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The Therapy Cap: Short Term Alternatives for Therapy Services (STATS).  STATS is a CMS-funded study that could develop an alternative to the cap and be implemented two or three years after CMS approval.  Janet Brown (ASHA’s director of health care services in SLP) and Mary (SMAC-Ohio) are members of the STATS 20-member Clinical Workgroup.  Janet presented a summary of the project and emphasized that a short-term alternative could be in place for as long as 10 years.  The cap alternative could possibly:
· Be based on an episode of care instead of per year

· Use a special modifier or HCPCS code to identify need and process

· Identify treatment techniques supported by evidence-based practice
Janet is rather certain that NOMS will be integrated into any long-term alternative that is developed.  Joanne (SMAC-PA) pointed out that, even though there is a CMS-contracted long-term cap project (DOTPA, see below), the STATS “solution” is important because CMS could possibly accept it as the alternative to the cap.  As for the current cap “exceptions process,” few problems have been reported because the KX modifier successfully bypasses the cap.  As long as documentation clearly shows functional progress and medical necessity, your KX claims should withstand retrospective audits
if other administrative requirements are met.  Temporary plateaus or declines in function do not negate coverage as long as documentation presents reason(s) for the lack of progress.
Development of Outpatient Therapy Payment Alternatives (DOTPA).   Janet explained that this is the CMS-contracted study for a long term alternative to the cap.  The study has been underway for one year and is not slated for completion until 2013.  Joanne and Margaret Rogers, ASHA’s chief staff officer for science & research, participate on an advisory panel.  A current focus is CARE, the CMS discharge assessment form that is in development.

Group dysphagia treatment.   Mary voiced concern that LCDs do not address group treatment of dysphagia.  Mark noted that ASHA has not applied for such a CPT code because there is no published research on its efficacy.  One could ask their MAC for a written ruling on such coverage.  A better alternative (for 2-person groups) would be the use of “concurrent treatment”  (see below)
Concurrent treatment.  This is the treatment of two patients at the same time and is permitted by CMS in its discussion of therapy services to SNF Part A residents.  It is not clear if this is allowed for Part B patients.  Essentially, the technique recognizes that a therapist can treat two patients simultaneously, performing skilled observation of one patient while treating a second patient.  CMS announced in 2005 that it would be evaluating concurrent treatment, yet nothing has been released.  Mark will send the SMAC network a description of concurrent treatment that incorporates CMS statements from the Federal Register.
Medicare SLP private practice restrictions.  Tammy indicated that the limitation of providing services only in the office or patient’s home makes it difficult to lobby Medicaid programs to cover services elsewhere in the community.  Mark will circulate  ASHA’s comment letter to CMS that responded to proposed regulations last summer.  We stressed that a natural environment is often needed to teach a patient how to communicate in various settings. Incidentally, while a hospital or nursing home is not considered home, an assisted living facility is.

Re-evaluations.  Many SLPs do not bill for re-evaluations because there is no such CPT code for speech-language or dysphagia services.  Re-evaluations are allowed whenever there is a significant change in the patient’s condition that requires a revision of long term goals.  Mark pointed out that we are actually at a reimbursement advantage without a re-eval code because CMS allows SLPs to use the regular evaluation code (92506 or 92610) for re-evaluations.  This is stated in the next-to-last paragraph of section 15/220.3.C of the Medicare Benefit Policy Manual.  The section is found on the ASHA Web site in the Medicare/Documentation section

