of chronic conditions without acute exacerbation of symptoms which place the individual at risk of relapse or hospitalization.
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260.6
Documentation Requirements and Physician Supervision.--The following components will be used to help determine whether the services provided were accurate and appropriate.


A.
Initial Psychiatric Evaluation/Certification.--Upon admission, and periodically thereafter, a certification by the physician must be made that the patient admitted to the PHP would require inpatient psychiatric hospitalization if the partial hospitalization services were not provided.  The certification should identify the diagnosis and psychiatric need for the partial hospitalization.  Partial hospitalization services must be furnished under an individualized written plan of care, established by the physician, which includes the active treatment provided through the combination of structured, intensive services identified in §1861 that are reasonable and necessary to treat the presentation of serious psychiatric symptoms and to prevent relapse or hospitalization.  


B.
Physician Recertification Requirements.--


o
Signature - The physician recertification must be signed by a physician who is treating the patient and has knowledge of the patient’s response to treatment.


o
Timing - The first recertification is required as of the 18th calendar day following admission to the PHP.  Subsequent recertifications are required at intervals established by the provider, but no less frequently than every 30 days. 


o
Content - The recertification must specify that the patient would otherwise require inpatient psychiatric care in the absence of continued stay in the PHP and describe the following:


--
The patient’s response to the therapeutic interventions provided by the PHP;


--
The patient’s psychiatric symptoms that continue to place the patient at risk of hospitalization; and


--
Treatment goals for coordination of services to facilitate discharge from the PHP.


C.
Treatment Plan.--Partial hospitalization is active treatment pursuant to an individualized treatment plan, prescribed and signed by a physician, which identifies treatment goals, describes a coordination of services, is structured to meet the particular needs of the patient, and includes a multidisciplinary team approach to patient care.  The treatment goals described in the treatment plan should directly address the presenting symptoms and are the basis for evaluating the patient’s response to treatment.  Treatment goals should be designed to measure the patient’s response to active treatment.  The plan should document ongoing efforts to restore the individual patient to a higher level of functioning that would permit discharge from the program, or reflect the  continued need for the intensity of the active therapy to maintain the individual’s condition and functional level and to prevent relapse or hospitalization.  Activities that are primarily recreational and diversionary, or provide only a level of functional support that does not treat the serious presenting psychiatric symptoms placing the patient at risk, do not qualify as partial hospitalization services.


D.
Progress Notes.--Section 1833(e) of the Social Security Act prevents Medicare from paying for services unless necessary and sufficient information is submitted that shows that services were provided and to determine the amounts due.  A provider may submit progress notes to document the services that have been provided.  The progress note should include a description of the nature of the treatment service, the patient’s response to the therapeutic intervention, and its relation to the goals indicated in the treatment plan. 
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Outpatient Therapy Services
270.

CONDITIONS FOR COVERAGE OF OUTPATIENT PHYSICAL THERAPY, OCCUPATIONAL THERAPY, AND SPEECH PATHOLOGY SERVICES

Outpatient physical therapy (PT), occupational therapy (OT), or speech pathology (SP) services furnished to a beneficiary by a participating provider are covered only when furnished in accordance with the following conditions.

270.1
Physician Certification and Recertification.--

A.
Content of Physician Certification.--No payment may be made for outpatient PT, OT, or SP services unless a physician certifies that:

o
A plan for furnishing such services is or was established by the physician, physical therapist, occupational therapist, or speech pathologist and periodically reviewed by the physician (see §270.3);

o
The services are or were furnished while the patient was under the care of a physician (see §270.2); and

o
The services are or were reasonable and necessary to the treatment of the patient's condition.

Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify the necessity for the services.  Obtain the certification at the time the plan of treatment is established or as soon thereafter as possible.  A physician is a doctor of medicine, osteopathy, or podiatric medicine if the services are consistent with the function he/she is legally authorized to perform in the State in which he/she performs the function.  The services performed by physicians within this definition are subject to any limitations imposed by the State on the scope of practice.

B.
Recertification.--When services are continued under the same plan of treatment, the physician must recertify at intervals of at least once every 30 days that there is a continuing need for such services and must estimate how long services are needed.  Obtain the recertification at the time the plan of treatment is reviewed since the same interval (at least once every 30 days) is required for the review of the plan.  Recertifications are signed by the physician who reviews the plan of treatment.  You may choose the form and manner of obtaining timely recertification.

C.
Method and Disposition of Certifications.--There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way, as long as the contractor can determine, when necessary, that the certification and recertification requirements are met.  Retain certification by the physician and certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file when the request for payment is forwarded.

D.
Delayed Certification.--Obtain certifications and recertifications as promptly as possible. Payment is not made unless the necessary certifications have been secured.  In addition to complying with the usual content requirements, delayed certifications and recertifications are to include an explanation for the delay and any other evidence necessary in the case.  You may choose the form and manner of obtaining delayed certifications and recertifications.
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