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Home Care - Physical Therapy (PT) and Occupational Therapy (OT)

Disclaimer

Clinical guidelines are developed and adopted to establish evidence-based clinical criteria for
utilization management decisions. Clinical guidelines are applicable according to policy and plan type.
The Plan may delegate utilization management decisions of certain services to third parties who may

develop and adopt their own clinical criteria.

Coverage of services is subject to the terms, conditions, and limitations of a member’s policy, as well
as applicable state and federal law. Clinical guidelines are also subject to in-force criteria such as the
Centers for Medicare & Medlicaid Services (CMS) national coverage determination (NCD) or local
coverage determination (LCD) for Medlicare Advantage plans. Please refer to the member’s policy
documents (e.qg., Certificate/Evidence of Coverage, Schedule of Benefits, Plan Formulary) or contact

the Plan to confirm coverage.

Summary

Members recently discharged from the hospital and/or those diagnosed with certain medical conditions
may require short-term skilled care in the home for rehabilitation. When medically necessary, such
services can be used to restore or improve functional independence. Physical therapy (PT) and

occupational therapy (OT) are examples of these skilled home care services.

PT is designed to improve functioning, relieve disease symptoms, and prevent disability in individuals
with acute and chronic disease. Treatments may consist of heat and cold therapy, electric stimulation, a
variety of exercise regimens, and functional training for ambulatory activities. PT may be performed by a
qualified, licensed physical therapist or by a physical therapy assistant (PTA) under the supervision of a
qualified, licensed physical therapist.

OT is designed to provide individuals with purposeful activities and training to regain skills of daily living
that were lost through disease or injury. OT may be performed by a qualified, licensed occupational
therapist or by an occupational therapy assistant (OTA) under the supervision of a qualified, licensed

occupational therapist.

PT and OT are often coordinated by a multidisciplinary team of licensed therapists, nurses, and

prescribing clinicians. Home PT and OT require a prescription and clear documentation of progress,



goals, and ongoing necessity. Home PT and OT should also include a home exercise and activity
program designed for the member to participate in alone or with the help of caregivers that do not
require skilled personnel present. This guideline provides criteria regarding the indications and

exclusions for PT and OT.

Information about coverage and benefit limitations can be found in the member’s plan contract at

hioscar.com/forms.

Definitions
“Homebound” refers to members who have normal inability to leave home without considerable and
taxing effort (i.e., requires an assistive device or the assistance of another person to leave home) AND
one of the following:
e Members who cannot leave home due to a medical condition, chronic disease, or injury; or
e Members advised by a treating provider not to leave home for various reasons (e.g. safety,
ongoing medical treatment needs, etc); or
e Members who need the aid of supportive devices such as crutches, canes, wheelchairs, and
walkers, special transportation (when the member is unable to use common transportation such
as private automobile, bus, taxi due to medical condition), or the assistance of others to leave
their place of residence.
When the member does leave home, the absence of the member from the home is infrequent or for
short periods of time, such as to receive health treatment or adult daycare (non-residential program
providing services during the day).

“Physical Therapy (PT)"” refers to supervised therapeutic procedures performed by licensed healthcare
professionals which are intended to relieve disease symptoms, prevent disability and restore clinical
function. PT is often one of many components in a multidisciplinary treatment plan following injury or in
chronic disease. Physical therapy may include, but is not limited to:

e Ambulation and mobility training

e Gait and balance training

e Strength training

e Joint mobilization

e Neuromuscular reeducation

® Therapeutic exercises

e Assistive device and adaptive equipment training

e Orthotic or prosthetic training

e Transfer training

“Occupational Therapy” refers to a therapeutic intervention program designed and supervised by a

team of physicians and occupational therapists to assist members in regaining skills of daily living that



have been lost or impaired. Such programs are individualized to each member to help improve quality of
life by restoring independence. Occupational therapy may include, but is not limited to:

e Activities of Daily Living (ADL) training

e Muscle re-education

e Cognitive or neurodevelopmental training

e Perceptual motor training

e Fine motor coordination/strength training

e Assistive device and adaptive equipment training

e Environment modification recommendations and training

e Transfer training

e Functional mobility training

e Manual therapy

“Activities of Daily Living (ADLs)" are defined as routine activities that most healthy persons perform
daily without requiring assistance. These include, but are not limited to: bathing, communication,
dressing, feeding, grooming, mobility, personal hygiene, self-maintenance, skin management, and

toileting.

“Instrumental Activities of Daily Living (IADLs)" are defined as activities that may be performed daily but
are not fundamental for daily functioning. These include, but are not limited to: the use of public
transportation, balancing a checkbook, community living activities, meal preparation, laundry, leisure

activities and sports, and motor vehicle operation.

“Rehabilitative Treatments” are OT or PT treatments provided with the goal of restoring or improving
upon functions that have been lost or impaired due to injury, disease, or congenital abnormality.
Rehabilitative treatments are differentiated from “habilitative treatments” in that the individual has

previously met these functional milestones but has lost them due to some process.

“Habilitative Treatments” are OT or PT treatments provided with the primary goal of developing skills
needed to perform ADLs or IADLs which, as a result of injury, disease, or congenital abnormality, are not
developed to the normal level of functioning. This is different from rehabilitative treatment in that
habilitative treatments are for individuals that have not developed to the expected level of function or
have not yet met a development milestone; an example includes therapy for a child who is not talking at

the expected age.

“Custodial Care”or “Long-term Care"are non-skilled, personal care to maintain the member's ADLs or
IADLS over a long-term duration and do not require oversight or skilled services by trained health
professionals or technical personnel. These services are not part of a medical treatment plan for
recovery, rehabilitation, habilitation, or improvement in sickness or injury. Custodial services may be
provided in the home, assisted living facilities, or nursing homes, etc. This type of custodial or long-term

care typically does not apply for plan benefits, please see the member’s plan benefit.



Hospice Care / End-of-Life Care - are interdisciplinary and holistic care when curative or life-prolonging
treatments are no longer beneficial and services may focus on symptom control, psychosocial and
spiritual care, nursing, or short-term acute services. Trained clinicians and support staff support individual
and family quality-of-life goals. Hospice care can be provided in the home, skilled nursing facility, or
hospital setting (for acute symptom management and stabilization to return to previous level of hospice

care).

Palliative Care - are interdisciplinary and holistic care that focuses on symptom management, relieving
suffering in all stages of disease, supporting communication, assessing psychosocial and spiritual
resources, social and economic resources. Members may receive curative or life-prolonging treatment,
and may not choose to receive hospice care or end-of-life care. Furthermore, palliative care provides

support for individual and family quality-of-life goals.

Clinical Indications
Physical Therapy and Occupational Therapy in the home is medically necessary for initial requests when
ALL of the following criteria are met:

1. The treatment plan is prescribed and monitored by a licensed provider(MD, DO, NP, or PA) as
per individual state law and must be provided by a licensed physical or occupational therapist;
and

2. The member meets the definition of homebound (see Definitions section above); and

3. Medical necessity criteria in the appropriate MCG Home Care Optimal Recovery Guidelines or
MCG Home Care General Recovery Guideline are met; and/or

4. For members requesting hospice care/end-of-life care or palliative care (please check plan
benefits to verify hospice or palliative care benefit timeframes), the following criteria must be
met to meet medical necessity:

a. The member is terminally ill, presenting with functional decline, and certified by a
medical practitioner for life expectancy less than twelve months for palliative care and
less than six months for hospice/end-of-life care; and

b. The PT/OT services are rendered as part of a hospice care program; and

c. The member may receive curative treatment while receiving palliative care; and/or

d. The member is not receiving curative treatment while in hospice care; and

5. Therapy is aimed at establishing or restoring function that was lost or impaired as a result of
disease, injury, or procedure; and

6. Rehab potential is evident based on a review of the member’s condition, and the member’s
function is not expected to improve in the absence of therapy; and

7. Improvement can be expected with sustainable benefit in range of motion, strength, function,
reduced pain level, and independence of ADLs; and

8. The written plan of care includes an initial evaluation and is sufficient to determine the necessity
of therapy, including the following elements:

a. A medical evaluation has been conducted within 30 days of the service dates; and



e.

f.

g.

The diagnosis, the date of onset or exacerbation of the disorder/diagnosis, the duration,
the severity, the anticipated course (stable, progressive or, improving), and the
prognosis; and

Prior level of functioning and current level of functioning; and

Long-term and short-term goals that are specific, quantitative, objective, and attainable
in no more than 3 months; and

The frequency and duration of proposed treatment; and

The specific treatment techniques and/or exercises to be used; and

Discharge plan.

9. Documentation of medical necessity should be reviewed when ANY of the following occur:

a.
b.

C.

The plan of care exceeds the expected duration and/or estimated frequency of care; or
There is a change in the member’s condition that may impact the plan of care; or
The specific goals are no longer expected to be achieved in a reasonable or expected

duration of time.

Duration of Therapy

The duration of therapy is dependent on the treatment plan of care and the severity of the member’s

condition. The Plan utilizes MCG home care criteria for the recommended visits per episode.

Extension Requests

A Plan member who requires continued PT or OT visits, beyond the original treatment plan of care, may

receive extended treatment when the follow criteria are met:

1. A re-evaluation has been conducted within 30 days of the service dates; and

a.

The appropriate MCG Home Care Optimal Recovery Guidelines with the Extended Visits

criteria are met; or

b. The appropriate MCG Home Care General Recovery Guideline and the member is still in

General Treatment Course Stage 2 or has not met all of the milestones in Stage 3; or

2. For an extension request/recertification for hospice or palliative care, please see plan benefits
and requirements. The member meets medical necessity when the member continues to meet
criteria as listed under Clinical Indications above in criterion 4.

Experimental or Investigational / Not Medically Necessary

Skilled care, and thus physical and occupational therapy, should be discontinued when one of the

following is present:

e Homebound status is no longer met; or

e The member reaches the predetermined goals or skilled treatment is no longer required; or

e The member has reached maximum rehab potential; or

e The goals will not be met and there is no expectation of meeting them in reasonable time; or

e The member can safely and effectively continue their rehabilitation in a home exercise program;

or

e The member’s medical condition prevents further therapy; or



The member refuses treatment.

Physical/Occupational therapy is not considered medically necessary for the following:

Asymptomatic members or those without an identifiable clinical condition; or
Improvement in functioning is not expected over a reasonable and predictable period of time
(i.e. a "stable deficit"); or
Cases of transient or easily reversible loss or reduction in function which could be reasonably
expected to improve spontaneously as the member gradually resumes normal activities; or
Chronic illness / chronic flare-ups or exacerbations that did not result in a decline in function or
related to an acute exacerbation; or
Long-term maintenance therapy, as it is aimed to preserve the present level of function or to
prevent regression below an acceptable level of functioning; or
Custodial care or Long-term care services; or
Duplicative therapy services or programs; or
Treatment modalities or home exercises that do not require a licensed PT/OT and can safely be
conducted by the member alone or with the help of family or caregivers, or
Therapy aimed at improving or restoring only IADLs; or
Occupational or recreational programs aiming to augment or improve upon normal human
functioning; this includes services considered as routine, conditioning, educational, for
employment or job training, or as part of a fitness or sports program; or
Pilates or general exercises to promote fitness or flexibility are not medically necessary; or
Transcutaneous electrical nerve stimulator (TENS) in the home setting is not medically necessary,
please refer to the Plan Clinical Guideline: Outpatient Physical Therapy & Occupational Therapy
(CG044) for outpatient setting; or
Neuromuscular electrical stimulation (NMES) / Electrical Muscle Stimulation in the home setting
is not medically necessary, please refer to Plan Clinical Guideline: Outpatient Physical Therapy &
Occupational Therapy (CG044) for outpatient setting; or
Treatment modalities where the benefits of PT/OT are not adequately supported by peer
literature or accepted standards of practice to be safe and effective and therefore, considered
experimental or investigational include, but are not limited to:

o Augmented soft tissue mobilization is considered investigational due to limited evidence

of improved outcomes over standard techniques for soft tissue mobilization

o Cognitive skills training to improve memory or problem solving

o Driver/safety training

o Equestrian therapy (hippotherapy)

o Group therapy (criteria require individualized plans)

o Kinesio taping for back pain or radicular pain is considered investigational and not

clearly established in the literature
o Low level laser therapy (LLLT)
o MEDEK Therapy (Metodo Dinamico de Estimulacion Kinesica or Dynamic Method for

Kinetic Stimulation)



o Microcurrent electrical nerve stimulation (MENS)

o Interferential stimulation or interferential current therapy (IF) is the superficial application
of a medium-frequency alternating current, modulated to produce low frequencies up to
150 Hz and is considered experimental and investigational due to the lack of high grade
quality literature. Devices such as neoGEN-Series System (RST-Sanexas) as a form of
interferential current therapy for neuropathic pain provide ultra-high digital frequency to
produce pulsed electronic signal energy waves that are delivered transcutaneously via
contact electrodes. As per Hayes 2023, there are no relevant clinical studies, systematic
reviews, or guidance documents supporting use of RST-Sanexas.

o The Interactive Metronome Program

o Sensory integrative techniques

o Vertebral axial decompression and motorized traction devices

e Conditions where the benefits of PT/OT are not adequately supported by peer literature or
accepted standards of practice to be safe and effective and therefore, considered experimental
or investigational include, but are not limited to:

o Constipation

o Vaginismus

o Social functioning

o Sexual dysfunction (erectile dysfunction, premature ejaculation)

o Scoliosis

o TMJ pain

Applicable Billing Codes
Codes considered medically necessary when clinical criteria are met:

CPT/HCPCS Codes considered medically necessary if criteria are met:

Code Description

97161 Physical therapy evaluation: low complexity, requiring these components: A history
with no personal factors and/or comorbidities that impact the plan of care; An
examination of body system(s) using standardized tests and measures addressing 1-2
elements from any of the following: body structures and functions, activity
limitations, and/or participation restrictions; A clinical presentation with stable and/or
uncomplicated characteristics; and Clinical decision making of low complexity using
standardized patient assessment instrument and/or measurable assessment of
functional outcome. Typically, 20 minutes are spent face-to-face with the patient

and/or family.

97162 Physical therapy evaluation: moderate complexity, requiring these components: A
history of present problem with 1-2 personal factors and/or comorbidities that
impact the plan of care; An examination of body systems using standardized tests

and measures in addressing a total of 3 or more elements from any of the following:




body structures and functions, activity limitations, and/or participation restrictions;
An evolving clinical presentation with changing characteristics; and Clinical decision
making of moderate complexity using standardized patient assessment instrument
and/or measurable assessment of functional outcome. Typically, 30 minutes are

spent face-to-face with the patient and/or family.

97163

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

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

97164

Re-evaluation of physical therapy established plan of care, requiring these
components: An examination including a review of history and use of standardized
tests and measures is required; and Revised plan of care using a standardized patient
assessment instrument and/or measurable assessment of functional outcome

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

97165

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

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

97166

Occupational therapy evaluation, moderate complexity, requiring these components:
An occupational profile and medical and therapy history, which includes an
expanded review of medical and/or therapy records and additional review of
physical, cognitive, or psychosocial history related to current functional performance;
An assessment(s) that identifies 3-5 performance deficits (ie, relating to physical,
cognitive, or psychosocial skills) that result in activity limitations and/or participation
restrictions; and Clinical decision making of moderate analytic complexity, which

includes an analysis of the occupational profile, analysis of data from detailed




assessment(s), and consideration of several treatment options. Patient may present
with comorbidities that affect occupational performance. Minimal to moderate
modification of tasks or assistance (eg, physical or verbal) with assessment(s) is
necessary to enable patient to complete evaluation component. Typically, 45
minutes are spent face-to-face with the patient and/or family.

97167

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

97168

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

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

G0129

Occupational therapy services requiring the skills of a qualified occupational
therapist, furnished as a component of a partial hospitalization treatment program,
per session (45 minutes or more)

GO0151

Services performed by a qualified physical therapist in the home health or hospice
setting, each 15 minutes

G0152

Services performed by a qualified occupational therapist in the home health or

hospice setting, each 15 minutes

G0157

Services performed by a qualified physical therapist assistant in the home health or

hospice setting, each 15 minutes

GO0158

Services performed by a qualified occupational therapist assistant in the home health

or hospice setting, each 15 minutes




G0159 Services performed by a qualified physical therapist, in the home health setting, in
the establishment or delivery of a safe and effective physical therapy maintenance
program, each 15 minutes

G0160 Services performed by a qualified occupational therapist, in the home health setting,
in the establishment or delivery of a safe and effective occupational therapy
maintenance program, each 15 minutes

$9129 Occupational therapy, in the home, per diem

59131 Physical therapy; in the home, per diem

Codes not considered medically necessary for indications listed in this Guideline:

CPT/HCPCS Codes not considered medically necessary

Code

Description

97169-97172

Athletic training evaluation, low complexity, requiring these components: A history
and physical activity profile with no comorbidities that affect physical activity; An
examination of affected body area and other symptomatic or related systems
addressing 1-2 elements from any of the following: body structures, physical activity,
and/or participation deficiencies; and Clinical decision making of low complexity
using standardized patient assessment instrument and/or measurable assessment of
functional outcome. Typically, 15 minutes are spent face-to-face with the patient
and/or family (Code effective 01/01/2017)

EQ746 Electromyography (emg), biofeedback device
$8990 Physical or manipulative therapy performed for maintenance rather than restoration
S9117 Back school, per visit

Codes considered experimental or investigational:

CPT/HCPCS Codes considered experimental or investigational

Code Description

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

$8940 Equestrian/hippotherapy, per session

S8948 Application of a modality (requiring constant provider attendance) to one or more
areas, low-level laser; each 15 minutes

S9090 Vertebral axial decompression, per session

10




Codes for electrical stimulation considered Not Medically Necessary (TENS, NMES/electrical muscle

stimulation) for the home setting:

CPT/HCPCS Codes not considered medically necessary

Code Description

97014 Application of a modality to 1 or more areas; electrical stimulation (unattended)

97032 Application of a modality to 1 or more areas; electrical stimulation (manual), each 15
minutes

A4558 Conductive gel or paste, for use with electrical device (e.g., TENS, NMES), per oz

A4595 Electrical stimulator supplies, 2 lead, per month, (e.g., TENS, NMES)

EQ720 Transcutaneous electrical nerve stimulation (TENS) device, two-lead, localized
stimulation.

E0730 Transcutaneous electrical nerve stimulation (TENS) device, four or more leads, for
multiple nerve stimulation

E0731 Form-fitting conductive garment for delivery of TENS or NMES (with conductive
fibers separated from the patient's skin by layers of fabric)

E0745 Neuromuscular stimulator, electronic shock unit [NMES]

E0769 Electrical stimulation or electromagnetic wound treatment device, not otherwise
classified

G0281 Electrical stimulation, (unattended), to one or more areas, for chronic Stage Il and
Stage IV pressure ulcers, arterial ulcers, diabetic ulcers, and venous stasis ulcers not
demonstrating measurable signs of healing after 30 days of conventional care, as
part of a therapy plan of care

G0282 Electrical stimulation, (unattended), to one or more areas, for wound care other than
described in G0281

G0283 Electrical stimulation (unattended), to one or more areas for indication(s) other than
wound care, as part of a therapy plan of care

Codes for electrical stimulation considered experimental or investigational (MENS, Interferential

therapy):

CPT/HCPCS Codes considered experimental or investigational

Code Description
E1399 Durable medical equipment, miscellaneous [when billed for MENS]
S8130 Interferential current stimulator, 2 channel [when billed for interferential therapy]

11



S8131 Interferential current stimulator, 4 channel [when billed for interferential therapy]
References
1. The American College of Obstetrics and Gynecologists. (July 2019). Female Sexual Dysfunction.

Practice Bulletin Number 213.
https://www.acog.org/clinical/clinical-guidance/practice-bulletin/articles/2019/07 /female-sexual-
dysfunction
CMS Medicare Benefit Policy Manual Chapter 7 - Home Health Services. CMS.gov.
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c07.pdf
Revised 05/7/2021.
Centers for Medicare & Medicaid Services. Medicare Benefit Policy Manual Chapter 9 -
Coverage of Hospice Services Under Hospital Insurance. Revised 10/21/21.
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c09.pdf
CMS LCD Guidelines. http://www.cms.gov/mcd/index. Accessed on Feb 23, 2016.
a. Local Coverage Determination (LCD) for PHYSICAL THERAPY - Home Health (L33942)
b. Local Coverage Determination (LCD) for PHYSICAL THERAPY - Home Health (L34564)
c. Local Coverage Determination (LCD) for Outpatient PHYSICAL and Occupational
THERAPY Services Health (L34049)

d. Local Coverage Determination (LCD) for Medicine: PHYSICAL THERAPY - Outpatient

(L34310)

e. Local Coverage Determination (LCD) for Home Health OCCUPATIONAL THERAPY
(L34560)

f.  Local Coverage Determination (LCD) for Medicine: OCCUPATIONAL THERAPY -
Outpatient (L34308)

American Physical Therapy Association. Standards of practice for physical therapy. Last updated
Aug 12,2020. Available at:
https://www.apta.org/apta-and-you/leadership-and-governance/policies/standards-of-practice-p
t

Bavarian R, Khawaja SN, Ajisafe AH, Sultan AS. The efficacy of microcurrent electrical nerve
stimulation in treating masticatory myofascial pain: A systematic review and meta-analysis. The
Journal of Craniomandibular & Sleep Practice. 2021;

doi: https://doi.org/10.1080/08869634.2021.2020006

Cejudo P, Bautista J, Montemayor T, et al. Exercise training in mitochondrial myopathy: A
randomized controlled trial. Muscle Nerve. 2005;32(3):342-350.

Chou R. Subacute and chronic low back pain: Nonpharmacologic and pharmacologic treatment.
UpToDate.com. Accessed from
https://www.uptodate.com/contents/subacute-and-chronic-low-back-pain-nonpharmacologic-an
d-pharmacologic-treatment?search=interferential %20current%20therapy&source=search_result&
selectedTitle=2~150&usage_type=default&display_rank=2 Last updated Aug 2, 2022.

12


http://www.cms.gov/mcd/index

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Cosper SM, Lee GP, Peters SB, Bishop E. Interactive Metronome training in children with
attention deficit and developmental coordination disorders. Int J Rehabil Res.
2009;32(4):331-336.

de Freitas, G. R., Szpoganicz, C., & Ilha, J. (2018). Does neuromuscular electrical stimulation
therapy increase voluntary muscle strength after spinal cord injury? A systematic review. Topics
in spinal cord injury rehabilitation. Top Spinal Cord Inj Rehabil. 24(1), 6-17.

De Oliveira, G.R., & Vidal MF. (2021). Developmental outcomes in a child with corpus callosum
abnormalities and congenital heart disease after Cuevas Medek Exercises: A case report. Clinical
Case Reports. Doi: https://doi.org/10.1002/ccr3.4637

Feinstein A. Conversion Disorder. Continuum (Minneap Minn). 2018 Jun;24(3, BEHAVIORAL
NEUROLOGY AND PSYCHIATRY):861-872.

Fitzgerald MP, Anderson RU, Potts J, et al; Urological Pelvic Pain Collaborative Research
Network. Randomized multicenter feasibility trial of myofascial physical therapy for the treatment
of urological chronic pelvic pain syndromes. J Urol. 2013;189(1 Suppl):S75-S85.

Frontera W, Silver J, Rizzo TD editors. Essentials of Physical Medicine and Rehabilitation. 4th ed.
Philadelphia, PA: Elsevier, 2018.

Fu TC, Wong AM, Pei YC, Wu KP, Chou SW, Lin YC. Effect of Kinesio taping on muscle strength
in athletes-a pilot study. J Sci Med Sport. 2008 Apr;11(2):198-201.

Yu GH, Lee JS, Kim SK, & Cha TH. (2017). Effects of interactive metronome training on upper
extremity function, ADL and QOL in stroke patients. NeuroRehabilitation. 2017; 41(1), pp.
161-168. DOI: 10.3233/NRE-171468

Gonzélez-lglesias J, Fernandez-de-Las-Pefias C, Cleland JA, et al. Short-term effects of cervical
kinesio taping on pain and cervical range of motion in patients with acute whiplash injury: A
randomized clinical trial. J Orthop Sports Phys Ther. 2009;39(7):515-521.

Gulick DT. Comparison of tissue heating between manual and hands-free ultrasound techniques.
Physiother Theory Pract. 2010;26(2):100-106.

Hayes, Inc. Evolving Evidence Review. NeoGEN-Series System (RST-Sanexas) for Treatment of
Neuropathic Pain. Lansdale, PA: Hayes, Inc.; Annual review: Jan 2023.

Jansen M, de Groot IJ, van Alfen N, Geurts ACh. Physical training in boys with Duchenne
muscular dystrophy: The protocol of the No Use is Disuse study. BMC Pediatr. 2010;10:55.
Katalinic OM, Harvey LA, Herbert RD. Effectiveness of stretch for the treatment and prevention
of contractures in people with neurological conditions: A systematic review. Phys Ther.
2011;91(1):11-24.

Kong LJ, Zhan HS, Cheng YW, Yuan WA, Chen B, Fang M. Massage therapy for neck and
shoulder pain: a systematic review and meta-analysis. Evid Based Complement Alternat Med.
2013;2013:613279.

Krauss |, Steinhilber B, Haupt G, et al. Efficacy of conservative treatment regimes for hip
osteoarthritis -- evaluation of the therapeutic exercise regime "Hip School": A protocol for a
randomised, controlled trial. BMC Musculoskelet Disord. 2011;12:270.

13



24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Landers S, Madigan E, Leff B, Rosati RJ, McCann BA, et al. The Future of Home Health Care. A
Strategic Framework for Optimizing Value. Home Health Care Manag Pract. 2016; 28(4):
262-278. doi: 10.1177/1084822316666368

Latham NK, Harris BA, Bean JF, et al. Effect of a Home-Based Exercise Program on Functional
Recovery Following Rehabilitation After Hip Fracture: A Randomized Clinical Trial. JAMA.
2014;311(7):700-708. doi:10.1001/jama.2014.469

Melham TJ, Sevier TL, Malnofski MJ, et al. Chronic ankle pain and fibrosis successfully treated
with a new noninvasive augmented soft tissue mobilization technique (ASTM): A case report.
Med Sci Sports Exerc. 1998;30(6):801-804.

Michaleff ZA, Maher CG, Lin CW, et al. Comprehensive physiotherapy exercise programme or
advice for chronic whiplash (PROMISE): A pragmatic randomised controlled trial. Lancet.
2014,384(9938):133-141.

Minor MA, Sanford MK. The role of physical therapy and physical modalities in pain
management. Rheum Dis Clin North Am. 1998;25(1):233-248, viii

National Association for Home Care & Hospice. What is Hospice and Palliative Care?

https.//www.nahc.org/about/fag/#111 Accessed: March 8, 2022.
National Hospice and Palliative Care Organization. (2021). NHPCO Facts and Figures Report,

2021 edition. https://www.nhpco.org/hospice-care-overview/hospice-facts-figures/ Accessed
March 8, 2022.
Nair HKR. Microcurrent as an adjunct therapy to accelerate chronic wound healing and
a. 2 reduce patient pain. J Wound Care. 2018 May 2;27(5):296-306.
Pontari M, Giusto L. New developments in the diagnosis and treatment of chronic
prostatitis/chronic pelvic pain syndrome. Curr Opin Urol. 2013;23(6):565-569.
Rajpurohit B, Khatri SM, Metgud D, Bagewadi A. Effectiveness of transcutaneous
a. 38 electrical nerve stimulation and microcurrent electrical nerve stimulation in bruxism
b. 39 associated with masticatory muscle pain--a comparative study. Indian J Dent Res.
2010
c. 40 Jan-Mar;21(1):104-6.
Rampazo EP, Liebano RE. Analgesic Effects of Interferential Current Therapy: A Narrative Review.
Medicina. 2022; 58(1):141. https://doi.org/10.3390/medicina58010141
Sakzewski L, Ziviani J, Boyd R. Systematic review and meta-analysis of therapeutic management
of upper-limb dysfunction in children with congenital hemiplegia. Pediatrics. 2009
Jun;123(6):e1111-22.
Scherl SA. Adolescent idiopathic scoliosis: Management and prognosis. UpToDate, Waltham,
MA. Reviewed February 2017.
Shank TM, & Harron W. A retrospective outcomes study examining the effect of interactive
metronome on hand function. Journal of Hand Therapy. 2015; 28 (4): 396-402. Doi:
https://doi.org/10.1016/j.jht.2015.06.003
Sheon RP, Duncombe AM. Rehabilitation program for the low back. UpToDate. Waltham, MA:
UpToDate; reviewed February 2017.

14


https://www.nahc.org/about/faq/#111
https://www.nhpco.org/hospice-care-overview/hospice-facts-figures/

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

Taylor NF, Dodd KJ, Shields N, Bruder A. Therapeutic exercise in physiotherapy practice is
beneficial: a summary of systematic reviews 2002-2005. Aust J Physiother. 2007;53(1):7-16
Thomaz, S. R., Cipriano Jr, G., Formiga, M. F,, Fachin-Martins, E., Cipriano, G. F. B., Martins, W.
R., & Cahalin, L. P. (2019). Effect of electrical stimulation on muscle atrophy and spasticity in
patients with spinal cord injury-a systematic review with meta-analysis. Spinal cord, 57(4),
258-266.

Trenell MI, Sue CM, Kemp GJ, et al. Aerobic exercise and muscle metabolism in patients with
mitochondrial myopathy. Muscle Nerve. 2006;33(4):524-531.

Urological aspects of chronic pelvic pain. In: Engeler D, Baranowski AP, Elneil S, et al. Guidelines
on chronic pelvic pain. Arnhem, The Netherlands: European Association of Urology (EAU);
February 2012.

Veerbeek JM, van Wegen E, van Peppen R, et al. What is the evidence for physical therapy
poststroke? A systematic review and meta-analysis. PLoS One. 2014;9(2):e87987.

Legg LA, Drummond AE, Langhorne P. Occupational therapy for patients with problems in
activities of daily living after stroke. Cochrane Database Syst Rev. 2006;(4):CD003585.

Moyers PA. The guide to occupational therapy practice. American Occupational Therapy
Association. Am J Occup Ther. 1999; 53(3):247-322.

Reitz SM, Austin DJ, Brandt LC, et al. Guidelines to the Occupational Therapy Code of Ethics.
Am J Occup Ther. 2006; 60(6):652-668.

Steultjens EM, Dekker JJ, Bouter LM, et al. Evidence of the efficacy of occupational therapy in
different conditions: an overview of systematic reviews. Clin Rehabil. 2005; 19(3):247-254.
Steultjens EM, Dekker JJ, Bouter LM, et al. Occupational therapy for rheumatoid arthritis.
Cochrane Database of Syst Rev. 2004;(1):CD003114.

Trombly CA, Ma HI. A synthesis of the effects of occupational therapy for persons with stroke,
Part I: Restoration of roles, tasks, and activities. Am J Occup Ther. 2002 May-Jun;56(3):250-9. 20.
Walker MF, Leonardi-Bee J, Bath P, Langhorne P, Dewey M, Corr S, et al. Individual patient data
metaanalysis of randomized controlled trials of community occupational therapy for stroke
patients. Stroke. 2004 Sep;35(9):2226-32.

Cheatham SW, Lee M, Cain M, Baker R. The efficacy of instrument assisted soft tissue
mobilization: a systematic review. J Can Chiropr Assoc. 2016;60(3):200-211.

Halseth T, McChesney JW, DeBeliso M, et al. The Effects of Kinesio Taping on proprioception at
the ankle. J Sports Sci Med. 2004;3:1-7.

Yasukawa A, Patel P, Sisung C. Pilot study: Investigating the effects of Kinesio Taping in an acute
pediatric rehabilitation setting. Am J Occup Ther. 2006;60(1):104-110.

Fu TC, Wong AM, Pei YC, et al. Effect of Kinesio taping on muscle strength in athletes-a pilot
study. J Sci Med Sport. 2008;11(2):198-201.

Thelen MD, Dauber JA, Stoneman PD. The clinical efficacy of kinesio tape for shoulder pain: A
randomized, double-blinded, clinical trial. J Orthop Sports Phys Ther. 2008;38(7):389-395.
Scherl SA. Adolescent idiopathic scoliosis: Management and prognosis. UpToDate.

https://www.uptodate.com/contents/adolescent-idiopathic-scoliosis-management-and-prognosis
Accessed April 3, 2017.

15


https://www.uptodate.com/contents/adolescent-idiopathic-scoliosis-management-and-prognosis

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Meier DE, Back AL, Berman A, Block SD, et al. A National Strategy For Palliative Care. Health

Affairs. 2017; 36(7). Doi: https://doi.org/10.1377/hlthaff.2017.0164

Meier DE, McCormick E & Lagman RL. (Dec 7, 2020). Hospice: Philosophy of care and

appropriate utilization in the United States. UpToDate.com. Accessed March 4, 2022.

McNeely ML, Armijo Olivo S, Magee DJ. A systematic review of the effectiveness of physical

therapy interventions for temporomandibular disorders. Phys Ther. 2006; 86:710.

McKivigan, J., Krisak, B., Vogel, B., Harrington, A., & Nguyen, V. (2019). Evaluating the Efficacy
a. of Vertebral Axial Decompression Therapy in Treatment of Patients with Chronic Lower

Back Pain: A Systematic Review. Rehabilitation, 4(2), 25-34.

Nazligul T, Akpinar P, Aktas I, Unlu Ozkan F, Cagliyan Hartevioglu H. The effect of interferential

current therapy on patients with subacromial impingement syndrome: a randomized,

double-blind, sham-controlled study. Eur J Phys Rehabil Med. 2018 Jun;54(3):351-357. doi:

10.23736/51973-9087.17.04743-8. Epub 2017 Sep 11. PMID: 28895673.

Scrivani SJ. Temporomandibular disorders in adults. UpToDate.

https://www.uptodate.com/contents/temporomandibular-disorders-in-adults. Accessed April 3,

2017.

STECKO, Monika Joanna, WAWRYKOW, Agata, KORABIUSZ, Katarzyna, KORDEK, Agnieszka,

FABIAN - DANIELEWSKA, Anna, WILCZYNSKA, Agnieszka, JANIK, Inga & MACIEJEWSKA,

Martyna. The methods of therapy of children suffering from cerebral palsy. Journal of Education,

Health and Sport [online]. ? September 2018, T. 8, nr 9, s. 562-569. [accessed March 9, 2022].

King, PM, Myers, CA, Ling, FW, Rosenthal, RH. Musculoskeletal factors in chronic pelvic pain. J

Psychosom Obstet Gynaecol. 1991; 12:87.

Romano M, Minozzi S, Bettany-Saltikov J, et al. Exercises for adolescent idiopathic scoliosis.

Cochrane Database Syst Rev. 2012; :CD007837.

Bylund P, Aaro S, Gottfries B, Jansson E. Is lateral electric surface stimulation an effective

treatment for scoliosis? J Pedliatr Orthop. 1987; 7:298.

Ye L, Kalichman L, Spittle A, Dobson F, Bennell K. Effects of rehabilitative interventions on pain,

function and physical impairments in people with hand osteoarthritis: a systematic review.
Arthritis Res Ther. 2011 Feb 18;13(1):R28.

van Reijn-Baggen DA, Han-Geurts IJM, Voorham-van der Zalm PJ, Pelger RCM, Hagenaars-van
Miert CHAC, Laan ETM. Pelvic Floor Physical Therapy for Pelvic Floor Hypertonicity: A
Systematic Review of Treatment Efficacy. Sex Med Rev. 2022 Apr;10(2):209-230. doi:
10.1016/j.sxmr.2021.03.002. Epub 2021 Jun 12. PMID: 34127429.

Wong MS, Mak AF, Luk KD, et al. Effectiveness of audio-biofeedback in postural training for
adolescent idiopathic scoliosis patients. Prosthet Orthot Int. 2001; 25:60.

Clinical Guideline Revision / History Information

Original Date: 4/11/2017
Reviewed/Revised: 1/18/2018, 4/13/2018, 4/15/2019, 7/21/2020, 04/21/2021, 12/01/2021, 04/25/2022,
05/02/2023

16



https://www.uptodate.com/contents/temporomandibular-disorders-in-adults

