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Skilled Nursing Facility Level of Care
• Care in a SNF is covered if all of the following four factors are met:

• The patient requires skilled nursing services or skilled rehabilitation services, i.e., services that must be 
performed by or under the supervision of professional or technical personnel, that are ordered by a 
physician and the services are rendered for a condition for which the patient received inpatient hospital 
services or for a condition that arose while receiving care in a SNF for a condition for which he received 
inpatient hospital services;

• The patient requires these skilled services on a daily basis
• As a practical matter, considering economy and efficiency, the daily skilled services can be provided only 

on an inpatient basis in a SNF.
• The services delivered are reasonable and necessary for the treatment of a patient’s illness or injury, i.e., 

are consistent with the nature and severity of the individual’s illness or injury, the individual’s particular 
medical needs, and accepted standards of medical practice. The services must also be reasonable in 
terms of duration and quantity.

• NOTE: If any one of these four factors is not met, a stay in a SNF, even though it might include 
the delivery of some skilled services, is not covered.
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Skilled Nursing Facility Level of Care

Remember This!!!
Coverage of nursing care and/or therapy to 

perform a maintenance program does not turn on 
the presence or absence of an individual’s 

potential for improvement from the nursing care 
and/or therapy, but rather on the beneficiary’s 

need for skilled care.
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Administrative Level of care Presumption
• Under the SNF PPS, beneficiaries who are admitted (or readmitted) directly to a SNF after a 

qualifying hospital stay are considered to meet the level of care requirements of 42 CFR 409.31 
up to and including the assessment reference date (ARD) for the initial Medicare assessment 
prescribed in when correctly assigned one of the case-mix classifiers that CMS designates for 
this purpose as representing the required level of care.

• If the beneficiary is not admitted (or readmitted) directly to a SNF after a qualifying hospital stay, 
the administrative level of care presumption does not apply.

• For purposes of this presumption, the assessment reference date must be set for no later than 
the eighth day of posthospital SNF care. Consequently, if the ARD for the initial Medicare is set 
for day 9, or later, the administrative level of care presumption does not apply. 
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https://www.law.cornell.edu/cfr/text/42/409.31
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/Downloads/PDPM_Fact_Sheet_AdminPresumption_v6_508.pdf
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• Those nursing groups encompassed by the Extensive 
Services, Special Care High, Special Care Low, and 
Clinically Complex nursing categories;

• PT and OT groups TA, TB, TC, TD, TE, TF, TG, TJ, TK, TN, 
and TO;

• SLP groups SC, SE, SF, SH, SI, SJ, SK, and SL; and

• The NTA component’s uppermost (12+) comorbidity group.

Administrative Level of care 
Presumption

For services furnished 
on or after October 1, 
2019, the following 
classifiers under the 
Patient Driven Payment 
Model (PDPM):



Administrative Level of care Presumption
• The coverage that arises from this presumption remains in effect only for as long thereafter as it 

continues to be supported by the facts of the beneficiary’s condition and care needs. Accordingly, 
the SNF is expected to monitor carefully for and document any changes in the patient’s condition, 
in order to determine the continuing need for Part A SNF benefits after the ARD. Moreover, this 
administrative presumption does not apply to any subsequent assessments.

• To be correctly assigned, the data coded on the Resident Assessment Instrument (RAI) must be 
accurate and meet the definitions described in the Long Term Care Facility RAI User’s Manual. 
The beneficiary must receive services in the SNF that are reasonable and necessary. 

• A beneficiary who is not assigned one of the case-mix classifiers designated as representing the 
required level of care on the initial Medicare assessment is not automatically classified as 
meeting or not meeting the SNF level of care definition. Instead, the beneficiary must receive an 
individual level of care determination using existing administrative criteria and procedures.
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Principles for Determining Skilled Services
• Skilled nursing and/or skilled rehabilitation services are those services, furnished pursuant to 

physician orders, that:
• Require the skills of qualified technical or professional health personnel such as registered nurses, 

licensed practical (vocational) nurses, physical therapists, occupational therapists, and speech-language 
pathologists or audiologists; and

• Must be provided directly by or under the general supervision of these skilled nursing or skilled 
rehabilitation personnel to assure the safety of the patient and to achieve the medically desired result.

• NOTE: “General supervision” requires initial direction and periodic inspection of the actual activity. 
However, the supervisor need not always be physically present or on the premises when the 
assistant is performing services.

• Skilled care may be necessary to improve a patient’s current condition, to maintain the 
patient’s current condition, or to prevent or slow further deterioration of the patient’s 
condition.
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Principles for Determining Skilled Services
• Services are considered to be Skilled:

• If the inherent complexity of a service prescribed for a patient is such that it can be performed safely 
and/or effectively only by or under the general supervision of skilled nursing or skilled rehabilitation 
personnel, the service is a skilled service; e.g., the administration of intravenous feedings and 
intramuscular injections; the insertion of suprapubic catheters; and ultrasound, shortwave, and microwave 
therapy treatments.

• The A/B MAC (A) considers the nature of the service and the skills required for safe and effective delivery 
of that service in deciding whether a service is a skilled service. 

• NOTE: While a patient’s particular medical condition is a valid factor in deciding if skilled services are 
needed, a patient’s diagnosis or prognosis should never be the sole factor in deciding that a service is not 
skilled.

EXAMPLE: When rehabilitation services are the primary services, the key issue is whether the skills of a 
therapist are needed. The deciding factor is not the patient’s potential for recovery, but whether the services 
needed require the skills of a therapist or whether they can be provided by nonskilled personnel.
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Principles for Determining Skilled Services
• Services are considered to be Skilled (cont.):

• A service that is ordinarily considered nonskilled could be considered a skilled service in cases in which, 
because of special medical complications, skilled nursing or skilled rehabilitation personnel are required 
to perform or supervise it or to observe the patient. In these cases, the complications and special services 
involved must be documented by physicians' orders and notes as well as nursing or therapy notes.

EXAMPLE: Whirlpool baths do not ordinarily require the skills of a qualified physical therapist. However, the 
skills, knowledge, and judgment of a qualified physical therapist might be required where the patient’s 
condition is complicated by circulatory deficiency, areas of desensitization, or open wounds. The 
documentation needs to support the severity of the circulatory condition that requires skilled care.
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Principles for Determining Skilled Services
• Services are considered to be Skilled (cont.):

• In determining whether services rendered in a SNF constitute covered care, it is necessary to determine 
whether individual services are skilled, and whether, in light of the patient’s total condition, skilled 
management of the services provided is needed even though many or all of the specific services were 
unskilled.

EXAMPLE: An 81-year-old woman who is aphasic and confused, suffers from hemiplegia, congestive heart 
failure, and atrial fibrillation, has suffered a cerebrovascular accident, is incontinent, has a Stage 1 
decubitus ulcer, and is unable to communicate and make her needs known. Even though no specific service 
provided is skilled, the patient’s condition requires daily skilled nursing involvement to manage a plan for the 
total care needed, to observe the patient’s progress, and to evaluate the need for changes in the treatment 
plan. The medical condition of the patient must be described and documented to support the goals for the 
patient and the need for skilled nursing services.
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Principles for Determining Skilled Services
• Services are considered to be Skilled (cont.):

• The importance of a particular service to an individual patient, or the frequency with which it must be 
performed, does not, by itself, make it a skilled service.

EXAMPLE: A primary need of a nonambulatory patient may be frequent changes of position in order to 
avoid development of decubitus ulcers. However, since such changing of position does not ordinarily require 
skilled nursing or skilled rehabilitation personnel, it would not constitute a skilled service, even though such 
services are obviously necessary.
• The possibility of adverse effects from the improper performance of an otherwise unskilled service does 

not make it a skilled service unless there is documentation to support the need for skilled nursing or 
skilled rehabilitation personnel. Although the act of turning a patient normally is not a skilled service, for 
some patients the skills of a nurse may be necessary to assure proper body alignment in order to avoid 
contractures and deformities. In all such cases, the reasons why skilled nursing or skilled rehabilitation 
personnel are essential must be documented in the patient’s record.
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Principles for Determining Skilled Services
• Documentation To Support Skilled Care Determinations

• Claims for skilled care coverage need to include sufficient documentation to enable a reviewer to 
determine whether—

• Skilled involvement is required in order for the services in question to be furnished safely and effectively; and
• The services themselves are, in fact, reasonable and necessary for the treatment of a patient’s illness or injury, i.e., are consistent 

with the nature and severity of the individual’s illness or injury, the individual’s particular medical needs, and accepted standards of 
medical practice. 

• The documentation must also show that the services are appropriate in terms of duration and quantity, and that the services promote 
the documented therapeutic goals.

• Although the presence of appropriate documentation is not, in and of itself, an element of the definition of 
a “skilled” service, such documentation serves as the means by which a provider would be able to 
establish and an A/B MAC (A) would be able to confirm that skilled care is, in fact, needed and received 
in a given case.

• It is expected that the documentation in the patient’s medical record will reflect the need for the skilled 
services provided. 

• The patient’s medical record is also expected to provide important communication among all members of 
the care team regarding the development, course, and outcomes of the skilled observations, 
assessments, treatment, and training performed. 

• Taken as a whole, then, the documentation in the patient’s medical record should illustrate the degree to 
which the patient is accomplishing the goals as outlined in the care plan. In this way, the documentation 
will serve to demonstrate why a skilled service is needed.

B R O A D  R I V E R  R E H A B



Principles for Determining Skilled Services
• Documentation To Support Skilled Care Determinations (cont.)

• Thorough and timely documentation with respect to treatment goals can help clearly demonstrate a 
beneficiary’s need for skilled care in situations where such need might not otherwise be readily apparent, 
as when the treatment’s purpose changes (for example, from restoration to maintenance), as well as in 
establishing the efficacy of care that serves to prevent or slow decline—where, by definition, there would 
be no “improvement” to evaluate. 

• For example, when skilled services are necessary to maintain the patient’s current condition, the 
documentation would need to substantiate that the services of skilled personnel are, in fact, required to 
achieve this goal. 

• Similarly, establishing that a maintenance program’s services are reasonable and necessary would 
involve regularly documenting the degree to which the program’s treatment goals are being 
accomplished. In situations where the maintenance program is performed to maintain the patient’s 
current condition, such documentation would serve to demonstrate the program’s effectiveness in 
achieving this goal. 

• When the maintenance program is intended to slow further deterioration of the patient’s condition, the 
efficacy of the services could be established by documenting that the natural progression of the patient’s 
medical or functional decline has been interrupted. 

• Assessments of all goals must be performed in a frequent and regular manner so that the resulting 
documentation provides a sufficient basis for determining the appropriateness of coverage.
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• The history and physical exam pertinent to the patient’s care, 
(including the response or changes in behavior to previously 
administered skilled services);

• The skilled services provided

• The patient’s response to the skilled services provided during 
the current visit

• The plan for future care based on the rationale of prior results

• A detailed rationale that explains the need for the skilled 
service in light of the patient’s overall medical condition and 
experiences

• The complexity of the service to be performed

• Any other pertinent characteristics of the beneficiary

Principles for Determining 
Skilled Services

Therefore, the patient’s 
medical record must 
document as 
appropriate:



Principles for Determining Skilled Services
• Documentation To Support Skilled Care Determinations (cont.)

• The documentation in the patient’s medical record must be accurate and avoid vague or subjective 
descriptions of the patient’s care that would not be sufficient to indicate the need for skilled care. 

• For example, the following terminology does not sufficiently describe the reaction of the patient to his/her 
skilled care. Such phraseology does not provide a clear picture of the results of the treatment, nor the 
“next steps” that are planned. Objective measurements of physical outcomes of treatment should be 
provided and/or a clear description of the changed behaviors due to education programs should be 
recorded so that all concerned can follow the results of the provided services:
• Patient tolerated treatment well
• Continue with POC
• Patient remains stable
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Skilled Nursing Services
• Management and Evaluation of a Patient Care Plan

• The development, management, and evaluation of a patient care plan, based on the physician’s orders 
and supporting documentation, constitute skilled nursing services when, in terms of the patient’s physical 
or mental condition, these services require the involvement of skilled nursing personnel to meet the 
patient’s medical needs, promote recovery, and ensure medical safety. However, the planning and 
management of a treatment plan that does not involve the furnishing of skilled services may not require 
skilled nursing personnel; e.g., a care plan for a patient with organic brain syndrome who requires only 
oral medication and a protective environment. The sum total of nonskilled services would only add up to 
the need for skilled management and evaluation when the condition of the beneficiary is such that there is 
an expectation that a change in condition is likely without that intervention.

• The patient’s clinical record may not always specifically identify “skilled planning and management 
activities” as such. Therefore, in this limited context, if the documentation of the patient’s overall condition 
substantiates a finding that the patient’s medical needs and safety can be addressed only if the total care, 
skilled or not, is planned and managed by skilled nursing personnel, it is appropriate to infer that skilled 
management is being provided, but only if the record as a whole clearly establishes that there was a likely 
potential for serious complications without skilled management
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Skilled Nursing Services
• Observation and Assessment of Patient’s Condition

• Observation and assessment are skilled services when the likelihood of change in a patient’s condition 
requires skilled nursing or skilled rehabilitation personnel to identify and evaluate the patient’s need for 
possible modification of treatment or initiation of additional medical procedures, until the patient’s 
condition is essentially stabilized.

• If a patient was admitted for skilled observation but did not develop a further acute episode or 
complication, the skilled observation services still are covered so long as there was a reasonable 
probability for such a complication or further acute episode. “Reasonable probability” means that a 
potential complication or further acute episode was a likely possibility.

• Information from the patient's medical record must document that there is a reasonable potential for a 
future complication or acute episode sufficient to justify the need for continued skilled observation and 
assessment.
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Skilled Nursing Services
• Observation and Assessment of Patient’s Condition (cont.)

• Such signs and symptoms as abnormal/fluctuating vital signs, weight changes, edema, symptoms of drug 
toxicity, abnormal/fluctuating lab values, and respiratory changes on auscultation may justify skilled 
observation and assessment. 

• Where these signs and symptoms are such that there is a reasonable potential that skilled observation 
and assessment by a licensed nurse will result in changes to the treatment of the patient, then the 
services are reasonable and necessary. 

• However, observation and assessment by a nurse is not reasonable and necessary to the treatment of 
the illness or injury where these characteristics are part of a longstanding pattern of the patient's waxing 
and waning condition which by themselves do not require skilled services and there is no attempt to 
change the treatment to resolve them.
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Skilled Nursing Services
• Observation and Assessment of Patient’s Condition (cont.)

• Skilled observation and assessment may also be required for patients whose primary condition and 
needs are psychiatric in nature or for patients who, in addition to their physical problems, have a 
secondary psychiatric diagnosis. 

• These patients may exhibit acute psychological symptoms such as depression, anxiety or agitation, which 
require skilled observation and assessment such as observing for indications of suicidal or hostile 
behavior. 

• However, these conditions often require considerably more specialized, sophisticated nursing techniques 
and physician attention than is available in most participating SNFs. (SNFs that are primarily engaged in 
treating psychiatric disorders are precluded by law from participating in Medicare.) Therefore, these 
cases must be carefully documented.
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• Teaching self-administration of injectable medications or a complex range of 
medications;

• Teaching a newly diagnosed diabetic to administer insulin injections, to prepare and 
follow a diabetic diet, and to observe foot-care precautions;

• Teaching self-administration of medical gases to a patient;

• Gait training and teaching of prosthesis care for a patient who has had a recent leg 
amputation;

• Teaching patients how to care for a recent colostomy or ileostomy;

• Teaching patients how to perform self-catheterization and self-administration of 
gastrostomy feedings;

• Teaching patients how to care for and maintain central venous lines, such as Hickman 
catheters;

• Teaching patients the use and care of braces, splints and orthotics, and any associated 
skin care; and

• Teaching patients the proper care of any specialized dressings or skin treatments.

The documentation must thoroughly describe all efforts that have been made to educate 
the patient/caregiver, and their responses to the training. The medical record should also 
describe the reason for the failure of any educational attempts, if applicable.

Skilled Nursing Services
Teaching and training 
activities, which require 
skilled nursing or 
skilled rehabilitation 
personnel to teach a 
patient how to manage 
their treatment 
regimen, would 
constitute skilled 
services. Some 
examples are:



Skilled Nursing Services
• Questionable Situations

• There must be specific evidence that daily skilled nursing or skilled rehabilitation services are required 
and received if:

• The primary service needed is oral medication; or
• The patient is capable of independent ambulation, dressing, feeding, and hygiene.
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Skilled Nursing Services
• Direct Skilled Nursing Services to Patients

• Nursing services are considered skilled when they are so inherently complex that they can be safely and 
effectively performed only by, or under the supervision of, a registered nurse or, when provided by 
regulation, a licensed practical (vocational) nurse. 

• If all other requirements for coverage under the SNF benefit are met, skilled nursing services are covered 
when an individualized assessment of the patient’s clinical condition demonstrates that the specialized 
judgment, knowledge, and skills of a registered nurse or, when provided by regulation, a licensed 
practical (vocational) nurse are necessary. Skilled nursing services would be covered where such skilled 
nursing services are necessary to maintain the patient’s current condition or prevent or slow further 
deterioration so long as the beneficiary requires skilled care for the services to be safely and effectively 
provided, and all other requirements for coverage under the SNF benefit are met. Coverage does not 
turn on the presence or absence of an individual’s potential for improvement from nursing care, 
but rather on the beneficiary’s need for skilled care.
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Skilled Nursing Services
• Direct Skilled Nursing Services to Patients (cont.)

• A condition that would not ordinarily require skilled nursing services may nevertheless require them under 
certain circumstances. In such instances, skilled nursing care is necessary only when (a) the particular 
patient’s special medical complications require the skills of a registered nurse or, when provided by 
regulation, a licensed practical nurse to perform a type of service that would otherwise be considered 
non-skilled; or (b) the needed services are of such complexity that the skills of a registered nurse or, 
when provided by regulation, a licensed practical nurse are required to furnish the services.

• NOTE: A service is not considered a skilled nursing service merely because it is performed by or under 
the direct supervision of a nurse. If a service can be safely and effectively performed (or self-
administered) by an unskilled person, the service cannot be regarded as a skilled nursing service 
although a nurse actually provides the service. Similarly, the unavailability of a competent person to 
provide a nonskilled service, regardless of the importance of the service to the patient, does not make it a 
skilled service when a nurse provides the service.
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• Intravenous or intramuscular injections and intravenous feeding;

• Enteral feeding that comprises at least 26 percent of daily calorie requirements and 
provides at least 501 milliliters of fluid per day;

• Naso-pharyngeal and tracheotomy aspiration;

• Insertion, sterile irrigation, and replacement of suprapubic catheters;

• Application of dressings involving prescription medications and aseptic techniques (see 
§30.5 for exception);

• Treatment of decubitus ulcers, of a severity rated at Stage 3 or worse, or a widespread 
skin disorder (see §30.5 for exception);

• Heat treatments which have been specifically ordered by a physician as part of active 
treatment and which require observation by skilled nursing personnel to evaluate the 
patient’s progress adequately (see §30.5 for exception);

• Rehabilitation nursing procedures, including the related teaching and adaptive aspects 
of nursing, that are part of active treatment and require the presence of skilled nursing 
personnel; e.g., the institution and supervision of bowel and bladder training programs;

• Initial phases of a regimen involving administration of medical gases such as 
bronchodilator therapy; and

• Care of a colostomy during the early post-operative period in the presence of 
associated complications. The need for skilled nursing care during this period must be 
justified and documented in the patient’s medical record.

Skilled Nursing Services

Some examples 
of direct skilled 
nursing services 
are:



30.4.1 – Skilled Physical Therapy

Skilled physical therapy services must meet all of the following conditions: 

• The services must be directly and specifically related to an active written treatment plan that is based upon an initial evaluation 
performed by a qualified physical therapist after admission to the SNF and prior to the start of physical therapy services in the 
SNF that is approved by the physician after any needed consultation with the qualified physical therapist. In those cases where a 
beneficiary is discharged during the SNF stay and later readmitted, an initial evaluation must be performed upon readmission to 
the SNF, prior to the start of physical therapy services in the SNF; 

• The services must be of a level of complexity and sophistication, or the condition of the patient must be of a nature that 
requires the judgment, knowledge, and skills of a qualified physical therapist; 

• The services must be provided with the expectation, based on the assessment made by the physician of the patient’s 
restoration potential, that the condition of the patient will improve materially in a reasonable and generally predictable period of 
time; or, the services must be necessary for the establishment of a safe and effective maintenance program; or, the services must 
require the skills of a qualified therapist for the performance of a safe and effective maintenance program. NOTE: See Section E. 
Maintenance Therapy for more guidance regarding when skilled therapy services are necessary for the performance of a safe and
effective maintenance program. 

• The services must be considered under accepted standards of medical practice to be specific and effective treatment for the
patient’s condition; and, 

• The services must be reasonable and necessary for the treatment of the patient’s condition; this includes the requirement that
the amount, frequency, and duration of the services must be reasonable.
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Physical Therapy Examples 
Example 1

An 80-year old, previously ambulatory, post-surgical patient 
has been bed-bound for 1 week, and, as a result, had 
developed muscle atrophy, orthostatic hypotension, joint 
stiffness and lower extremity edema. To the extent that the 
patient requires a brief period of daily skilled physical therapy 
to restore lost functions, those services are reasonable and 
necessary and must be documented in the medical record (see 
§30.2.2.1). 

Example 2

A patient with congestive heart failure also has diabetes and 
previously had both legs amputated above the knees. 
Consequently, the patient does not have a reasonable 
potential to achieve ambulation, but still requires daily skilled 
physical therapy to learn bed mobility and transferring skills, 
as well as functional activities at the wheelchair level. If the 
patient has a reasonable potential for achieving those 
functions in a reasonable period of time in view of the 
patient’s total condition, the physical therapy services are 
reasonable and necessary and must be documented in the 
medical record (see §30.2.2.1). 

Physical therapy services are not reasonable and necessary 
and would not be covered if the expected results are 
insignificant in relation to the extent and duration of physical 
therapy services that would be required to achieve those 
results 

B R O A D  R I V E R  R E H A B



B R O A D  R I V E R  R E H A B

28

A. Assessment 

The skills of a physical therapist are required for the ongoing assessment of a 
patient’s rehabilitation needs and potential. Skilled rehabilitation services 
concurrent with the management of a patient’s care plan include tests and 
measurements of range of motion, strength, balance, coordination, endurance, and 
functional ability. 

B. Therapeutic Exercises

Therapeutic exercises, which must be performed by or under the supervision of the 
qualified physical therapist, due either to the type of exercise employed or to the 
condition of the patient. 

C. Gait Training 

Gait evaluation and training furnished to a patient whose ability to walk has been 
impaired by neurological, muscular, or skeletal abnormality often require the skills 
of a qualified physical therapist. 

D. Range of Motion 

Only the qualified physical therapist may perform range of motion tests and, 
therefore, such tests are skilled physical therapy. Range of motion exercises 
constitute skilled physical therapy only if they are part of active treatment for a 
specific disease state which has resulted in a loss or restriction of mobility (as 
evidenced by physical therapy notes showing the degree of motion lost, the degree 
to be restored and the impact on mobility and/or function). 

Physical 
Therapy 
Target Areas 



Routine Tasks 
Some SNF inpatients do not require skilled physical therapy services but do require services, which are 
routine in nature. When services can be safely and effectively performed by supportive personnel, such as 
aides or nursing personnel, without the supervision of a physical therapist, they do not constitute skilled 
physical therapy. Additionally, services involving activities for the general good and welfare of the patient 
(e.g., general exercises to promote overall fitness and flexibility and activities to provide diversion or general 
motivation) do not constitute skilled physical therapy 
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Maintenance Therapy 
Therapy services in connection with a maintenance program are considered skilled when they are so inherently 
complex that they can be safely and effectively performed only by, or under the supervision of, a qualified 
therapist. (See 42CFR §409.32) 

If all other requirements for coverage under the SNF benefit are met, skilled therapy services are covered when 
an individualized assessment of the patient’s clinical condition demonstrates that the specialized judgment, 
knowledge, and skills of a qualified therapist are necessary for the performance of a safe and effective 
maintenance program. Such a maintenance program to maintain the patient’s current condition or to prevent or 
slow further deterioration is covered so long as the beneficiary requires skilled care for the safe and effective 
performance of the program. When, however, the individualized assessment does not demonstrate such a 
necessity for skilled care, including when the performance of a maintenance program does not require the skills 
of a therapist because it could safely and effectively be accomplished by the patient or with the assistance of 
non-therapists, including unskilled caregivers, such maintenance services do not constitute a covered level of 
care. 
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30.4.2 - Speech-Language Pathology

Speech-language pathology services are those services provided within the scope of 
practice of speech-language pathologists and necessary for the diagnosis and treatment of 
speech and language disorders, which result in communication disabilities and for the 
diagnosis and treatment of swallowing disorders (dysphagia), regardless of the presence of 
a communication disability. 

(See Pub. 100-03, chapter 1, §170.3) See section 230.4 of this chapter for benefit policies 
on speech-language pathologists in private practice (SLPP). See Pub. 100-08, Medicare 
Program Integrity Manual, chapter 10, section 12.4.14 for policy on enrollment in an SLPP.
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Speech-language Pathology
•Cerebrovascular disease such as cerebral vascular accidents presenting with dysphagia, 
aphasia/dysphasia, apraxia, and dysarthria; 

•Neurological disease such as Parkinsonism or Multiple Sclerosis with dysarthria, dysphagia, 
inadequate respiratory volume/control, or voice disorder; or Laryngeal carcinoma requiring 
laryngectomy resulting in aphonia

•Aural rehabilitation, auditory rehabilitation, auditory processing, lipreading and speech reading are 
among the terms used to describe covered services related to perception and comprehension of 
sound through the auditory system

•Dysphagia, or difficulty in swallowing, can cause food to enter the airway, resulting in coughing, 
choking, pulmonary problems, aspiration or inadequate nutrition and hydration with resultant weight 
loss, failure to thrive, pneumonia and death

B R O A D  R I V E R  R E H A B



30.4.3 - Occupational Therapy

Occupational therapy services are those services provided within the scope of practice of 
occupational therapists and necessary for the diagnosis and treatment of impairments, 
functional disabilities or changes in physical function and health status. (See Pub. 100- 03, 
the Medicare National Coverage Determinations Manual, for specific conditions or 
services.) 

Occupational therapy is medically prescribed treatment concerned with improving or 
restoring functions which have been impaired by illness or injury or, where function has 
been permanently lost or reduced by illness or injury, to improve the individual’s ability to 
perform those tasks required for independent functioning. 
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Occupational Therapy
Such therapy may involve: 

•The evaluation, and reevaluation as required, of a patient’s level of function by administering 
diagnostic and prognostic tests; 

•The selection and teaching of task-oriented therapeutic activities designed to restore physical 
function; e.g., use of woodworking activities on an inclined table to restore shoulder, elbow, and wrist 
range of motion lost as a result of burns; 

•The planning, implementing, and supervising of individualized therapeutic activity programs as part 
of an overall “active treatment” program for a patient with a diagnosed psychiatric illness; e.g., the 
use of sewing activities which require following a pattern to reduce confusion and restore reality 
orientation in a schizophrenic patient; 

•The planning and implementing of therapeutic tasks and activities to restore sensoryintegrative
function; e.g., providing motor and tactile activities to increase sensory input and improve response 
for a stroke patient with functional loss resulting in a distorted body image;
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30.5 - Nonskilled Supportive or Personal Care Services

The following services are not skilled services unless rendered under circumstances detailed in §§30.2:

• Administration of routine oral medications, eye drops, and ointments (the fact that patients cannot be 
relied upon to take such medications themselves or that State law requires all medications to be dispensed by 
a nurse to institutional patients would not change this service to a skilled service);

• General maintenance care of colostomy and ileostomy;

• Routine services to maintain satisfactory functioning of indwelling bladder catheters (this would include 
emptying and cleaning containers and clamping the tubing);

• Changes of dressings for uninfected post-operative or chronic conditions;

• Prophylactic and palliative skin care, including bathing and application of creams, or treatment of minor skin 
problems;

• Routine care of the incontinent patient, including use of diapers and protective sheets;
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30.5 - Nonskilled Supportive or Personal Care Services

The following services are not skilled services unless rendered under circumstances detailed in §§30.2:

• General maintenance care in connection with a plaster cast (skilled supervision or observation may be required where the 
patient has a preexisting skin or circulatory condition or requires adjustment of traction);

• Routine care in connection with braces and similar devices;

• Use of heat as a palliative and comfort measure, such as whirlpool or steam pack;

• Routine administration of medical gases after a regimen of therapy has been established (i.e., administration of medical gases
after the patient has been taught how to institute therapy);

• Assistance in dressing, eating, and going to the toilet;

• Periodic turning and positioning in bed; and

• General supervision of exercises, which have been taught to the patient and the performance of repetitious exercises that do 
not require skilled rehabilitation personnel for their performance. (This includes the actual carrying out of maintenance programs 
where the performances of repetitive exercises that may be required to maintain function do not necessitate a need for the 
involvement and services of skilled rehabilitation personnel. It also includes the carrying out of repetitive exercises to improve 
gait, maintain strength or endurance; passive exercises to maintain range of motion in paralyzed extremities which are not 
related to a specific loss of function; and assistive walking.) (See Medicare Benefit Policy Manual, Chapter 1, “Inpatient Hospital 
Services.”)
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30.6 - Daily Skilled Services Defined

Skilled nursing services or skilled rehabilitation services (or a combination of these services) must be needed 
and provided on a “daily basis,” i.e., on essentially a 7-days-a-week basis. A patient whose inpatient stay is 
based solely on the need for skilled rehabilitation services would meet the “daily basis” requirement when 
they need and receive those services on at least 5 days a week. (If therapy services are provided less than 5 
days a week, the “daily” requirement would not be met.) 

This requirement should not be applied so strictly that it would not be met merely because there is an 
isolated break of a day or two during which no skilled rehabilitation services are furnished and discharge from 
the facility would not be practical. 
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Daily Skilled Services Example
A patient who normally requires skilled rehabilitation services on a daily basis may exhibit extreme fatigue, 
which results in suspending therapy sessions for a day or two. Coverage may continue for these days since 
discharge in such a case would not be practical. 

In instances when a patient requires a skilled restorative nursing program to positively affect his functional 
well-being, the expectation is that the program be rendered at least 6 days a week. (Note that when a 
patient’s skilled status is based on a restorative program, medical evidence must be documented to justify the 
services. In most instances, it is expected that a skilled restorative program will be, at most, only a few weeks 
in duration.) 
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30.7 - Services Provided on an Inpatient Basis as a “Practical Matter”

In determining whether the daily skilled care needed by an individual can, as a “practical matter,” only be provided 
in a SNF on an inpatient basis, the A/B MAC (A) considers the individual’s physical condition and the availability and 
feasibility of using more economical alternative facilities or services. 

As a “practical matter,” daily skilled services can be provided only in a SNF if they are not available on an outpatient 
basis in the area in which the individual resides or transportation to the closest facility would be: 

• An excessive physical hardship; 

• Less economical; or 

• Less efficient or effective than an inpatient institutional setting. 

The availability of capable and willing family or the feasibility of obtaining other assistance for the patient at home 
should be considered. Even though needed daily skilled services might be available on an outpatient or home care 
basis, as a practical matter, the care can be furnished only in the SNF if home care would be ineffective because the 
patient would have insufficient assistance at home to reside there safely. 
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“Practical Manner” Example 
EXAMPLE: A patient undergoing skilled physical therapy can walk only with supervision but has a reasonable 
potential to learn to walk independently with further training. 

Further daily skilled therapy is available on an outpatient or home care basis, but the patient would be at risk 
for further injury from falling, because sufficient supervision and assistance could not be arranged for the 
patient in his home. In these circumstances, the physical therapy services as a practical matter can be 
provided effectively only in the inpatient setting. 
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30.7.1 - The Availability of Alternative Facilities or Services 
Alternative facilities or services may be available to a patient when health care providers such as home health 
agencies are utilized. These alternatives are not always available in all communities and even where they exist 
they may not be available when needed.

EXAMPLE: Where the residents of a rural community generally utilize the outpatient facilities of a hospital 
located some distance from the area, the hospital outpatient department constitutes an alternative source of 
care that is available to the community. Roads in winter, however, may be impassable for some periods of 
time and in special situations institutionalization might be needed 
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30.7.2 -Whether Available Alternatives Are More Economical in the 
Individual Case 
If the A/B MAC (A) determines that an alternative setting is available to provide the needed care, it considers 
whether the use of the alternative setting would actually be more economical in the individual case. 

EXAMPLE 1: 

If a patient's condition requires daily transportation to the alternative source of care (e.g., a hospital 
outpatient department) by ambulance, it might be more economical from a health care delivery viewpoint to 
provide the needed care in the SNF setting. 

EXAMPLE 2: 

If needed care could be provided in the home, but the patient’s residence is so isolated that daily visits would 
entail inordinate travel costs, care in a SNF might be a more economical alternative.
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30.7.3 -Whether the Patient’s Physical Condition Would Permit Utilization of an 
Available, More Economical Care Alternative 
In determining the practicality of using more economical care alternatives, the A/B MAC (A) considers the 
patient’s medical condition. If the use of those alternatives would adversely affect the patient’s medical 
condition, the A/B MAC (A) concludes that as a practical matter the daily skilled services can only be provided 
by a SNF on an inpatient basis. 

If the use of a care alternative involves transportation of the individual on a daily basis, the A/B MAC (A) 
considers whether daily transportation would cause excessive physical hardship. Determinations on whether 
a patient’s condition would be adversely affected if an available, more economical care alternative were 
utilized should not be based solely on the fact that the patient is nonambulatory. There are individuals 
confined to wheelchairs who, though nonambulatory, could be transported daily by automobile from their 
homes to alternative care sources without any adverse impact. Conversely, there are instances where an 
individual’s condition would be adversely affected by daily transportation to a care facility, even though the 
individual is able to ambulate to some extent. 

B R O A D  R I V E R  R E H A B



B R O A D  R I V E R  R E H A B

Example 

EXAMPLE: 

A 75-year-old woman has suffered a cerebrovascular accident and 
cannot climb stairs safely. 

The patient lives alone in a second-floor apartment accessible only by 
climbing a flight of stairs. She requires physical therapy and 
occupational therapy on alternate days, and they are available in a 
CORF one mile away from her apartment. 

However, because of her inability to negotiate the stairs, the daily 
skilled services she requires cannot, as a practical matter, be provided 
to the patient outside the SNF. 

Whether the 
Patient’s Physical 
Condition Would 
Permit Utilization 
of an Available, 
More Economical 
Care Alternative



QUESTIONS?
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Find Out More

Contact Us:

Tricia Wood: Vice President,  Business Development (Southern US)
twood@broadriverrehab.com
(919) 844-4800

Randy Wadley: M.B.A. Vice President,  Business Development (Northern US)
rwadley@broadriverrehab.com
(330) 495-8854

Sign up for our Blog  www.broadriverrehab.com

Ask an Expert https://www.broadriverrehab.com/expert/

Broad River Rehab Reflections are the third Thursday of each month. November – CMS 100-2 Chapter 8 Part: 
Physician Certification and Other Services? Am I Covered? 
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