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Note: These FAQ’s reflect standard coding guidance and practice. It is important to keep 

in mind that payment policies vary from payer to payer. 
 
 

Pelvic Floor Dysfunction 
 
1. What is pelvic floor dysfunction? 
Pelvic floor dysfunction is abnormal functioning of the pelvic floor. The following 
conditions may occur as a result of pelvic floor dysfunction: 

• Urinary incontinence (stress, urge and mixed incontinence) 
• Fecal incontinence 
• Pelvic organ prolapse 
• Sensory and emptying abnormalities of the lower urinary tract 
• Defecatory dysfunction 
• Sexual dysfunction 
• Chronic pain syndromes1

 
 

 
2. How prevalent are these conditions? 
Of the pelvic floor conditions noted above, urinary incontinence is the most 
prevalent. According to the Agency for Healthcare Research and Quality 
(AHRQ), 13 million Americans are incontinent.2 Urinary incontinence is two to 
three times more common in women than men. High risk groups for developing 
urinary incontinence include pregnant or menopausal women, women with 
vaginal prolapse, men treated for prostate disease, patients with rectal prolapse 
and frail elderly and nursing home residents.3

 
 

3. What is the physical therapist’s role in the examination/evaluation of 
pelvic floor dysfunction? 

Physical therapists have training in the anatomy, physiology and function of the 
neuromuscular and fascial support structures of the lumbopelvic region. They 
assess the core support muscles for motor control, strength and endurance as 

                                                 
1 Bo K. Overview of physical therapy for pelvic floor dysfunction. In: Bo K, Berghmans B, Morkved S, 
Van Kampen M, eds. Evidence-Based Physical Therapy for the Pelvic Floor: Bridging Science and 
Clinical Practice. Philadelphia, PA: Elsevier; 2007: 1-8. 
2 Agency for Health Care Policy and Research. Overview: Urinary incontinence in adults: Clinical practice 
guideline update. Available at http://www.ahrq.gov/clinic/uiovervw.htm.  Accessed October 21, 2009. 
3 Prevention of Fecal and Urinary Incontinence in Adults, Structured Abstract. December 2007. Agency for 
Healthcare Research and Quality, Rockville, MD. http://www.ahrq.gov/clinic/tp/fuiadtp.htm. Accessed 
February 12,  2010. 
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well as assess the coordination of muscles for different activities and positions. 
The physical therapy evaluation may also include postural assessment, manual 
muscle testing, internal muscle and fascial palpation, EMG testing and 
assessment of scar and soft tissue restrictions, gait and movement patterns. 
 
Results of the patient examination/evaluation guide the identification of 
individualized treatment goals to improve pelvic floor function. Treatment 
strategies may address increasing patient knowledge of bladder re-training 
techniques, decreasing postural asymmetries, reducing pain, normalizing tone, 
increasing strength, reducing myofascial restrictions and improving 
neuromuscular coordination. These treatments address functional goals such as 
improved continence, decreased painful voiding syndromes, decreased pain with 
daily activities including sitting, walking, prolonged standing and sexual function. 
 
4. What kind of physical therapist services are available for patients with 

pelvic floor dysfunction? 
Therapeutic strategies for pelvic floor dysfunction have evolved beyond the 
traditional Kegel exercises for incontinence. Physical therapists customize 
treatment plans and select treatments based on the examination and evaluation. 
 
Pelvic floor muscle rehabilitation employs a variety of strategies to improve the 
capacity of the muscles through neuromuscular reeducation. This rehabilitation 
includes but is not limited to: 

• Exercise 
• EMG biofeedback with 

o internal and/or external surface electrodes 
o rehabilitative ultrasound imaging 
o instruction in the use of home EMG muscle monitors 

• Pelvic muscle electric stimulation 
• Electrical stimulation for pain relief/control 

 
Treatment guidelines from the Agency for Healthcare Research and Quality 
indicate that Kegel exercises, biofeedback, vaginal weight training and pelvic 
floor electrical stimulation are effective rehabilitation techniques.4

 
  

During pelvic floor muscle rehabilitation the patient learns to strengthen the pelvic 
floor muscle through the use of Kegel exercises, which helps to better control 
emptying of the bladder and inhibit unwanted detrusor contractions. Kegel 
exercises are also known as pelvic floor muscle exercises. Training of this deep 
layer of postural support includes functional training with related muscle groups 
in a variety of positions and activities. Postural stabilization can teach patients 
how to use pelvic floor muscles in their daily activities including fitness training. 
                                                 
4 Pelvic floor muscle training versus no treatment, or inactive control treatments, for urinary incontinence 
in women (Cochrane Review). Reviewer(s): Hay-Smith, EJC; Dumoulin, C. Review Group: Cochrane 
Incontinence Group; Cochrane Database of Systematic Reviews; Substantively amended: 15 November 
2005; unmodified this issue. (AN: CD005654) 



 
Independent performance of active pelvic floor strengthening exercises without 
instruction in correct technique is often inadequate. Training in the correct 
techniques for pelvic floor muscle exercises facilitates increasing muscle 
recruitment, reducing hypertonus/spasm and improving speed of muscle reaction 
to postural loads.5

 
 

Biofeedback is an important adjunct to pelvic floor muscle exercise. It may be 
part of the treatment plan for patients who have difficulty in identifying, controlling 
and coordinating the function of pelvic floor muscles. Surface electromyography 
and rehabilitative ultrasound imaging are types of biofeedback that help to 
facilitate awareness of the state of muscle contraction during exercise. 
 
Vaginal weight training involves holding progressively weighted vaginal cones 
within the vagina by tightening the vaginal muscles. The weights are typically 
used during standing and walking and as the patient successfully retains a 
specific weight in the vagina for an extended period of time, the weight is 
increased. Caution should be used with patients at risk for hypertonus, so 
training on muscle release is also important. 
 
Pelvic floor electrical stimulators (PFES) are also used in conjunction with 
pelvic floor muscle exercise. These stimulators apply electrical stimulation to the 
pelvic floor with the intent of strengthening the muscles. Vaginal or anal probes 
are connected to an external electrical stimulator. 
 
5. What procedure codes are typically reported (billed) for treatment of 

urinary dysfunction? 
Therapists must report services using the code that most appropriately describes 
the service delivered. Code selection should correlate to the purpose of the 
treatment. Therefore, a different procedure code for a similar procedure may be 
appropriate in some situations. For example, use of a sensor to enhance the 
coordination of muscular contraction in standing positions might be appropriately 
reported as neuromuscular reeducation; use of a sensor to facilitate increased 
muscular strength might be appropriately reports as therapeutic exercise. It is 
important to document the service being provided, and the goal(s) for the specific 
treatment. The following codes are typically reported (see next page for table): 
  

                                                 
5 Newman DK. Managing and treating urinary incontinence. Baltimore, MD: Health Professions Press; 
2002: 123-127. 



Code Description Note 

90901 Biofeedback training by any modality Biofeedback may be 
delivered as an adjunct 
to another service (for 
example, exercise). In 
such cases, therapists 
may report procedure 
codes that more 
accurately reflect the 
goals of treatment 
 
Refer to question 8 for 
information on Medicare 
coverage 

90911 Biofeedback training, perineal muscles, 
anorectal or urethral sphincter, including 
EMG and/or manometry 

 

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

For Medicare, report this 
using G0283 

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

This e-stim code requires 
one-on-one patient 
contact by the provider. 

97035 Application of a modality to one or more 
areas; ultrasound, each 15 minutes 

 

97110 Therapeutic procedure, one or more 
areas, each 15 minutes; therapeutic 
exercises to develop strength and 
endurance, range of motion and flexibility 

 

97112 Therapeutic procedure, one or more 
areas, each 15 minutes; neuromuscular 
reeducation of movement, balance, 
coordination, kinesthetic sense, posture 
and/or proprioception for sitting and/or 
standing activities 

 

97140 Manual therapy techniques (eg, 
mobilization/manipulation, manual 
lymphatic drainage, manual traction), 1 or 
more regions, each 15 minutes 

 



Code Description Note 

97530 Therapeutic activities, direct (one-on-one) 
patient contact by the provider (use of 
dynamic activities to improve functional 
performance), each 15 minutes 

 

97535 Self-care/home management training (eg, 
activities of daily living (ADL) and 
compensatory training, meal preparation, 
safety procedures, and instructions in use 
of assistive technology devices/adaptive 
equipment) direct one-on-one patient 
contact by provider, each 15 minutes 

Check payer policies 

 
6. Can I report more than one procedure for the same date of service? 
Typically, yes. For example, it is permissible to report CPT 97110 and CPT 
97112 for the same date of service. Documentation must support that separate 
services were provided. It is important to be aware of National Correct Coding 
Initiative (CCI) edits for Medicare services, and to check other payor policies to 
confirm their use of CCI edits. 
 
7.  Can I bill for the sensors and electrodes used during treatment? 
If a payer is using the Resource-Based Relative Value Scale (RBRVS) 
methodology for payment, supplies are included in the practice expense 
component of the procedure code values and are not separately payable.  
 
However, in cases where a payer is using another payment methodology (such 
as usual, customary, and reasonable or a contracted rate), then separate 
payment for supplies may be allowed. Contact payers to clarify their billing 
requirements and methodology.  
 
8. Do all insurers cover physical therapy treatment of pelvic floor 

dysfunction? 
Payment policies vary by payer so it is best to ask the payer if the treatment will 
be covered. Diagnosis codes should reflect the neuromusculoskeletal disorder 
that is being treated. 
 
Medicare has National Coverage Determinations on Biofeedback Therapy for the 
Treatment of Urinary Incontinence (publication 100-03, section 30.1.1) and for 
Non-Implantable Pelvic Floor Electrical Stimulators (publication 100-03, section 
230.8)  
 
Section 30.1.1 of publication 100-03 states that “biofeedback is covered for the 
treatment of stress and/or urge incontinence in cognitively intact patients who 
have failed a documented trial of pelvic muscle exercise (PME) training. 

http://www.cms.gov/NationalCorrectCodInitEd/01_overview.asp�
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Biofeedback is not a treatment, per se, but a tool to help patients learn to perform 
PME”.6

 
 

Section 230.8 of the same publication indicates that effective June 2006 PFES 
“with a non-implantable stimulator is covered for the treatment of stress and/or 
urge urinary incontinence in cognitively intact patients who have failed a 
documented trial of pelvic muscle exercise (PME) training”.7

 
 

Medicare also indicates that contractors may decide whether or not to cover 
biofeedback as an initial treatment modality rather than requiring a failed trail of 
PME training. Check with your local contractor to see if there are any local 
coverage determinations for biofeedback in the treatment of urinary incontinence.  
 
Medicare defines a failed trial of PME training as no clinically significant 
improvement in urinary incontinence after completing 4 weeks of an ordered plan 
of pelvic muscle exercises designed to increase periurethral muscle strength. 
The term “clinically significant” is not defined by Medicare, and therapists should 
use appropriate clinical judgment supported by documentation of objective 
progress as well as patient report. There are no guidelines about how to 
determine significant improvement. This is a clinical judgment on the part of the 
therapist. It also includes patient perception of quality changes, sensation of 
muscle contraction and functional gains. 
 
It is notable that the 4 week trial of pelvic muscle exercises required for Medicare 
patients prior to biofeedback training or home electric stimulation is specific to 
urinary incontinence. There is no specific LCD that addresses biofeedback 
training for patients with acute or chronic pelvic pain or fecal incontinence. 
 
Medicare does not cover home use of biofeedback therapy. 
 
9. What should be included in documentation? 
Documentation should demonstrate the skilled nature of services provided in 
addition to what services were provided (including frequency, intensity, time, 
duration and level of physical and/or cognitive assistance provided, as 
appropriate). 
 
The sample beginning on the next page reflects appropriate documentation 
elements that may be included in a visit note for a patient with stress urinary 
incontinence. 
 

                                                 
6 Centers for Medicare and Medicaid Services. Publication 100-03 National Coverage Determinations 
Manual, section 30.1.1. Available at http://www.cms.hhs.gov/manuals/downloads/ncd103c1_Part1.pdf. 
Accessed October 22, 2009. 
7 Centers for Medicare and Medicaid Services. Publication 100-03 National Coverage Determinations 
Manual, section 230.8. Available at http://www.cms.hhs.gov/manuals/downloads/ncd103c1_Part4.pdf. . 
Accessed October 22, 2009. 
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 Element  Example 

Patient/client self-report (as appropriate). Patient reports decreasing episodes 
of stress incontinence from four 
times weekly to twice weekly. 

Identification of specific interventions 
provided, including frequency, intensity and 
duration and level of physical and/or 
cognitive assistance provided as 
appropriate. 

Instruct in the use of home exercise 
equipment, to assist sensation of 
muscle contract/release. Patient to 
tolerate home program 2-3 times 
daily of 5-15 minute segments. 

Changes in patient/client impairment, 
activity limitation, and participation 
restrictions as they relate to the plan of 
care. 

Able to move from sit to stand with 
50% reduced frequency of leakage 
episodes. Able to lift a bag of 
groceries and carry 10 steps without 
leakage. 

Response to interventions, including 
adverse reactions, if any. 

Patient reported increased tightness 
and tenderness of the pelvic floor 
muscles for 30 min after therapy at 
last visit. This resolved after walking. 
Stated improved sensation of 
muscle contract/release after 
manual feedback. 

Factors that modify frequency or intensity 
of intervention and progression goals, 
including patient/client adherence to 
patient/client-related instructions. 

Patient attempting compliance with 
home exercise program, though 
having difficulty with sensation of 
exercise. Recommend addition of 
vaginal cones for improving 
confidence and guided exercise. 
Patient may benefit from addition of 
gentle resisted hip motions with PFM 
and neutral spine, for higher power 
intensity of exercises. 

Communication/consultation with 
providers/patient/client/family/significant 
other. 

Reviewed home exercise program 
with patient’s spouse to ensure 
adherence. 
 

Documentation to plan for ongoing 
provision of services for the next visit(s), 
which is suggested to include, but not be 
limited to: the interventions with objectives, 
progression parameters, and precautions, if 
indicated. 

Anticipate additional 2-4 visits over 
the next month in order to progress 
to exercise in upright postures. 
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Additional documentation resources are available on the APTA website at 
www.apta.org/documentation. 

11. Where can I review research regarding the effectiveness of treatments 
for urinary dysfunction? 
APTA members can review evidence in the APTA Hooked on Evidence database 
and in Open Door: APTA's Portal to Evidence-based Practice. Non-members can 
subscribe to APTA Hooked on Evidence. 
 
The Hooked on Evidence database is at 
http://www.hookedonevidence.org/index.cfm. 
 
Open Door is at: http://www.apta.org/OpenDoor. 
 
Appropriate selection of search terms will enhance your research. The following 
terms may be of value: 
Incontinence (stress, urge, mixed); chronic pelvic pain; pelvic floor dysfunction; 
detrusor instability; pelvic myofascial pain syndrome 
 
12. What will help insurers understand my patient’s progress?  
Insurers rely on your documentation to determine if the patient is making 
progress in treatment. Documentation of patient status relative to the current 
treatment goals can effectively communicate patient progress. If a patient has 
met a goal this should be documented so that others know what the patient has 
achieved. These changes will drive subsequent care of the patient. Clearly 
documenting updates of the patient’s physical therapy goals communicates the 
change that has occurred (how the patient has benefitted from treatment), and 
the need for continued services, if any. 
 
13. Where can I get more information or assistance? 
American Physical Therapy Association 
Private Payment Policy and Advocacy department 
1111 North Fairfax Street 
Alexandria, VA 22314 
800-999-2782 ext. 8511 
703-706-8567 (fax)  
Advocacy@apta.org 
 
American Physical Therapy Association 
Section on Women’s Health 
800-999-2782 ext. 3229 
sowh@apta.org 
http://www.womenshealthapta.org/index.cfm 
 
Click here for information about appealing claim denials. 
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