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INTRODUCTION 

The Medicare Physician Fee Schedule proposed rule released by the Centers for Medicare and 
Medicaid Services (CMS) on July 7, 2016, contains Medicare Part B payment updates, policies, 
and quality provisions for calendar year 2017. The provisions in this rule will apply to physical 
therapists and physical therapist assistants who provide therapy services in the outpatient 
settings. In addition to updating payment rates for 2017, the proposed rule also contains 
policies related to telehealth, Medicare Advantage, physician self-referral, the Medicare Shared 
Savings Program (Medicare ACOs), and a new prevention model to address diabetes. 

Comments on the proposed rule are due by September 6, 2016, and APTA will submit 
comments on behalf of the membership. 

2017 MEDICARE FEE SCHEDULE PAYMENT RATE UPDATE 

The annual update to the fee schedule conversion factor for 2017 will be 0.5%, which is based 
on the update adjustment factors established by the Medicare Access CHIP Reauthorization Act 
(MACRA) of 2015. Additional laws call for an annual target for reductions in fee schedule 
expenditures resulting from adjustments to relative values of misvalued codes (see more detail 
below). In general, if the adjustments to misvalued codes result in a net expense reduction for 
the year equal to or greater than the target, reduced expenditures attributable to those 
adjustments will be redistributed in a budget-neutral manner within the fee schedule. If the 
estimated net expense reduction is less than the target, the fee schedule conversion factor is 
reduced the difference, or “target recapture amount.” The reduction target for 2017 is 0.5%, 
and CMS estimates the actual net reduction in expenditures for 2017 resulting from proposed 
adjustments for misvalued codes will be 0.51%. 

Because this amount would exceed the 0.5% target, there is no residual difference between the 
target and the target recapture amount by which to reduce the conversion factor, and, 
therefore, CMS’ proposed fee schedule rates do not incorporate a target recapture amount. 
The final target recapture amount is subject to recalculation based on the adjustments to 
misvalued codes as finalized in the 2017 fee schedule final rule. The projected conversion factor 
for 2017 is $35.7751, which reflects the 0.5% update adjustment factor specified under MACRA, 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-16097.pdf
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a budget neutrality adjustment of -0.51%, and an imaging MPPR adjustment of -0.07%. (See 
Table 41 below, which is extracted from the proposed rule.) 

 

PROPOSAL FOR NEW THERAPY EVALUATION AND 
REEVALUATION CPT CODE DESCRIPTORS AND PRICING 

CMS proposes to adopt new CPT code descriptors for physical therapy evaluations and 
reevaluations created by the CPT Code Editorial Panel, effective January 1, 2017. The new code 
descriptors stratify therapy evaluations by complexity, creating 3 new evaluation codes and 1 
new reevaluation code. The new descriptors are in Table 19 below, which is extracted from the 
proposed rule: 
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CMS proposes to price the new therapy evaluation codes as a group—using the same value for 
all 3 codes—rather than individually, as was recommended by the American Medical 
Association’s Relative Update Committee. CMS proposes to retain the longstanding Relative 
Value Unit (RVU) of 1.20 for all 3 of the therapy evaluation codes. Additionally, CMS proposes 
to retain the existing RVU of .60 for the new reevaluation code. As called for in the proposed 
rule, APTA will conduct extensive efforts to educate PTs on how to appropriately code using the 
different evaluation levels. Specifically, APTA will provide detailed information on how to 
differentiate the number of personal factors that affect the plan of care and how to select the 
number of elements from any of the body structures and functions, activity limitations, and/or 
participation restrictions to ensure there is no duplication during the physical therapist 
examination of body systems. 

CMS defines the codes for these evaluative services as “always therapy.” This means they 
always represent therapy services regardless of who performs them, and so they always require 
a therapy modifier—GP or GO—to signify that the services are furnished under a PT or OT plan 
of care, respectively. These codes will also be subject to the therapy MPPR and to the statutory 
therapy caps. 

Following is a chart with more detailed information on the required components for each level 
of evaluation. 
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97X61 
Low Complexity 

97X62 
Moderate Complexity 

97X63 
High Complexity 

97X64 
Reevaluation 

Physical therapy 
evaluation: low 
complexity, requiring 
these components: 

Physical therapy 
evaluation: moderate 
complexity, requiring 
these components: 

Physical therapy 
evaluation: high 
complexity, requiring 
these components: 

Reevaluation of physical 
therapy established plan 
of care, 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. 

 

• 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. 

 

• 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 
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. 

 

• 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. 

Typically, 30 minutes are 
spent face-to-face with 
the patient and/or 
family. 

Typically, 45 minutes are 
spent face-to-face with 
the patient and/or 
family. 

Typically, 20 minutes are 
spent face-to-face with 
the patient and/or 
family. 
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POTENTIALLY MISVALUED THERAPY CODES 

The Affordable Care Act requires CMS in its annual physician fee schedule to identify 
“potentially misvalued” codes and adjust them appropriately. CMS has identified 10 physical 
therapy codes: 

97032 Electrical stimulation 
97035 Ultrasound therapy 
97110 Therapeutic exercises 
97112 Neuromuscular reeducation 

97113 Aquatic therapy/exercises 
97116 Gait training therapy 
97140 Manual therapy l/> regions 

97530 Therapeutic activities 
97535 Self-care management training 
G0283 Electric stimulation other than wound 

CMS acknowledges that APTA and other specialty societies are working on coding changes 
through the CPT process for these modality and procedures services and therefore requests 
input on valuation of the above-listed codes. APTA is working to comply with this request and 
will provide updated information to CMS accordingly. 

Through the Achieving a Better Life Experience (ABLE) Act of 2014, Congress set a target for 
adjustments to misvalued codes in the physician fee schedules for 2016, 2017, and 2018. As 
noted above, the target is 0.5% for 2017 (and 2018). CMS estimates that misvalued code 
changes would result in 0.51% in net expenditure reductions. If finalized, these changes would 
meet the misvalued code target of 0.5%, avoiding a broad overall reduction to services paid 
under the fee schedule. 

ADDITION OF TELEHEALTH SERVICES 

CMS proposes to add several codes to the list of services eligible to be furnished via telehealth. 
They are ESRD-related services (CPT codes 90967-90970), Advanced care planning services (CPT 
codes 99497-99498), and Critical care (CPT codes 99291 and 99292). CMS acknowledges that a 
number of physical therapy CPT codes were proposed to be added to the list but declines to 
add them, noting that these codes are billed by PTs, and the statute does not list PTs as 
authorized practitioners of telehealth services. Therefore, CMS does not have the statutory 
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authority to add PTs as telehealth providers, and the agency believes this would take 
congressional action. 

OTHER PROVISIONS OF THE PROPOSED RULE 

Geographic Practice Cost Index (GPCI). The proposed rule updates the GPCIs for applicable 
payment adjustments to reflect local differences in payment practices. The GPCI adjustments 
will have significant impact on Medicare payment rates in urban areas of California as well as 
Puerto Rico. At least every 3 years, CMS is required to review and, if necessary, adjust the 
GPCIs. If more than 1 year has elapsed since the last GPCI adjustment, the adjustment is 50% of 
the adjustment that otherwise would be made. Since previous GPCI updates were implemented 
in 2014 and 2015, CMS proposes to phase in 50% of the latest GPCI adjustment in 2017. A 
recent law passed by Congress requires fee schedule areas used for payment in California to be 
designated Metropolitan Statistical Areas (MSAs). All areas not located in an MSA must be 
treated as a single rest-of-state fee schedule area. The resulting modifications to California’s 
locality structure will increase its number of localities from 9 to 27. 

Revisions to Physician Self-Referral Laws. The proposed rule seeks to tighten up provisions 
under physician self-referral (Stark) laws. Specifically, CMS re-proposes a policy to prohibit 
rental charges per unit of service when the lessor (eg, physician) generates the payment from 
the lessee (eg, hospital) through a referral to the lessee for a service to be provided in the 
rented office space or using the rented equipment. Thus, per-unit-of-service rental charges 
would be permissible only when the referral for the service to be provided in the rented office 
space or using the rented equipment did not come from the lessor. 

Medicare ACO Quality Measures. CMS proposes changes to the Medicare Shared Savings 
Program (Medicare ACOs). Among the proposals are updates to the reporting of quality 
measures within the Medicare ACOs to align with the implementation of alternative payment 
models, a system to capture beneficiary preferences for provider assignment in the ACO, and 
other changes to protect beneficiaries’ access to services within the ACO. Specifically, CMS 
proposes to add the following measures regarding care coordination: ACO-12 Medication 
Reconciliation Post-Discharge (NQF #0097), ACO-44 Use of Imaging Studies for Low Back Pain 
(NQF #0052), and ACO-43 Ambulatory Sensitive Condition Acute Composite (AHRQ PQI #91).  

Medicare Advantage. CMS seeks to increase fairness and transparency in Medicare Advantage 
(MA). Specifically, CMS proposes to require health care providers and suppliers to be screened 
and enrolled in traditional Medicare before they can contract with MA health plans to provide 
services to patients enrolled in MA plans. In addition, CMS discusses plans to release MA pricing 
and medical loss ratio information. 
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New Prevention Innovative Model for Diabetes. CMS reaffirms the expansion of the Diabetes 
Preventions Program (DPP), the first-ever prevention model under the CMS Innovation Center, 
beginning January 2018. DPP is a structured intervention that includes dietary coaching, 
lifestyle intervention, and moderate physical activity, all with the goal of preventing the onset 
of diabetes in individuals who are prediabetic. CMS is asking for comment on a number of 
aspects of the program, including the enrollment of providers and suppliers under the program 
and eligibility requirements for beneficiaries. 


