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ICD-10 deep dive

Concerned over ICD-10 Return to  
Provider codes?

The following is a deep dive into ICD-10 Return to Pro-
vider (RTP) codes, written by Renee Kinder, MS, CCC-SLP, 
RAC-CT, vice president of clinical services at Encore Rehabili-
tation Services.

PDPM has introduced the positive methodology of assign-
ing case-mix group classifications based on the clinical presen-
tation of the individuals we serve.

With this implementation, however, the industry has also 
encountered some confusion around how ICD-10 codes are 
used within the model and when RTP codes may impact claim 
submission.

We have all heard the rumors:

• “Physical therapy has generalized muscle weakness as a sec-
ondary diagnosis, and we are worried this will cause our 
claim to kick out. Why can’t they just use muscle wasting?”

• “Speech has R13.12 on their dysphagia evaluation. 
Shouldn’t they change it to the I69 series?”

• “What do you mean we can include therapy diagnoses in 
I8000 as secondary diagnoses? My scrubber software is 
giving me alerts otherwise.”

But rumors aren’t always true and can hurt your bottom line. 

PDPM ICD-10 FAQs

Let’s begin with a baseline understanding of how PDPM 
utilizes ICD-10 codes, as outlined in the CMS FAQ document. 

There are two ways in which ICD-10 codes will be used 
under PDPM: primary diagnosis, and additional diagnoses and 
comorbidities. 

First, providers are required to report on the MDS the 
patient’s primary diagnosis for the SNF stay. 

Each primary diagnosis is mapped to one of 10 PDPM 
clinical categories, representing groups of similar diagnosis 
codes. This category is then used as part of the patient’s 
classification under the PT, OT, and SLP components. 

This primary diagnosis is coded within I0020B. Per RAI 
Manual guidance, I0020B is used to indicate the resident’s primary 
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medical condition category that best describes the primary 
reason for the Medicare Part A stay. Medical record 
sources for physician diagnoses include the most recent 
history and physical, transfer documents, discharge sum-
maries, progress notes, and other resources as available. 

I0020B is the only portion within Section I: Active 
Diagnoses that is impacted by RTP errors within 
PDPM. Furthermore, if providers are searching for 
specific mapping tools, they can be found on the CMS 
site under the ICD-10 Mapping tools section. 

Second, ICD-10 codes are used to capture the 
patient’s additional diagnoses and comorbidities, which 
can factor into the SLP comorbidities that are part of 
classifying patients under the SLP component and the 
NTA comorbidity score that is used to classify patients 
under the NTA component.

Comorbidity coding 

The NTA comorbidity score is a weighted count of 
certain comorbidities that a SNF patient has, which is 
then used to classify the patient into an NTA component 
payment group. Comorbidities associated with higher 
increases in NTA costs are grouped into higher point 
tiers, while those that are associated with lower increases 
in NTA costs are grouped into lower point tiers.

The provider will report on the MDS each of the 
comorbidities that a person has. The patient’s NTA comor-
bidity score is the sum of the points associated with each 
relevant comorbidity. Under PDPM, there are 50 conditions 
that were related to increases in NTA costs in the SNF. 

Similarly, 12 SLP comorbidities were identified as 
predictive of higher SLP costs, with conditions and 
services combined into a single SLP-related comorbid-
ity flag. A patient qualifies if any of the conditions/
services is present.

ICD-10 accuracy and shaping the future 

Providers must recall that the ICD-10 codes impact-
ing case-mix groups within PDPM were included in the 
model based on data and claim analytics used by CMS 
and Acumen during the development of their postacute 
care models research. 

To that end, and as we look to CMS to further 
refine future payment models, we must continue to code 
to the highest level of specificity. 

This means that you may be including codes in 
I0800 because they meet the definition of “active” per 

Section I, they are pertinent, and they are meaningful 
for the person you are serving, even though they would 
be considered RTP codes if listed in I0020B.

Let’s reference the rumors we listed at the begin-
ning of this article.

Question: “Physical therapy has generalized muscle 
weakness as a secondary diagnosis, and we are worried 
this will cause our claim to kick out. Why can’t they just 
use muscle wasting?”

Response: You are correct that generalized muscle 
weakness would be considered an RTP code for primary 
diagnosis in I0020B; however, there may be instances 
during which a physical and or occupational therapist 
needs to use this code for treatment or secondary diagno-
sis coding on the plan of care. Additionally, muscle 
wasting is not an interchangeable code, and would require 
testing and MD involvement to be considered for addition.

Question: “Speech has R13.12 on their dysphagia 
evaluation. Shouldn’t they change it to the I69 series?”

Response: Use of the “I” series codes must also 
adhere to the definition of “active diagnosis.” “I” codes 
are not interchangeable when the “R” series codes are 
most appropriate for the patient based on clinical 
presentation and medical history. 

Additionally, coding principles for ICD-10 direct us to 
use an “R” series, which are the dysphagia phase-specific 
codes, to identify impaired phase when using an “I.”

“R” series swallow codes used to obtain phase 
specificity include R13.11 (Dysphagia, oral phase), 
R13.12 (oropharyngeal phase), R13.13 (pharyngeal 
phase), and R13.14 (pharyngoesophageal phase).

In short, an “I” code should be followed by an “R” 
code—they should not stand alone.

Furthermore, the “R” series codes help support the 
clinical elements seen in K0100 A–D; therefore, eliminating 
them from the medical record would create a void, which 
runs counter to PDPM’s aim of encouraging a greater level 
of congruence across care team documentation.

Question: “What do you mean we can include 
therapy diagnoses in I8000 as secondary diagnoses? My 
scrubber software is giving me alerts otherwise.”

Response: Remember to check your software 
parameters and settings to ensure your teams are 
receiving appropriate messages and making clinical 
decisions based on accurately reflecting patient presen-
tation in the medical record.  

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/PDPM
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Tip & tool

SNF pain management in the age of 
the opioid crisis

Managing resident pain is an important aspect of 
care in any skilled nursing facility (SNF), but finding 
the right method of pain management catered to each 
resident can be easier said than done. 

In fact, pain is such a prevalent issue that CMS’ 
2018 National Beta Test found that “78% of residents in 
the SNF setting reported having ‘pain or hurting.’ Of 
those who reported pain, 63% experienced pain ‘fre-
quently’ or ‘almost constantly.’”

Pain assessment

When a resident is admitted to a SNF, a pain 
assessment should be included in the resident’s admis-
sion assessment, according to Susan Levy, MD, CMD, 
internist, geriatrician, and AMDA-certified medical 
director. These pain assessments should incorporate 
nursing staff, the attending practitioner, the resident, 
and, in some cases, the resident’s family. Once it is 
determined that a resident is experiencing pain, the 
next step is to determine the cause of the pain. In 
addition to medical records, the pain assessment can 
help determine what methods of pain management have 
worked in the past and what the resident is open to 
trying in the future, says Levy.

When interviewing a resident about pain, SNFs 
should consider the pain’s: 

• Presence

• Frequency

• Effect on function

• Intensity

One issue SNFs tend to encounter frequently when 
assessing pain is that residents are not always forthcom-
ing or honest about their pain, according to Stefanie 
Corbett, DHA, postacute care regulatory specialist 
with HCPro. When it’s suspected that a resident isn’t 
accurately self-reporting pain, there are nonverbal signs 
to look out for, as outlined in the HCPro book, 50 
Essential In-Services for Long-Term Care: Education 
for Frontline Staff by Kelly Smith Papa, MSN, RN, 
available for purchase on the marketplace:

• Guarded movements

• Facial grimacing

• Rapid heartbeat

• Rapid breathing

• Sadness or depression

• Elevated blood pressure

• Restlessness or sleeplessness

• Moaning, groaning, or sighing

• Bracing or tensing the muscles

It should be noted that in October 2019, CMS 
removed the following two quality measures regarding 
pain from the Nursing Home Compare website:

• Percentage of short-stay residents who report mod-
erate to severe pain

• Percentage of long-stay residents who report mod-
erate to severe pain

“This change supports the federal initiative to 
reduce opioid utilization by seeking to prevent a poten-
tial scenario where the performance of a facility on the 
pain quality measures may inappropriately contribute 
to their decision to seek the administration of an 
opioid,” according to CMS. 

The most common approach to pain management is 
medication, but with the opioid crisis currently sweeping 
the nation, SNFs need to reassess previous measures for 
managing residents’ pain. “In the past, we were fairly 
liberal about using opioids because we thought they were 
relatively safe, and we now recognize that they’re not. We 
need to heighten our monitoring of their use in an effort 
to get residents off of opioids,” says Levy. 

Prescribing opioids can be tricky when the goal is to 
alleviate pain but avoid addiction. Levy suggests that 
SNFs turn to the Centers for Disease Control and 
Prevention (CDC) Guideline for Prescribing Opioids 
for Chronic Pain for recommendations on how to 
appropriately use opioids for pain management.

The CDC offers a checklist for SNFs to reference 
when using opioids for long-term pain management:

When considering long-term opioid therapy, the 
checklist states to do the following:

• Set realistic goals for pain and function based on di-
agnosis (e.g., walk around the block). 

• Check that non-opioid therapies [have been] tried 
and optimized. 

• Discuss benefits and risks (e.g., addiction, over-
dose) with patient. 

https://www.cms.gov/
https://hcmarketplace.com/50-essential-in-services-for-ltc
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-instruments/NursingHomeQualityInits/NHQIQualityMeasures
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fmmwr%2Fvolumes%2F65%2Frr%2Frr6501e1er.htm
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fmmwr%2Fvolumes%2F65%2Frr%2Frr6501e1er.htm
https://www.cdc.gov/drugoverdose/pdf/pdo_checklist-a.pdf
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• Evaluate risk of harm or misuse. 

 – Discuss risk factors with patient. 

 – Check prescription drug monitoring program  
(PDMP) data. 

 – Check urine drug screen. 

• Set criteria for stopping or continuing opioids. 

• Assess baseline pain and function (e.g., PEG scale). 

• Schedule initial reassessment within 1–4 weeks. 

• Prescribe short-acting opioids using lowest dosage 
on product labeling; match duration to scheduled 
reassessment.

When reassessing opioid use, the checklist states to:

• Assess pain and function (e.g., PEG); compare re-
sults to baseline. 

• Evaluate risk of harm or misuse:

• Observe patient for signs of over-sedation or over-
dose risk.

–  If yes: Taper dose. 

• Check PDMP. 

• Check for opioid use disorder if indicated  
(e.g., difficulty controlling use).

– If yes: Refer for treatment.

• Check that non-opioid therapies optimized. 

• Determine whether to continue, adjust, taper, or 
stop opioids. 

• Calculate opioid dosage morphine milligram equiv-
alent (MME).

• If ≥ 50 MME /day total (≥ 50 mg hydrocodone; ≥ 
33 mg oxycodone), increase frequency of follow-up; 
consider offering naloxone.

• Avoid ≥ 90 MME /day total (≥ 90 mg hydrocodone; 
≥ 60 mg oxycodone), or carefully justify; consider 
specialist referral.

• Schedule reassessment at regular intervals (≤ 
3 months).

While opioids are a valid and effective method for 
pain management, “the problem that we get into is that 
we began to rely on [opioids] for chronic pain, and for 
some residents that’s effective, but we need to take 
some responsibility for how we prescribe, how we 
monitor, and how we evaluate other alternatives to 
manage pain that may be as effective as opioids,” 

explains Levy. While opioids are often prescribed for 
specific pain areas, anti-inflammatory drugs are a 
nonaddictive option to alleviate pain by reducing 
swelling and irritation, according to Levy.

As another alternative to opioids, medical marijuana 
has become an option for SNFs located in states where 
it’s legal. Cannabis has long been recognized for its 
ability to aid in pain relief. A study conducted by Zach-
ary J. Palace, MD, CMD, published in The Journal of 
Post-Acute and Long-Term Care Medicine, examined 
residents with chronic, noncancer pain using cannabis for 
pain relief rather than opioids and found that there was a 
significant reduction in self-reported pain. 

SNFs should note, however, that adverse side effects 
of cannabis use can include dizziness and confusion 
and, therefore, “should be a cause for major concern in 
a population where falls, altered mental status, and 
disorientation are prevalent,” according to Palace.

While not a viable alternative for all SNFs, the use 
of medical marijuana is worth consideration for SNFs in 
the 33 states where it’s been legalized. 

Effectively using medications for pain management 
can be simple when administrating the right dose, at the 
right time, for the right duration, according to Levy. 
Aside from medications, there are several other meth-
ods of pain management that may be effective as well.

Nonpharmacological approaches

When addressing resident pain, there are several 
options to medicating that should be incorporated into 
pain management plans. Levy recommends that SNFs 
“evaluate residents’ pain better, and go back to the 
basics of diagnosing the pain.” When residents experi-
ence lower-intensity pain, stick with simple solutions 
such as ice packs, heating pads, or aspirin. 

Nonpharmacological methods to pain management, 
as outlined by Stanford Health Care, may include:

• Hypnosis 

• Comfort therapy

 – Companionship

 – Exercise

 – Heat/cold application

 – Lotions/massage therapy

 – Meditation

 – Music, art, or drama therapy

https://www.jamda.com/article/S1525-8610(18)30662-5/fulltext
https://stanfordhealthcare.org/medical-conditions/pain/pain/treatments/non-pharmacological-pain-management.html
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 – Pastoral counseling

 – Positioning

• Physical and occupational therapy

 – Aquatherapy

 – Tone and strengthening

 – Desensitization

• Psychosocial therapy/counseling

 – Individual counseling

 – Family counseling

 – Group counseling

• Neurostimulation

 – Transcutaneous electrical nerve stimulation 
(TENS)

 – Acupuncture

 – Acupressure

Whether through medications or alternative methods, 
the most important aspect of pain management is to tailor it 
to the specific needs of each resident, according to Levy.  

Identifying pain in dementia residents
Pain management can be especially challenging when 

dealing with a resident with dementia. Of the estimated 35 
million people with dementia worldwide, 50% experience 
pain regularly, according to the 2013 journal article, “Pain 
Management in Patients With Dementia,” published in the 
journal Clinical Interventions in Aging.

Because of declining brain function, residents with 
dementia often have a lesser ability to communicate pain 
they may be feeling. Pain in dementia residents can also 
often go unreported because of barriers such as “lack of 
pain management education, the failure to use a stan-
dardized pain assessment tool, inadequate documenta-
tion, resident inability to communicate pain, resident 
reluctance to report pain, perceptions of use of strong 
pain medication, and regulatory concerns,” according to 
the March 2016 study, “Identification, Assessment, and 
Management of Pain in Patients With Advanced Demen-
tia,” published in The Mental Health Clinician. 

Ideally, residents with dementia will self-report 
their pain, but it becomes more difficult as the disease 
progresses. Therefore, SNFs should be on the lookout 
for the following signs of pain that a dementia resident 

may exhibit, according to the AGS Panel on persistent 
pain in older persons:

1. Facial expressions

 – Slight frown; sad, frightened face

 – Grimacing; wrinkled forehead

 – Closed or tightened eyes

 – Any distorted expression

 – Rapid blinking

2. Verbalizations, vocalizations

 – Sighing, moaning, groaning

 – Grunting, chanting, calling out

 – Noisy breathing

 – Asking for help

 – Verbally abusive

3. Body movements

 – Rigid, tense body posture, guarding

 – Fidgeting

 – Increased pacing, rocking

 – Restricted movement

 – Gait or mobility changes

4. Changes in interpersonal interactions

 – Aggressive, combative, resisting care

 – Decreased social interactions

 – Socially inappropriate, disruptive

 – Withdrawn

5. Changes in activity patterns, or routines

 – Refusing food, appetite change

 – Increase in rest periods

 – Sleep, rest pattern changes

 – Sudden cessation of common routines

 – Increased wandering

6. Mental status change

 – Crying or tears

 – Increased confusion

 – Irritability or distress   

https://stanfordhealthcare.org/medical-treatments/t/tens.html
https://stanfordhealthcare.org/medical-treatments/t/tens.html
https://mhc.cpnp.org/doi/full/10.9740/mhc.2016.03.89
https://www.ncbi.nlm.nih.gov/pubmed/12067390
https://www.ncbi.nlm.nih.gov/pubmed/12067390
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Tip & tool

Nonpharmacological approaches to 
managing dementia behaviors

Caring for residents with dementia can be a difficult 
task, and while pharmacological approaches may 
sometimes seem like the easiest option, they aren’t 
necessarily the best option.

The following is an excerpt from the HCPro book, 
Caring for the Dementia Resident: Ensuring Regulato-
ry-Compliant Care by Frosini Rubertino, RN, BSN, 
C-NE, CDONA/LTC. The book is available for 
purchase at the marketplace. 

Pain management checklist
The following checklist is an excerpt from the HCPro book, Competency-Based Care & Facility Assessments:  

A Compliance Guide for F726 and F838, by Stefanie Corbett, DHA, postacute regulatory specialist for HCPro. 
The book is available for purchase on the marketplace. 

Name:                                                                                            Date:  

Pain Management Checklist
Steps Completed Comments

1.  Document and assess patient’s pain intensity objectively, using a numerical pain scale.

2.  Monitor and document nonverbal signs of pain.

3.  Determine and document the location, duration, and frequency of pain. Observe 
and describe the site of the pain.

4.  Evaluate the impact of pain on resident’s quality of life (i.e., ADLs, sleep, appetite, etc.).

5.  Try alternative and complementary treatments to alleviate pain.

6.  For new admissions, document the patient’s history of pain management and  
evaluate its effectiveness.

7.  Identify the causes and triggers of pain.

8.  Evaluate the effectiveness of pain management with another assessment 30–60 
minutes after administration. Assess pain regularly.

9.  Ensure pain management prior to treatments (i.e., therapy and wound care).

10.  Update care plan, as needed.

11.  Encourage patient to intake fluids and monitor for constipation.

12.  Document any changes of condition and report to physician.

Self-assessment
Evaluation/validation  

methods
Levels Type of validation Comments

 Experienced

  Need practice

 Never done

  Not applicable (based on 
scope of practice)

  Verbal

   Demonstration/ 
observation

    Practical exercise

  Interactive class

  Beginner

  Intermediate

  Expert

  Orientation

  Annual

  Other

Employee signature:                                                                               Observer signature

When behavioral or psychological symptoms of 
dementia (BPSD) are exhibited, it means that during 
the course of the disease, the resident will have an 
altered thought process, with difficulty integrating and 
retrieving new information. Nonpharmacological 
methods to address the behavior are the best initial 
approach, unless it is an emergency situation, once the 
identifiable cause for the behavior is determined. 
Nonpharmacological care plan interventions may 
include a less stressful environment, music therapy, 

https://hcmarketplace.com/caring-for-the-dementia-resident-ensuring-regulatory-compliant-care
https://hcmarketplace.com/compliance-guide
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one-to-one communication activities, such as reminisc-
ing, or diversional activities, such as sorting.

Medications used for the purpose of managing 
behaviors that have no identifiable cause are likely to be 
ineffective and can result in complications such as falls, 
fractures, cerebrovascular events, and even death. The 
FDA provides black box warnings for atypical antipsy-
chotics, which indicate an increased risk of death when 
used for dementia-related psychosis. In a 2014 study 
published in the British Medical Journal titled “Risk of 
Alzheimer’s Disease in Benzodiazepine Users: A Case 
Control Study,” suspicion is strengthened that medica-
tions used for anxiety and sleep, such as benzodiaz-
epines, are widely used for those with Alzheimer’s 
disease and can increase the risk for negative side 
effects, such as falls and fractures. Despite the warnings 
for use, these medications continue to be frequently 
prescribed for dementia residents as a poor alternative 
to nonpharmacological approaches to insomnia and 
anxiety. For these reasons, preparing an interdisciplin-
ary behavior care plan with nonpharmacological 
interventions that capitalize on the resident’s remaining 
strengths may decrease the use of unnecessary 
medications.

Nonpharmacological considerations

Repetitive speech, sleep disturbances, and wandering 
are common core features of Alzheimer’s disease and 
related dementias. Targeting approaches to the resident’s 
current cognitive function, physical function, and spiritual 
well-being, and revising interventions as necessary will 
optimize quality of life. There are essentially six categories 
of nonpharmacological interventions: intellectual, spiri-
tual, physical, social, creative, and diversional (Table 1.1). 
There are also targeted nonpharmacological approaches 
for specific behaviors (Table 1.2).

Meaningful care plans

Nursing assistant care plans often focus on physical 
functioning needs but lack substantial information about 
what affirms residents’ life contributions and experi-
ences. This information, when used to build relation-
ships, can be valuable in preventing and managing 
behaviors and result in a more meaningful day composed 
of current strengths and memories of the past. One 
consideration is to replace the nursing assistant care 
plans with those that not only include the physical 
functioning needs for traditional versions of the nursing 
assistant care plan but also include emotional and 

quality-of-life needs derived from life’s contributions, 
accomplishments, and cultural experiences.

Challenges with activities of daily living

Care challenges are present in every aspect of daily 
life, from the early stages to the late stages of dementia. 
Beginning with a social approach and then proceeding 
with the task can sometimes be helpful. Table 1.3 
illustrates common challenges with activities of daily 
living, causes, and possible solutions.

Behaviors are usually how a person with dementia 
communicates an unmet need. Staff must respond with 
a calm, nonjudgmental approach. Observations on what 
happened before and after the behavior occurred could 
help identify the trigger, which may include physical 
comfort, sense of competency, need for socialization, or 
the desire to communicate effectively. 

The power of music

Each day, our residents are surrounded by chatter 
and sounds that are rarely directed at them, unless it is 
during a formal activity event. The power of music can 
reach cognitive depths that words cannot. Even if the 
resident is unable to recall the words to the songs, the 
tune can be familiar, and clapping or tapping their feet 
to the music can offer a therapeutic experience that can 
provide a calming effect for any resident. Wireless 

Table 1.1 Nonpharmacological Interventions
Category Examples

Intellectual Reading, books on tape, current events, presen-
tation or discussion on a specific topic of interest

Social Special Luncheons, coffee hour, happy hour with non-al-
coholic beverages, reminiscing, live entertain-
ment, friendship hour

Creative Cooking, planting, flower arranging, painting, col-
lage creations with copies of personal photos, 
musical instruments (flute, guitar, drums, xylo-
phone, etc.)

Spiritual Prayer groups, clergy visits, Bible studies, hym-
nals, Bible on tape, prayer books, spiritual radio 
broadcasts, spiritual podcasts

Physical Simple chair exercises, balloon ball, walking, 
drumming to music

Diversional Sing-alongs; sensory stimulation with aromathera-
py, tactile diversions, or lighting; fish tanks; aviary; 
hand or foot massage; headset for music or talking 
storybooks; sorting opportunities with sorting sta-
tions; musical instruments (flute, guitar, drums, xylo-
phone, etc.)
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Table 1.2 Nonpharmacological Approaches for Specific Behaviors
Behavior Consideration

Resisting care Evaluate pain status 

Evaluate sleep patterns 

Provide positive distraction 

Provide consistent caregivers 

Personalize environment 

Allow time to process instructions 

Evaluate vision and hearing 

Provide simple cues 

Provide a security object

Disruptive in 
group activities

Determine if toileting needs exist 

Provide rest periods 

Provide small group activities 

Provide activities that are broken into simple steps 

Provide snacks and refreshments 

Offer activities of preferences and interests or that are re-
lated to previous occupation 

Offer activities to promote calmness, such as slow tap-
ping, drumming, clapping, rocking, or swinging

Disruptive de-
manding behav-
iors or 
catastrophic re-
actions such as 
crying or anger

Provide achievable activities in small simple steps 

Use small group activities 

Use short and repetitive activities that can be stopped if 
the resident becomes overwhelmed 

Involve the resident in familiar activities such as occupa-
tion-related tasks 

Utilize slow exercises such as tapping or drumming 

Provide a security object

Verbally or  
physically 
abusive

Provide companionship 

Develop trust 

Avoid confrontation 

Provide massage or touch therapy 

Redirect to desirable activity or familiar activities (folding, 
sorting, matching) 

Decrease external stimuli 

Identify and avoid triggers 

Provide a favorite snack 

Review a familiar photograph

Hitting, yelling, or 
other compulsive 
behavior

Provide a calm environment with structured activities such 
as sorting, folding, or matching 

Use small group activities 

Provide a favorite snack

Rummaging Provide normalizing activities such as stacking, sorting 
socks, folding towels, or other organizational tasks 

Provide rummaging stations in plain sight such as dress-
ers, purses, or boxes that include clothing and other items 

Use “no entry” cues such as “do not disturb” signs in areas 
that are not safe

Sudden mood 
changes

Assess for impending acute condition 

Evaluate pain status 

Assess for hyperglycemia and hypoglycemia 

Accommodate customary schedule 

Provide consistent routines 

Provide consistent caregivers 

Decrease noise levels

Behavior Consideration

Withdrawing from 
previous interests

Provide activities just before or after meals where meals 
are served 

Provide in-room visits 

Invite resident to special events 

Invite trusted family or friend to activities to participate with 
resident 

Engage in activities that emphasize personal history, cul-
ture, and knowledge

Constantly 
walking

Provide an environment with seating areas along a walking 
path that includes objects that the resident can stop and 
manipulate 

Provide a room with a calming atmosphere that includes 
music, lighting, and rocking chairs (e.g., Snoezelen® thera-
py room, massage room) 

Engage the resident in conversation about what he or she 
is seeking

Wandering/
elopement risk

Take resident for a walk 

Provide distraction of preferred activity, consider boredom 

Consider pain 

Alleviate fears 

Provide space and environmental cues to reduce exit behavior 
(seating along walking path, objects to manipulate along the 
walking path, room with calm setting, rocking chairs, music) 

Aroma therapy 

Initiate conversations about what he or she is seeking 

One-on-one activities during active wandering times 

Provide pre-meal and post-meal activities 

Provide for toileting needs 

Provide room identifier

Lacking personal 
safety awareness 
that causes injury 
or potential injury 
to self

Involve in smaller group activities 

Use activities that are soothing such as music or talking 
about personal skills (e.g., baking, gardening)

Exhibiting  
delusions or 
hallucinations

Focus on familiar activities and provide verbal reassurance 
to decrease stress and improve awareness of actual 
surroundings

Insomnia or  
sundowning  
(restless or  
agitated in the 
evening)

Treat any underlying pain 

Provide security object 

Avoid caffeine and nicotine 

Avoid administration of cholinesterase inhibitors before bed 

Maintain comfortable room temperatures 

Play music 

Assess bed comfort 

Use the bed only for sleeping or napping 

Increase daytime activities 

Decrease nighttime noise levels 

Use nightlights
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headsets are becoming more popular as an alternative 
to antipsychotics and other pharmacological interven-
tions. While residents may eventually forget their name 
or where they are, they often still remember their 
favorite songs or hymns. Music is a universal communi-
cation tool that can be utilized at any time of day, not 
just during a planned activity.

Communication 

The resident or family representative must be 
involved, to the extent possible, in the care planning 
process with an interdisciplinary goal to prevent or 
reduce targeted behaviors. Educating staff and family 
members on effective communication strategies can 
enhance non-pharmacological interventions. Communi-
cation strategies include using a calm voice, offering no 
more than two choices, avoiding open-ended questions, 
keeping discussions and questions simple, relaxing 
activity rules so that the resident will not feel he or she is 
performing inadequately, and using cues to initiate and 

Table 1.3 Common Challenges Within Care Areas
Care Area Possible Causes Possible Solutions

Bathing Embarrassment

Different routine

Lack of communication from staff

Room temperature

Provide privacy; reinforce that the resident is safe in a private place

Accommodate previous bathing routines

Communicate prior to taking resident for a bath or shower fully dressed; take a 
change of clothes and towels along with them

Re-dress before going out into hallways

Keep room warm, at a comfortable temperature

Dressing Too many choices

Cannot remember order of items

Impairment of fine motor skills

Feeling rushed

Simplify choices

Begin with top half of body first, then lower half, then socks and shoes

Pullover tops, Velcro® closures, larger buttons

Consider therapy evaluation

Hand resident one article of clothing at a time; slow down

Eating Loss of ability to recognize food

Distracted by noise and other activity in dining room

Feeling rushed or becoming too fatigued to eat

Be aware of food preferences and communicate the types of foods on the tray

Decrease noise and distractions

Give resident time to chew and swallow, slow down to avoid fatigue

Consider therapy evaluation for problems chewing or swallowing

Ambulation Shuffling feet

Gait disturbances

Assess for proper footwear

Consider therapy evaluation

Assess for impending acute conditions

Assess for proper assistive devices

Consider therapy evaluation

Toileting Incontinence, frequent urination, or urgency 

Constipation

Assess for impending acute conditions 

Evaluate toileting patterns and place on toileting program 

Increase fluid intake unless contraindicated 

Increase dietary fiber 

Evaluate medication side effects

Questions 
Comments & Ideas

– Tami Swartz, Member Liason 
tswartz@hcpro.com

execute daily activities. Approach with eye contact and at 
the resident’s level, and do not stand if the resident is 
seated, since this can be perceived as intimidating.

The impact of nonpharmacological approaches to 
dementia behaviors cannot be understated. It can enhance 
quality of life and maximize physical functioning when 
provided in a structured environment with daily routines 
that simplify tasks. Repetition, verbal and visual cueing, 
along with positive reinforcement will boost the overall 
effectiveness of the care plan approaches.   

mailto:sandrews%40hcpro.com?subject=
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Consolidated billing made simple

Sounding the alarm on consolidated 
billing rules for ambulance trips

Ambulance transfers are extremely expensive for 
SNFs and their Medicare Part A–covered patients. 
“The high costs associated with transfers create a 
significant financial risk for SNFs,” says Barbara 
Reimer, consultant with the Fox Group.

If the facility uses ambulances for medically unnec-
essary transfers or does not bill transports correctly, 
they may end up on the hook for these costs. This is 
especially true for facilities that have high-acuity 
patients or plan to take on more complicated patients in 
order to maximize profits under the PDPM. 

“High-acuity patients, particularly those with 
respiratory issues—they have a tracheostomy or are on 
ventilator—are more likely to require an ambulance for 
transport during their stay. Although admitting those 
patients can be financially advantageous, you also 
significantly increase the potential for additional 
expenses associated with ambulance transports,” 
Reimer says. 

Mitigate the financial risks associated with ambu-
lance transfers by gaining a solid understanding of 
Medicare’s coverage and consolidated billing rules for 
ambulance trips, and by having a process for communi-
cating internally among staff and with the patient about 
transfer options. 

Included vs. excluded

The first step in avoiding costly consolidated billing 
mistakes related to ambulance transfers is to under-
stand the terms “included” and “excluded.” This article 
will use the terms in the following manner:

• “Included” refers to the covered prospective pay-
ment system (PPS) items and services that are sub-
ject to or included in the consolidated bill. The SNF 
is responsible for billing Medicare for these services 
and medications. They must pay the outside vendor 
from the PPS per diem rate.

• “Excluded” refers to items or services that provid-
ers should exclude from the consolidated bill. The 
outside vendor should bill these directly to Medi-
care Part B.

CMS clarification on what counts as an ambulance

There has been a significant change in CMS’ 
approach to consolidated billing for non-ambulance 
transports, effective April 1, 2019, says Olga Gross-
Balzano, CPA, PMP, manager at BerryDunn. 

“Billers need to be particularly aware of these 
changes because there may be charges that Medicare 
does not cover that they will need to be billed directly 
to the patient,” Gross-Balzano says. 

Transmittal 2176 provides regulatory guidance 
regarding the use of non-ambulance forms of transport, 
such as ambulettes or wheelchair vans. CMS says: 

Medicare simply doesn’t provide any coverage at 
all—under Part A or Part B—for any non-ambulance 
forms of transportation, such as ambulette, wheelchair 
van, or litter van. Thus, in those situations where it’s 
medically feasible to convey a SNF resident by some 
means other than an ambulance, the transportation of 
such a resident (regardless of the type of vehicle actually 
used) would neither be included within the SNF bundle 
nor coverable under the separate Part B ambulance 
benefit, but would simply be altogether noncovered by 
Medicare.

This clarification may cause confusion in some 
facilities because it is common for SNF staff to refer to 
any medical transport as an “ambulance,” no matter 
whether it was an actual ambulance or another type of 
vehicle, Gross-Balzano says. 

In short, CMS clarified that ambulettes, wheelchair 
vans, and litter vans are not ambulances. 

“In situations where it is medically feasible to 
convey a SNF resident by some other means other than 
ambulance, regardless of the vehicle type actually used, 
the charges are not covered under Medicare Part A or 
B—they are simply noncovered by Medicare,” Gross-
Balzano explains. 

Because non-ambulance transportation is not a 
service that Medicare covers, the SNF should directly 
bill the charges to patients on a Part A stay. Per CMS 
regulations, the SNF must notify the patient prior to 
service that the patient is responsible for the ambulance 
charges because Medicare does not cover the transfer. 
The patient may choose to accept the charge or find 
alternative transportation, Gross-Balzano says. 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2018Downloads/R2176OTN.pdf
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Determining whether an ambulance trip is covered by 
Medicare

Providers use ambulance services to transport 
patients in emergency and non-emergency situations. 
However, Medicare only reimburses for certain types of 
trips, even if a physician or other healthcare provider 
orders an ambulance transfer for a patient. Billers or 
other staff responsible for scheduling ambulance 
services, and ambulance companies, often have diffi-
culty determining which types of transport are eligible, 
says Reimer. 

The first question that SNFs should consider is, “Can 
this ambulance trip be deemed medically necessary?” 

The answer depends on whether another mode of 
transportation, such as an ambulette or wheelchair van, 
can be used without endangering the patient’s health. If 
so, then the SNF may have to pay the ambulance com-
pany for the transfer or discuss alternative transportation 
with the patient or family, Gross-Balzano says. 

If the SNF decides that an ambulance trip is the 
best option, the administrator, director of nursing, and/
or other designated person should determine whether 
the decision to use an ambulance is within Medicare’s 
stipulations for coverage. 

“This is not a decision that the biller should make 
because it can have far-reaching and costly implications 
for the SNF,” Gross-Balzano says. 

Medicare considers ambulance transports medi-
cally necessary and thus reimbursable when the follow-
ing criteria are met: 

• The beneficiary’s condition renders the use of any 
other method of transportation a potential risk to 
the patient’s health and safety

• The purpose of the transport is to obtain a Medi-
care-covered service or to return from obtaining 
such a service

If the designated individual determines the service 
in question does not meet the criteria for medical 
necessity, the SNF should try to plan a less-expensive 
transportation option, which may include using the 
facility’s own van, requesting an ambulette or wheel-
chair van from the ambulance company, or working 
with the patient’s family to take the resident to the 
appointment, Gross-Balzano says. 

If the appropriate person determines that an 
ambulance trip meets both criteria for medical neces-
sity and therefore is reimbursable by Medicare, the next 
step is for the biller to determine whether the service is 
excluded or included in consolidated billing. 

Consolidated billing for ambulance trips for services 
in major category I

Ambulance trips associated with major categories 
I.A.–I.E. and I.G services (which are all excluded from 
consolidated billing) are also excluded from SNF 
consolidated billing. If a patient requires an ambulance 
trip in order to receive one of the services listed in any 
of the category I subcategories, the charges are sepa-
rately billable by the ambulance company, says Reimer. 

The excluded category I services are: 

A. CT scans

B. Cardiac catheterizations

C. MRIs

D. Radiation therapy

E. Angiography, lymphatic, venous, and related 
procedures

G. Emergency services

If SNFs order an ambulance trip that is not associ-
ated with these excluded categories, the SNF must pay 
the ambulance supplier for the service from the SNF 
daily rate, Reimer says. 

Consolidated billing rules for ambulance trips for ser-
vices in major category II

Ambulance transports related to major category 
II.A., Services excluded from consolidated billing for 
end-stage renal disease (ESRD), are also excluded from 
the consolidated bill. This includes ambulance trips for 
dialysis and related services, such as erythropoietin, 
Aranesp®, and other dialysis services for ESRD 
patients. 

Billers should exclude the dialysis or related ser-
vices when services are provided in a renal dialysis 
facility, including ambulance services listed under 
major category I. 

Major category II.B., Hospice care for a beneficia-
ry’s terminal illness, also has consolidated billing 
implications for ambulance trips. 
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“Many providers are not aware that once a patient 
elects a hospice benefit, ambulance transports after that 
effective date [are] the responsibility of the hospice 
provider,” Gross-Balzano says. 

Select bill types 81S and 82X on the UB04 to 
identify hospice services for terminal illness. These 
services are excluded from the SNF consolidated bill, 
and the licensed hospice provider should bill Medicare 
for any ambulance trips related to the terminal condi-
tion for patients in the midst of a Part A stay. 

Consolidated billing rules for ambulance trips for  
services in major category III

Ambulance services related to major category III 
are included in SNF consolidated billing. The SNF is 
financially responsible for transport to and from provid-
ers who deliver the medical services that fall in the 
following four category III subsets: 

• Certain chemotherapy drugs

• Chemotherapy administration

• Radioisotopes and their administration 

• Certain customized prosthetic devices

Consolidated billing for major category III can be 
confusing for providers because many of the services 
themselves are excluded from the consolidated bill, but 
billers should include the ambulance transport in the 
consolidated bill. 

To determine whether a service is excluded from 
the consolidated bill, search the SNF Part A MAC 
Update file for the HCPCS code. If the code appears in 
the file, then it is excluded from the bill. You can 
download the file, which is updated quarterly, from the 
CMS website (http://www.cms.gov/Medicare/Billing/
SNFConsolidatedBilling/index.html).

Medicare-covered ambulance services excluded 
from consolidated billing

There are several additional specific circumstances 
under which a beneficiary may receive Medicare-covered 
ambulance services that you should exclude from consoli-
dated billing:

• The ambulance trip is to the SNF for admission.

• The ambulance trip occurs after discharge from the 
SNF and conveys the beneficiary from the facility to 
the beneficiary’s home, where the individual will re-
ceive services from a Medicare-participating home 
health agency under a plan of care.

• The ambulance trip is to a hospital-based or non-hos-
pital-based end-stage renal dialysis facility (RDF) for 
the purpose of receiving dialysis and related services 
that are excluded from consolidated billing.

• The ambulance trip is from the SNF to a Medicare-
participating hospital or critical access hospital 
(CAH) for an inpatient admission.

• The ambulance trip occurs after discharge or other 
departure from the SNF and conveys the beneficia-
ry to any destination other than another SNF. This 
is excluded only if the beneficiary does not return to 
the originating SNF or another SNF by midnight of 
that same day, says Gross-Balzano. 

• The ambulance service conveys a beneficiary to a 
hospital or CAH and back to the SNF for the spe-
cific purpose of receiving emergency or other ex-
cluded outpatient hospital services.

In these cases, the ambulance company—not the 
SNF—should bill Medicare Part B separately for the 
service. The SNF should not pay the supplier from the 
SNF daily rate, Reimer explains. 

Ambulance trips must have the following in com-
mon with a qualifying category I or II.A. service to be 
considered a related (and therefore excluded) transport:

• Place of delivery

• Billing provider

• Line item date of service (LIDOS)

To avoid awarding duplicative payments for excluded 
ambulance trips, Medicare compares LIDOS entries on 
outpatient claims submitted by different providers when 
they relate to the same beneficiary and have overlapping 
time frames—a tactic that ensures that the insurance plan 
does not reimburse for services that were already included 

We’re seeking experts
Contact me at tswartz@hcpro.com  
or 781-639-1872, Ext. 3352 and let 
me know your areas of expertise and 
interests in publishing or training.

– Tami Swartz, Content Manager

http://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/index.html
http://www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/index.html
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in the SNF daily rate (i.e., were accounted for on a consoli-
dated bill) if they appear again on a separate claim.

Medicare-covered ambulance services included in 
consolidated billing

As detailed previously, if an ambulance is needed 
to facilitate the provision of a category III service, the 
trip should be accounted for in the SNF’s consolidated 
bill. Ambulance trips for category III services are not 
excluded from consolidated billing, regardless of 
whether they meet the medical necessity criteria. 

In addition to ambulance transports that corre-
spond with category III services, the following trips are 
also included in SNF consolidated billing when ren-
dered to a beneficiary during a Part A SNF stay:

• A trip to facilitate a patient’s transfer from one SNF 
to another before midnight of the same day

• A trip to or from a diagnostic or therapeutic site 
other than a hospital or RDF (e.g., an independent 
diagnostic testing facility, cancer treatment center, 
radiation therapy center, wound care center, or phy-
sician office)

Because the SNF will account for the above-stated 
trips in its consolidated bill, it should reimburse the 
ambulance service provider from the SNF daily rate 
payment it receives from Medicare based on this claim.

Education and communication are critical to manag-
ing ambulance costs

While it is important for billers to understand the 
ins and outs of consolidated billing for ambulance 
services, it is helpful to educate physicians and others 
involved in requesting ambulance services on Medi-
care’s rules. Doing so can prevent costly mistakes 
related to ambulance transfers. 

For example, many providers may not know that 
Medicare only reimburses ambulance trips that are 
medically necessary. This excludes most non-emergency 
ambulance transportation, such as transfers for a 
follow-up appointment at a physician’s office. 

If the appropriate individuals are aware of the costs 
associated with medically unnecessary transfers, they 
can arrange less-expensive transport options or avoid 
transfer costs altogether by arranging for the patient’s 
family to drive the patient to a follow-up appointment, 
says Gross-Balzano. 

At admission, billers should flag patients who will 
be receiving ambulance services that the SNF will 
potentially have liability for, such as patients coming to 
the SNF after surgery. Proactively speak with the care 
team and the person who plans ambulance transports 
about these patients. Remind them of Medicare rules 
for coverage and when it is financially advantageous to 
use non-ambulance services, Reimer says. 

Keep a close eye on patients who are scheduled for 
a CT or MRI. 

“Try to get the patient’s physician to write the order 
to send them to a hospital-based imaging center. If they 
go to a freestanding center, it does not fall under the 
consolidated billing rules. Even though the CT or MRI 
are billable to Medicare Part B by the imaging center, 
the transport does not meet the requirements and 
would be the SNF’s responsibility,” Reimer says. 

Communication with ambulance vendors is also 
vital to controlling costs associated with these transfers. 
Work with ambulance vendors to secure the best 
contract possible, especially if you know your Medicare 
patient population requires many transport calls, 
Reimer says. 

Additionally, ensure the proper process is in place 
to notify ambulance suppliers that a patient is on a Part 
A stay. That way, the ambulance company will be more 
likely to bill Part B when appropriate rather than 
including the patient’s trips on the invoice to the SNF, 
Gross-Balzano says.  

Offset some charges for ambulance trips by charg-
ing the administrative processing fee that CMS allows 
SNFs to charge vendors. 

“Reduce the amount you owe vendors—not just 
ambulance companies—by charging a reasonable 
administrative fee. Billers’ work is not free, accounts 
payable staff work is not free, so CMS allows you to 
apply a charge for processing the invoice,” Gross-Balza-
no says. 

Review bill

Communication between departments is critical so 
that billers can verify the charges and confirm what 
should be included or excluded on the consolidated bill. 

“As a best practice, the facility administrator, 
director of nurses, or another designated person should 
review invoices from ambulance companies and match 
them to the facility’s logs. It’s a critical review because 
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you do not want to include charges on the consolidated 
bill that are not covered by Medicare. You want to bill 
them to the appropriate entity,” Gross-Balzano says. 

Ambulance companies may not always have a 
strong understanding of SNF consolidated billing, so 
Reimer recommends confirming the following: 

• The patient’s name

• The dates of service

• The payer on the dates of service—was it a Medi-
care Part A–covered stay?

• Where the ambulance went 

• What clinical services the patient received 

Also check the type of transportation the facility 
requested against what the ambulance company actu-
ally sent. 

“If the vendor provides a higher-level or more costly 
level of transportation, then the facility should not be 
charged for the more expensive transport,” Gross-Balz-
ano says.

Education and communication are critical to 
managing ambulance costs

Billers should proactively educate physicians and 
others involved in requesting ambulance services on 
Medicare’s coverage and consolidated billing rules for 
ambulance trips. Many providers may not know that 
Medicare only reimburses ambulance trips that are 
medically necessary. This excludes most non-emergency 
ambulance transportation, such as transfers for a follow-up 
appointment at a physician’s office. Explaining the rules 
and the costs associated when using an ambulance when 
not medically necessary can save the SNF big dollars.

If the appropriate individuals are aware of the costs 
associated with medically unnecessary transfers, they 
can arrange less-expensive transport options or avoid 
transfer costs altogether by working with patients and 
their families to drive patients to appointments, says 
Olga Gross-Balzano, CPA, PMP, manager with 
BerryDunn. 

In addition to education, billers should proactively 
communicate with clinical staff and other teams to 
facilitate compliant consolidated billing and manage 
the patient’s transport needs in the most financially 
effective manner possible without compromising care. 

Consider the following opportunities for opening 
the lines of communication: 

• Communication between departments is critical so that 
billers can verify the charges and confirm what should 
be included or excluded on the consolidated bill. 

• In October 2019, CMS issued an alert regarding an 
increase in Medicare Part B ambulance claims de-
nials for patients covered under Medicare Part A 
SNF stays. Consolidated billing edit logic errors 
cause the errors. Although the errors occur when 
the ambulance company submits its claims, there 
may be an impact on the SNF. “Ambulance ven-
dors may incorrectly bill SNFs for the emergency 
transports when Medicare Part B incorrectly denies 
the claim. Billers should be aware of this issue and 
consider it while reviewing ambulance invoices,” 
Gross-Balzano says. 

• Reviewing ambulance invoices is an industry best 
practice. It ensures that you do not pay vendors for 
charges they should bill to Medicare Part B, and it 
prevents you from including charges on the claim 
that Medicare does not cover. Billers should cross-
reference the trips listed on the invoices with the fa-
cility’s records to confirm the trips match. Reimer 
recommends confirming the following: 

• The patient’s name

• The dates of service

• The payer on the dates of service—was it a  
Medicare Part A–covered stay?

• Where the ambulance went 

• What clinical services the patient received 

• Also check the type of transportation the facility 
requested against what the ambulance company ac-
tually sent. “If the vendor provides a higher-level or 
more costly level of transportation, then the facility 
should not be charged for the more expensive trans-
port,” Gross-Balzano says. 

• At admission, billers should flag patients who will 
be receiving ambulance services that the SNF will 
potentially have liability for, such as patients com-
ing to the SNF after surgery. Proactively speak with 
the care team and the person who plans ambulance 
transports about these patients. Remind them of 
Medicare rules for coverage and when it is financial-
ly advantageous to use non-ambulance services, says 
Barbara Reimer, consultant with The Fox Group.  

• You should also keep a close eye on patients who 
are scheduled for a CT or MRI and work with the 
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care team. “Try to get the patient’s physician to 
write the order to send them to a hospital-based im-
aging center. If they go to a freestanding center, it 
does not fall under the consolidated billing rules. 
Even though the CT or MRI are billable to Medi-
care Part B by the imaging center, the transport 
does not meet the requirements and would be the 
SNF’s responsibility,” says Reimer.  

Communication with ambulance vendors is also 
vital to controlling costs. SNFs should revisit their 
contracts with ambulance vendors to secure the best 
rates possible, especially if the Medicare patient popu-
lation in your facility requires many nonemergency 
transport calls, Reimer says. 

Notifying ambulance companies that patients are on a 
Part A stay can also reduce issues related to consolidated 
billing or mistaken payments for trips that the SNF is not 
responsible for paying. The notification will help increase 
the likelihood that the ambulance company will bill 
Medicare Part B when appropriate rather than including 
the trips on the invoice to the SNF, Gross-Balzano says.  
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