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Connecting the dots between  
competency development and  
your bottom line
CMS regulations require that a facility assessment be completed annually to 
determine what resources are necessary to care for residents competently 
during both day-to-day operations and emergencies. These assessment 
findings can then be used to make decisions about direct care staff needs 
and capabilities needed to care for each resident. If current needs aren’t 
being met, nurse leadership may need to implement new competency 
development. This task doesn’t involve the billing department directly; 
however, billers, business office managers, and the finance department can 
support other departments through changes in the facility’s expenses that 
will help contribute to a healthier bottom line. 

New patient populations

When analyzing the facility’s resident profile, any new diseases and syn-
dromes could require the implementation of new diagnostic and treatment 
interventions. The AIDS epidemic, for example, changed almost every 
aspect of healthcare and triggered the need for universal precautions and 
more secure protective equipment. The development of new drugs to 
combat this syndrome requires that healthcare professionals add to their 
ever-expanding body of knowledge concerning medications, their actions, 
and potential side effects. Caring for a growing bariatric population also 
requires staff to have specific knowledge, supplies, and equipment.

Because facilities will receive greater reimbursement for more clinically complex 
patients under the Patient-Driven Payment Model (PDPM), developing new 
competencies and admitting new patient populations with diagnoses, medications, 
and treatments that are new for the clinical team creates an opportunity to 
generate more revenue, says Stefanie Corbett, DHA, postacute regulatory 
specialist for HCPro. She explains that support from billers and the finance 
department of new competency development will take the form of being knowl-
edgeable in consolidated billing (CB) rules.
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For example, facilities may develop competencies in 
order to begin accepting HIV/AIDS patients for the 
first time. Under PDPM, a B20 ICD-10 code on the 
SNF claim will still indicate that the patient has HIV/
AIDS, but the adjustment factor will be different from 
that used under the current SNF prospective payment 
system (PPS). PDPM mandates that rather than a 
128% adjustment for the entire PPS per diem rate 
(RUG-IV), the adjustment under PDPM is an increase 
of 18% in the nursing component of the per diem rate 
and a reclassification under the non-therapy ancillary 
component to a higher rate category. 

“This will result in greater revenue, of course, but also 
greater expenses. Billers should become familiar with 
CB requirements and establish themselves as the 
facility go-to for questions about what expenses will be 
covered by Medicare. Billers may be called upon to 
determine whether new or special medications, treat-
ments, services, supplies, and/or equipment for emerg-
ing resident populations will be covered by Medicare,” 
says Corbett.

Recognizing rental patterns for more efficient 
spending

When new competency needs arise, they may require the 
facility to purchase additional equipment or resources. 
For example, if the findings of the facility assessment 
determine that there is a growing resident population in 
need of rehabilitation services for severe burns or spinal 
cord injuries, the administrator may opt to rent special-
ized beds with features that the more common bed types 
lack. In turn, nursing staff will need to learn special skills 
for safely using the devices, which may include “circolec-
tric” beds and Bradford and Stryker frames. 

The billing department may support the administrator by 
identifying and analyzing equipment rental expenses to 
determine whether purchasing the equipment would save 
the facility money. “Billers process equipment bills and 
make sure all invoices are paid, so they will recognize 
rental patterns over time. As a second set of eyes, they 
can alert the administrator, nursing and central supply, 
therapy, and other departments of any opportunities to 
consider purchasing over renting,” says Corbett.
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Strategies for Avoiding Top CB Problem Practices

Problem practice

A SNF utilizes an 
outside supplier 
for services but 
fails to inform 
the entity that 
the beneficiary is 
in the midst of a 
Part A stay.

A SNF fails to 
establish a valid 
payment arrange-
ment with an 
outside partner.

A beneficiary 
returns after 
taking temporary 
leave from the 
SNF, during which 
time he or she 
obtained services 
from another 
provider that are 
subject to consoli-
dated billing.

The outside supplier 
improperly bills for services 
that are included in the 
consolidated bill (e.g., by 
sending an overlapping 
claim to Medicare Part B). 

Potential consequence Preventive strategy

Confusion ensues over when 
and how much the SNF 
should reimburse the entity.

The SNF pays for high-cost 
services.

The SNF should initiate and/or strengthen 
communication with all entities involved 
in a given beneficiary’s care, including the 
actual beneficiary, his or her responsible 
party, and any other service providers.

A SNF is responsible for reimbursing 
an outside healthcare organization for 
any CB-eligible services it renders to 
a resident, regardless of whether the 
facility has taken the necessary steps to 
secure a valid payment arrangement up 
front, so establishing a binding agreement 
with each external partner before it first 
renders a service to the SNF’s resident 
population can only benefit the facility, 
safeguarding it against implicit submis-
sion to unfavorable payment terms. 

Each arrangement’s specific payment 
terms should include details on how to 
submit an invoice, how payment rates 
will be determined, and the turn around 
between billing and payment.

In addition, the SNF should ensure these 
agreements are written rather than just 
verbal—a practice that can further min-
imize confusion between providers and 
the beneficiary and protect the facility’s 
bottom line.

The SNF should inform beneficiaries 
and their responsible parties in writing 
or verbally of who is responsible for 
payment when these individuals obtain 
services from an outside provider 
during a Part A stay at the facility 
upon admission and before any leave of 
absence. 

http://hcpro.com
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New treatment measures

Thanks to intense research and scientific inquiry, we 
are able to combat and even cure illnesses and cata-
strophic injuries that were untreatable just a few short 
years ago. With these healthcare advances comes new 
knowledge and the need to use that knowledge safely 
and efficiently. As new treatment measures become 
part of your organization’s services, so does the need 
for additional competency development. 

Remember, too, that the facility may not keep the 
same competencies forever. New treatments and 
equipment, and the demise or reduction of certain 
illnesses, might trigger the need to delete certain 
competencies from the facility’s program. Corbett 
explains, “The finance department may support the 
administrator and the director of nursing/central 
supply by identifying unused dollars on line items and 
suggesting reallocations to cover new nursing expenses. 
For example, dollars not used for budgeted rental 
purchases may be reallocated to an already-exhausted 
budget line for external training and education for a 
new competency.”

New medications

The FDA approves a significant number of new medica-
tions annually. Most of them do not require competency 
development; however, some drugs require special knowl-
edge, and competency development will be required to 
administer them properly. Corbett explains that billers 
should be prepared to answer questions about CB require-
ments for new medications introduced to the facility. 

Certain chemotherapy drugs fall under CB category III, 
for example, meaning they’re excluded from CB when 
provided by any entity except a SNF. This exclusion is 
limited to the specific HCPCS codes listed in the SNF 
Part A MAC update file. It is important for billers to 
check the update file as well as the quarterly updates 
listed on the CMS website for all chemotherapy drugs 
received by the resident. The file and updates are 
located at www.cms.gov/Medicare/Billing/SNFConsoli-
datedBilling/index.html. Chemotherapy administration 
is only excluded from SNF CB if it is provided on the 
same date of service as an excluded chemotherapy drug.

Use the figure on page 3 for strategies to avoid top CB 
problems.

TKA removed from Medicare IPO list: Implications for SNFs
In the final 2018 outpatient prospective payment system 
(OPPS) rule released by CMS, total knee arthroplasty, 
also known as total knee replacement (TKA/TKR), was 
removed from the Medicare inpatient-only (IPO) list. 
The IPO list includes procedures that are only paid 
under the hospital inpatient prospective payment system. 

It’s unclear exactly how CMS’ decision to remove TKA 
from Medicare’s IPO list will affect skilled nursing 
facilities, but upon research beyond the eye-catching 
headline, it seems that it may not be as bad as we think. 

Majority will still receive TKA as inpatient

In order for a SNF to receive reimbursement for providing 
services to a patient who is admitted after receiving a TKA 
procedure, the patient has to have a three-midnight qualify-
ing hospital stay, which means the patient must be admitted 

to the hospital as an inpatient for three midnights. CMS has 
clarified that the removal of TKA from the IPO list does 
not eliminate the ability to perform TKA as an inpatient 
procedure, and has stated (as confirmed by the American 
Academy of Orthopaedic Surgeons [AAOS]) that they 
expect most TKAs to be performed on an inpatient basis. 
AAOS states, “There is a small subset of patients that could 
appropriately receive outpatient TKAs. It is for this minor-
ity of patients that Medicare is removing the requirement of 
inpatient surgery.”

So, who will determine whether a patient should be 
admitted as an inpatient or an outpatient? According to 
CMS, it’s the hospital physician.

In a reissued MLN article dated January 24, 2019, CMS 
addressed provider concerns, including the following:

• CMS policy does not dictate a patient’s hospital ad-

http://hcpro.com
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mission status and has no default determination 
on whether a TKA procedure should be done on 
an inpatient or outpatient basis

• Instead, CMS recognizes this as a complex medi-
cal decision that should be based on not only the 
physician’s clinical expectation of how long hos-
pital care is anticipated to be necessary, but also 
the individual’s unique clinical circumstances

Jean Wendland Porter, PT, CCI, WCC, CKTP, CDP, 
TWD, regional director of therapy operations at 
Diversified Health Partners in Ohio, explains that a 
TKA procedure is a much different surgery than even 
a hip replacement and requires much more aftercare 
and recovery time.

“I’ve had patients who have had both hip and knee 
replacements say that the knee is much more painful, so 
I often question why the hospital is sending someone 
home who is likely to be on heavy medications and not 
receiving the daily monitoring that a SNF provides,” 
says Wendland Porter. In addition to pain and medica-
tion management, especially for an older patient with a 
number of comorbidities, the issue of wound care arises. 
“You have a new surgical wound. It’s going to have 
staples in it, a bandage, and in some cases an immobi-
lizer over the knee. When you put an immobilizer over a 
bandage that’s covering staples, you can run into issues 
with that incision, and that’s something you’re going to 
want to manage on a per-shift basis in a SNF, because 
that patient isn’t going to go back to see their physician 
for three to five days,” she says. 

For a 67-year-old patient who’s otherwise healthy and 
is returning to work post-surgery, going home after 
receiving a TKA procedure makes sense, says Wend-
land Porter. It’s the patients with additional comorbidi-
ties—cellulitis, congestive heart failure, dementia—
who are prime candidates for receiving skilled care 
post-surgery, and whose clinical circumstance should 
be scrutinized by the physician so a smooth—and 
Medicare-covered—transition of care can occur.

Considering each patient’s care needs

Ronald Hirsch, MD, FACP, CHCQM, pointed out in 
his January 2018 post on RACmonitor that CMS does 

address the potential need for postacute care by stating 
in the OPPS final rule that it “[agrees] that the physician 
should take the beneficiary’s need for post-surgical 
services into account when selecting the site of care to 
perform the surgery.” In Hirsch’s own interpretation, he 
stated that this is the agency’s way of instructing physi-
cians to admit patients who are expected to receive SNF 
care post-surgery as inpatient status so they can meet 
the three-day qualifying hospital stay requirement and 
be covered under Medicare Part A.

Hirsch also believes that CMS intends hospital physi-
cians to consider Wendland Porter’s concerns about 
comorbidities and homecare options when determining 
whether the patient should be admitted as inpatient or 
outpatient. He quotes the final rule: “[W]e would expect 
that Medicare beneficiaries who are selected for outpa-
tient TKA would be less medically complex cases with 
few co-morbidities and would not be expected to 
require SNF care following surgery … we agree that the 
physician should take the beneficiaries’ need for post-
surgical services into account when selecting the site of 
care to perform the surgery.”

While these decisions are out of the SNF’s control, this 
specific language published by CMS should encourage 
physicians to assign a status using a whole-patient approach.

Three-midnight barriers

With the inpatient/outpatient concern somewhat allevi-
ated by CMS’ published expectations, the larger issue 
seems to be meeting the three-midnight rule require-
ment. “Legislation keeps going back and forth on 
whether to nix the three-midnight rule, but right now 
we’re stuck with it,” says Wendland Porter. It’s possible, 
she says, that hospitals may fall short of the three 
midnights to avoid using staff time for monitoring, etc. 
(patients only have to be admitted to the hospital as 
inpatient for two midnights for the hospital to receive 
Medicare Part A reimbursement).

“As a beneficiary, you pay into Medicare for almost 
your entire working life, and then because you didn’t 
have that three-midnight qualifying hospital stay, you’re 
not entitled to any benefits for SNF care. It’s a shame,” 
she says.

http://hcpro.com
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One worst-case scenario has two potential paths: A 
patient is admitted to the hospital as outpatient for 
TKA surgery and is then admitted to the SNF for 
recovery due to additional comorbidity needs that 
require skilled care. From here, one of two things 
might happen:

• The SNF admissions staff catches the outpatient 
hospital status and informs the patient that she 
has to pay out of pocket for her SNF stay because 
her Medicare benefits won’t cover it; or

• The SNF admissions staff doesn’t catch the out-
patient hospital status and the patient completes 
her SNF stay, under the impression that it’s cov-
ered by Medicare. During claim review, the 
missed outpatient status is caught, and the facili-
ty then has to re-bill for all services that it will 
not receive Medicare reimbursement for—and 
the patient still has to pay out of pocket

In both of these scenarios, the patient loses the most. 

Implications for the bottom line

AAOS states that patients’ Medicare Advantage plans 
may elect to provide SNF coverage without imposing 
the three-midnight rule. CMS has also issued condi-

tional waivers of the three-midnight rule “as necessary 
to carry out the Medicare Shared Savings Program and 
to test certain Innovation Center payment models, 
including the Next Generation ACO Model,” says the 
organization.

For everyone else, verifying that three-midnight 
requirement is essential. Unfortunately, says Wendland 
Porter, patients get admitted to the SNF all the time 
under a Medicare stay without meeting this require-
ment, forcing the billing department to re-bill once the 
error is realized or the claim is denied. 

Another recurring scenario involves missed hospital 
statuses during admission. “Without the three-mid-
night hospital stay, all appeals are lost,” she says, and 
this also puts financial burden on the patient. She 
sympathizes with her fellow providers and acknowl-
edges that “there’s just so much going on right now. 
CMS’ grouper tool has been extremely helpful to my 
company to compare costs under RUG-IV and PDPM. 
I’ve always believed that if we do the right thing as 
care providers, then the money will follow. It’s not 
about manipulating the system or playing the game; it’s 
more about just doing what’s right. As long as we 
follow that idea, I think our industry will be fine.” 

Three things you can do to ensure you’re compliant with 
new drug regimen review requirement

Because of the potential for serious complications caused 
by medication errors, including death, CMS initiated a 
patient assessment–based, cross-setting, process quality 
measure that assesses whether postacute care (PAC) 
providers were responsive to potential or actual clinically 
significant medication issues (PCSMI) when such issues 
were identified. This quality measure, titled Drug Regi-
men Review (DRR) Conducted With Follow-Up for 
Identified Issues, was developed for the inpatient rehabili-
tation facility, SNF, and long-term care hospital quality 
reporting programs. 

Specifically, the quality measure reports the percentage of 
patient/resident stays in which a drug regimen review was 

conducted at the time of admission and timely follow-up 

with a physician occurred each time PCSMIs were identi-

fied throughout that stay. The DRR measure was devel-

oped to meet the medication reconciliation domain as 

mandated by the Improving Medicare Post-Acute Care 

Transformation Act of 2014 (IMPACT Act).

Effective October 1, 2018, all SNFs are required to report 

on the findings of their drug regimen review process as 

part of the IMPACT Act, which was signed into law 

October 6, 2014. Data collection on the DRR measure 

began in 2018 for fiscal year 2020 payment determinations 

and subsequent years.

http://hcpro.com
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“There was a lot of education and preliminary steps that 
were never taken in long-term care [regarding medication 
reconciliation],” says Maureen McCarthy, RN, BS, 
RAC-MT, QCP-MT, DNS-CT, president and CEO of 
Celtic Consulting. “I think that this will cause more 
potential for dashes and lack of information for the SNF 
quality reporting program than any other section of the 
MDS.” 

Entering a dash on the documentation means a 
potential 2% reduction in Medicare Part A rates the 
following year if their dashes are at 80% or higher of 
the Medicare MDSs they submit. 

The purpose the DRR measure

Facilities are trying to reconcile medications patients 
took while in the hospital against what is being taken 
in the SNF, and they think that will be enough to fulfill 
the requirements of the DRR measure. Even worse, 
they may not realize that hospitals are not giving 
patients all of the medications they were taking at 
home before they were admitted to the hospital.

“When the patients get to long-term care, you have to 
reconcile what they were taking in the hospital and 
what they were taking at home,” McCarthy explains. 

According to CMS, the purpose of the DRR measure 
is to document whether a drug regimen review was 
performed at the start of SNF PPS stay, or at the 
resident’s admission through discharge (Part A PPS 
discharge) and if any significant medication issues were 
resolved within a specific time frame. 

The DRR measure includes all prescribed and over-
the-counter medications administered by any route, 
including:

• Nutritional supplements

• Vitamins

• Homeopathic and herbal products

Note that total parenteral nutrition and oxygen are 
included in the review. 

Sample drug regimen review policy and 
procedure
Policy
It is the policy of our nursing center that we practice safe medica-
tion administration for all of our residents. This includes reconcil-
ing medications upon admission and readmission, as well as 
timely communication with the physician, or extender, when a po-
tentially clinically significant medication issue arises to reduce the 
risk of medication errors and resident harm. Potentially clinically 
significant medication issues (PCSMI) are to be identified and 
monitored on an ongoing basis throughout the resident’s stay as 
well. Prevention and timely identification of potential and actual 
medication-related adverse consequences reduces the resident’s 
risk for harm and improves quality of life. Implementation of the 
drug regimen review process ensures that each resident’s medi-
cation usage is evaluated upon admission and on an ongoing ba-
sis, so that risks and problems are identified and acted upon.

Procedure guideline
• Obtain the current list of medications prescribed for the 

resident.

• Obtain the list of medication prescribed at the previous 
care setting (i.e., hospital).

• Obtain the list of medications take at home prior to this 
admission.

• Analyze the medications, {including OTC (over the 
counter) medications, vitamins, herbals, homeopathic, 
oxygen and TPB, etc.} for duplicates, potential interac-
tion, or potential adverse effects. Include drug-to-food 
issues in analysis.

• Identify whether any PCSMIs exist.

• Communicate the issue with the physician or extender 
prior to midnight the next calendar day.

• Complete any prescribed recommendations or correc-
tions the physician or extender may make by that same 
timeframe of midnight the day following the identifica-
tion of the PCSMI.

• Document the communication with the physician or ex-
tender in the medical record, including the date and 
time of the completion of the DRR process and any 
recommendations, including if no action is to be taken.

• Continue to monitor medications throughout the resi-
dent’s stay to identify any additional PCSMI and com-
municated the findings with the physician or extender 
timely. Recommendations, if any should be completed 
by midnight of the next calendar day.

http://hcpro.com
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What is considered a significant medication issue? 

Significant medication issues may include the 
following:

• Medication prescribed despite documented med-
ication allergy or prior adverse reaction

• Excessive or inadequate dose

• Adverse reactions to medication

• Ineffective drug therapy

• Drug interactions

• Duplicate therapy

• Wrong resident, drug, dose, route, and time errors

• Medication dose, frequency, route, or duration not 
consistent with resident’s condition, manufacturer’s 
instructions, or applicable standards of practice

• Use of a medication without evidence of ade-
quate indication for use

• Presence of a medical condition that may war-
rant medication therapy

• Omission

• Nonadherence

When faced with any of the above medication issues, 
the nurse must have communication with either the 
physician, the nurse practitioner, or the physician’s 
assistant. The issue must be resolved by midnight of 
the next calendar day—regardless of when the issue 
was first discovered. 

McCarthy clarifies, “If, for example, I find that I have 
an issue today, then I have to get it fixed by tomorrow 
at midnight no matter what time today I find the issue. 
I can find it at 7:00 in the morning, I could find it at 
11:30 at night—I still only have until the next day at 
midnight to get it fixed.”

Care plan considerations

A comprehensive review of medications should take 
place at each care plan review, as well as at readmission 
and unit transfers within the SNF. It is not enough to just 
look for duplicative medications; you must also consider 
the side effects and interactions when reviewing the 

medication lists. Identify actual and potential adverse 
effects and make the following care plan considerations:

• What needs to be monitored

• How often

• What to do if the consideration occurs

• Avoid survey citations (regulations found in 
§483.45, Pharmacy Services, of the State Opera-
tions Manual) with a consistent comprehensive 
approach to DRR

Care planning considerations should be addressed as 
soon as practicable once the DRR process is com-
pleted. This collaboration should be interdisciplinary, 
meaning that more than just the nursing department 
should be involved in development of the plan of care. 
Other disciplines to involve may include the following:

• Physician

• Therapist

• Pharmacy rep

• Social services

• Behavioral management 

Antibiotic stewardship requirements

Tying antibiotic stewardship in to the DRR process can 
have financial benefits as a result of increased resident 
safety and quality of care. Effective November 28, 2017, 
SNFs are required to have an antibiotic stewardship 
program. The DRR process is another opportunity to 
reduce the use of unnecessary antibiotics (AB). 

This concept calls for facilities to monitor the use and 
abuse of these medications and tasks SNFs with the 
responsibility of being stewards for the overuse of 
antibiotics and other antimicrobials. During the DRR 
process, reviewing these classifications for the appro-
priate use of medications would be prudent.

The following are tips for reducing antibiotic use:

• While reviewing, identify unnecessary medica-
tions, including ABS

• Care coordination among the medical staff is 
required

http://hcpro.com
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• Educate medical staff and employees on antibiot-
ic stewardship program

• Monitor prescription and use of ABS

• Add AB review to medication reconciliation 
(DRR)

• Identify opportunities to reduce AB use

Reduce survey citations for AB stewardship

Failure to meet the standard of care Code of Federal 
Regulations 483.80 under the Conditions of Participa-
tion will likely result in a deficiency or even a citation 
for noncompliance.

The facility risks being penalized under a number of 
F-tags for noncompliance, including the following:

• F880, Infection Control and Prevention

• F881, Antibiotic Stewardship Program Pharmacy 
Services section of F756, Drug Regimen Review

• F757, Unnecessary Medications

• F758, Unnecessary Psychotropic Medications, 
should those types of medications be prescribed

• F760, Free of Significant Medication Errors, 
should something slip through the DRR process 
and cause an ADE

Three steps facilities need to take to ensure 
compliance

1. Educate your staff: “Educate, educate, educate all 
of your nurses who are taking orders and anyone in 
your facility who writes orders: doctors, nurse practi-
tioners, physician’s assistants, assistant medical direc-
tor, and medical director,” McCarthy says. “Make sure 
all of them are aware of what they need to do and why, 
and then get as much assistance as you can from your 
pharmacy consultants so they can provide some 
assistance to the staff as well.” 

It’s also important to educate the nurse who is admit-
ting the patient on what medication interactions are, 
because that reconciliation isn’t necessarily taught in 
nursing school. 

2. Create a plan or process: After educating the staff 
on the importance of the drug regimen review and 

creating an ongoing plan to review the medications, 
you need to create a plan or process to collect the data 
throughout the patient’s stay and then wrap that 
information up at discharge. 

The first step in creating the plan is to determine who 
is going to be responsible for starting drug regimen 
review. McCarthy recommends that it start with the 
admitting nurse and that the drug regimen review is 
part of the admission package. 

Second, determine the timeline for your facility on 
when you expect this to be done. “CMS says the review 
has to be done at the time of admission or as close to 
admission as possible,” she says. 

McCarthy recommends setting up a policy that speci-
fies how often charts should be reviewed (every two 
hours? Every 12 hours?) to ensure medication recon-
ciliation is happening. Also, there should be a bookend 
assessment, where the information is gathered at the 
beginning of an admission and wrapped up at dis-
charge, she says. 

This way, staff will have to answer every single time 
clinically or potentially clinically significant medication 
issues come up, she explains. “Did you get back to that 
physician by midnight and get a recommendation and 
follow up on that by midnight every time that’s happened?” 

The expectation is that your staff is looking at these 
medications on an ongoing basis, says McCarthy. Further, 
they need to set up who’s going to do this and create a 
timeline that includes what happens at admission. 

3. Collect the data: Determine how the data is going to 
be collected throughout the patient’s stay. For example, 
Matrix users would create a template or if you use 
PointClickCare, users would create a user defined 
assessment (UDA), McCarthy says. 

Facilities also need to determine if they are going to 
use nurses’ notes, as the MDS coordinator is going to 
have to read all of those notes because the information 
must be in the medical record before it can be put into 
the MDS. Without that information, the coordinator 
will have to dash it, which affects reimbursement.
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by Maureen McCarthy, BS, RN, RAC-MT, QCP-MT, DNS-
MT, RAC-MTA, President/CEO of Celtic Consulting and 
PPSA advisory board member

The intent of the Minimum Data Set’s (MDS) Section GG, 
Functional Abilities and Goals, is to assess the resident’s 
need for assistance with self-care and mobility activities. It is 
completed for Medicare Part A residents on admission and 
discharge. Beginning October 1, 2018, the Centers for 
Medicare & Medicaid Services (CMS) has been collecting 
data not only on completion of Section GG, but on the 
resident’s outcomes. 

With the addition of four new quality measures, an even 
higher percentage of Quality Reporting Program (QRP) 
data is being used to determine payment reductions that 
result from Section GG documentation. Since October 1, 
2016, simply completing the information in the admission as 
well as discharge performance columns of the MDS was 
enough to maintain compliance with this section’s five-day 
prospective payment system (PPS) and end of PPS (NPE) 
assessments. Beginning October 1, 2018, changes in the 
resident’s functional abilities and goals from admission to 
discharge will be measured.

Many providers have struggled to learn the difference 
between sections G and GG. Although both areas focus on 
function, the measurements are different. Be sure that all 
staff understand the coding differences.

Section GG data used for SNF QRP calculations

Section GG data used for SNF QRP calculations that began 
October 1, 2016 includes the following quality reporting 
measure:

• Application of Percent of Long-Term Care Hospital 
(LTCH) Patients with an Admission and Discharge 
Functional Assessment and a Care Plan That Ad-
dresses Function (NQF #2631)

GG data used for SNF QRP calculations that began October 
1, 2018, include the following quality reporting measures:

• Change in Mobility Score Application of IRF Func-
tional Outcome Measure: Change in Mobility Score 

for Medical Rehabilitation Patients (NQF #2634)

• Discharge Mobility Score Application of IRF Func-
tional Outcome Measure: Discharge Mobility Score 
for Medical Rehabilitation Patients (NQF #2636)

• Change in Self-Care Score Application of the IRF 
Functional Outcome Measure: Change in Self-Care 
Score for Medical Rehabilitation Patients (NQF 
#2633)

• Discharge Self-Care Score Application of IRF Func-
tional Outcome Measure: Discharge Self-Care Score 
for Medical Rehabilitation Patients (NQF #2635)

Data improvement, verification, and management

Section GG has an enormous impact on facility outcomes, 
but what is being done to improve the data? Who is respon-
sible for verifying or managing the data? Let’s explore some 
best practices for Section GG functional reporting. 

CMS intends Section GG functional reporting to be an 
interdisciplinary team (IDT) review with collaboration and 
input between physical therapists, occupational therapists, 
speech-language therapists, and nurses. Many organizations 
have given the responsibility of completing Section GG to 
the rehab department with little to no input from nursing, 
causing discrepancies between what is reported and what is 
actually taking place on the nursing unit. For example, many 
residents are reported as being at an independent or supervi-
sion level, but higher levels of assistance are actually being 
provided on the nursing unit, particularly by the second and 
third shift staff.  

Section GG data collected between the time of admission 
and up through day three from admission and then again on 
the last three days of the stay, including the day of discharge 
and the two days prior, should be reviewed by the IDT and as 
part of the weekly Medicare meeting (or whatever Medicare 
benefit or skilled care review meeting is held regularly). If the 
facility has a 72-hour, team-based, or admission meeting in 
the first three days of admission, that is another opportunity 
to review the functional reporting data during the observa-
tion period, allowing for discussion, clarification, or verifica-
tion of discrepancies. It also provides an opportunity to 
interview the family to determine the resident’s prior level of 

Best practices for Section GG
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Once gaps in communication have been eliminated or data 
collection points have been tightened, the facility should take 
credit for the improvement in outcomes through its Quality 
Assurance and Performance Improvement (QAPI) program. 
The IDT must pay attention to SNF QRP data in order to 
make corrections that improve the process and the out-
comes. A performance improvement project should be 
initiated (or chartered) to implement the QAPI process, 
collect the required data, and continue to monitor for 
successful process changes that are sustainable. This will 
also ensure that Section GG functional reporting stays a 
focus area, and therefore make it less likely that the facility 
will suffer a reduction in reimbursement.

As CMS makes future changes to Section GG, education 
and training will remain key to compliance and optimization 
of outcome reporting. Keeping staff informed of the changes 
and their effect on both quality ratings and payments will be 
a major factor in achieving success. Regular monitoring of 
real-time data will also ensure that changes or noncompli-
ance can be identified and addressed before they become 
negative trends and are more difficult to correct.

Definition: Usual performance
A resident’s functional status can be impacted by the environment 
or situations encountered at the facility. Observing the resident’s 
interactions with others in different locations and circumstances  
is important for a comprehensive understanding of the resident’s 
functional status. If the resident’s functional status varies, record 
the resident’s usual ability to perform each activity. Do not record 
the resident’s best or worst performance; instead, record the  
resident’s usual performance.
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function and his or her usual performance at home and to 
determine the resident’s goals for discharge, which should 
then be added to the baseline care plan and summary.

Strengthening compliance through documentation

The facility should have strong systems in place to capture 
the care being provided at all opportunities so that the data 
can be reviewed at various points during the care process. 
This includes not only the care and assistance being provided 
in the rehab gym, but also the care and assistance being 
provided on the nursing unit and in the resident’s room. The 
IDT is looking to assess the resident’s usual performance—
not the resident’s best or worst performance—so collecting 
data at multiple care points can strengthen the facility’s 
compliance through documentation. 

Nurses should verify that the data being reported by the 
nursing assistants or other nonclinical staff is accurate until 
everyone is comfortable with this new coding system since it 
is completely different from past systems. Regardless of 
whether the data is collected on paper or electronically, the 
functional reporting collection process and coding system 
should be reviewed with the nursing assistants and nurses 
upon new-hire orientation, and regularly thereafter. Ensuring 
that everyone knows the importance of regularly measuring 
good quality data should keep the focus on improving 
resident outcomes. 

Reviewing SNF QRP reports

When CMS releases the SNF QRP data each quarter, these 
reports should be reviewed as quickly as possible in order to 
determine if corrections need to be made prior to the 
deadline passing. Only timely corrections will be included in 
the facility SNF QRP data. Data is updated each Monday 
morning until the window closes. The SNF QRP reports can 
be found in the CASPER reporting system on the QEIS 
website. This is the same portal used to submit both MDS 
assessments and facility Payroll Based Journal data. 

Below is a table showing data collection periods and correc-
tion deadlines for SNF QRP reporting:
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