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UNIVERSITY PHYSICIANS HEALTH PLANS

[University Family Care, University Physicians Healthcare Group, and Maricopa Health Plan]
REFERRAL GUIDELINE

OCCUPATIONAL/HAND THERAPY

____________________________________________________________________


CRITERIA:

Adults and Children

· The condition for which these rehabilitation services are prescribed is acute (less than 4 months old).

· There is reasonable expectation of improvement/response to the plan of therapy and there must be documented objective progress weekly.

1.
Inpatient – Adults and Children
Occupational Therapy is a covered benefit when provided as part of an acute inpatient or skilled nursing facility admission.

2.
Outpatient – Adult 

Occupational Therapy is NOT a covered benefit except for the following conditions*:

· Finger/hand fracture (8 visits)

· Radius/ulna fracture (12 visits)

· Ganglion (wrist/hand) excision (9 visits)

· Rotator cuff repair (12 visits)

· Carpal tunnel surgery (12 visits)

· Radius/ulna nerve repair (6 visits)

· Burns (6-12 visits)

*M.D. notes must support medical necessity.

3.
Outpatient – Child  (EPSDT < 21 Years of Age)
Indications for occupational therapy include documentation of one or more of the following acute or new physical conditions that run concurrently with any other therapy:

· Abnormal tone or reflexes

· Amputation

· Cognitive deficits

· Incapacitating pain or spasm

· Limited range of motion

· Muscle weakness or paralysis

· Perceptual motor deficits

· Skeletal trauma or deformity

A. Skilled therapy shall include one or more of the following:

· Cognitive training

· Exercise modalities (Knavel table, deltoid aid, shoulder wheel pulley)

· Hand dexterity


· Hydrotherapy (whirlpool, Hubbard tank)

· Joint protection

· Manual exercise (active assisted, active resistive, muscle re-education)

· Measuring, fabricating or training in use of prosthesis, arthrosis, assistive device or splint)

· Oral-motor training

· Perceptive training

· Reality orientation

· Restoration of activities of daily living (dressing, cooking, hygiene, feeding, continence)

· Sensory re-education

· Work simplification and/or energy conservation

B. Visits may be approved as follows:

· CTR (post-op only) …………….. 12 visits (2x/wk for 3wks)

· Dequervain's pre-surgery…..……12 visits

        (splint required)


· Flexor tendon injury………..……..12 visits

       (splint required)

· Wrist fracture ……………..………12 visits

        (splint required)

· Phalangeal fracture………………. 8 visits

        (splint required)

· Dupytrens
…………………………. 6 visits


        (splint required)

· MCP arthroplasty………………….12 visits

        (splint required)

· CMC problems……………………. 4-6 visits

        (splint required)

· Tendon transfers
…………………. 12 visits

· Ulnar Nerve……………………..….. 6 visits

             Transposition (splint required)

· Multiple Sclerosis……………..…… 4 visits   

· Shoulder fracture
………………..…12 visits

· Shoulder frozen/rotator cuff repair..12 visits

· Elbow fracture……………………....12 visits

· Elbow Tendinitis…………………….8 visits

· CVAs………………………………....8 visits

· Spinal cord injury
…………………....8 visits

4.
Referral Module 


Referral Module in IDX must be completed per attached example, to include: 

· Referral type:  OTPT Occupational Therapy

· Reason:  OTPT Rehab-OT

· Description (example):  OT x 6 Visits

· Comments – Enter any specific comments per the RN/M.D. who authorized the referral.

5.
Approval 

UM RN may approve occupational therapy using these guidelines.  Variances must be authorized by Medical Director/designee.

6. Claims Processing

All OT claims will pend to a type “Review Occ Med.”  The following steps should be taken in the claims review/adjudication process.  Claims that fall outside these criteria should be sent for medical review to ensure that only authorized services are being billed.  

· Claims must include the appropriate Occupational Therapy codes.

****See attached table****

· Facility claims should indicate Revenue Code 430.

· HCPCS codes should be reflective of authorized supplies, orthotics.

· If there is a repetitive pattern in claims that fall outside the above criteria, samples of these claims should be brought to the Contracts Manager for review of policy criteria.  This review will be done with Director of Clinical Services and Medical Director.

· Services for which there is no authorization will be denied.

· Services billed that are not clearly indicated in the referral/authorization will be pended to medical and/or contract review, as appropriate, based on above criteria.

· All claims paid must have the Disposition Code 425-APPSA (Approved – Special Arrangement).
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