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In long-term care credentialing,  
be rigorous yet realistic 
Increasingly, mergers and acquisitions are making strange bedfellows of 
acute, ambulatory, and postacute care facilities. As these newly aligned 
entities share practitioners and best practices, formalized credentialing is 
catching on across the care continuum. 

In many nontraditional environments, the rise of credentialing is outstripping 
the development of regulatory and accreditation standards, leaving organiza-
tions with scant guidance on how to foster consistency across their spectrum 
of services and align their vetting practices with setting-specific needs. 

The long-term care industry is a prime example of this incongruity. 
Because broad-based vetting standards for nursing homes are few and far 
between, practices can vary depending on a facility’s size, financial posi-
tion (e.g., for-profit, not-for-profit), affiliation (e.g., independent, hospital-
based, member of a health system), and scope of service delivery. “It’s kind 
of all over the place,” says Susan M. Levy, MD, CMD, a nursing home 
medical director in Delaware and the immediate-past president of 
AMDA—The Society for Post-Acute and Long-Term Care Medicine. 

For example, rural facilities, which often have one or fewer physicians on 
staff, rarely credential in any formal capacity, says Diane R. Hislop, RN, 
senior partner at H2 Healthcare, LLC, a postacute care advisory firm in 
Wichita, Kansas. Nursing homes with a full-fledged credentialing process 
are typically affiliated with a hospital or health system, have a network 
arrangement that requires vetting, or are accredited, Hislop explains. 

Those in the final category, however, are in the vast minority. Nursing 
homes are regulated, assessed for compliance, and certified by CMS and/
or their respective state survey agencies. The only accreditation options for 
these organizations are The Joint Commission’s nursing care center (NCC) 
program and CARF’s person-centered long-term care community designa-
tion, one of the agency’s eight accreditation options for aging services 
providers. Of the nearly 16,000 nursing facilities nationwide, only about 
1,000 are accredited by The Joint Commission, and roughly 350 are 
accredited by CARF. 
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Cost is a major factor in this low rate, says Stefanie Cor-
bett, DHA, postacute care regulatory specialist at HCPro 
in Middleton, Massachusetts. Depending on the designa-
tion sought and the organization’s daily census, accredita-
tion can cost thousands of dollars annually. “Some facili-
ties obviously don’t have the margins,” says Corbett. 

Beyond diverse operational circumstances and a 
dearth of regulatory standards, another culprit behind 
variance in nursing home vetting practices is the 
reluctance to impose onerous onboarding require-
ments in a sector that struggles to attract physicians. 

“The fear is that this group will dwindle even more if 
additional burdens are placed on them,” says Hislop.

Given this challenge, the experts interviewed for this 
article recommend instituting a meaningful long-term 
care credentialing process that exceeds federal require-
ments without overburdening applicants. 

“Long-term care is markedly different than hospitals, 
so the approach needs to fit the practice setting,” says 
Hislop. “One size does not fit all.”

For this reason, nursing home accreditation standards, 
which contain the most prescriptive guidance on creden-
tialing in the sector, can be a helpful reference for any 
long-term care organization interested in developing a 
vetting process that accounts for setting-specific needs, 
elevates care quality, and reduces organizational risk—
all without scaring away applicants. This article focuses 
primarily on the NCC vetting standards levied by The 
Joint Commission, which is the largest accreditor in the 
sector and in the healthcare industry at large; however, it 
also highlights salient CARF requirements. 

Big-picture implications

Although credentialing practices vary throughout the 
nursing home sector, they are consistently less rigorous 
than their hospital counterparts. This difference is 
partially due to the long-term care industry’s lower-acuity 
patients, smaller staffs, and historic recruiting challenges. 
Based on these circumstances, Hislop doesn’t expect 
regulators or accreditors to step up their formal creden-
tialing requirements anytime soon. In fact, The Joint 
Commission recently moved in the opposite direction. 

“They softened their stance on credentialing for long-
term care,” says Hislop. “With an acute shortage of docs 
willing to even practice in a long-term care setting, the 
thought was and is, ‘Let’s not make this harder.’ ”  

Despite this walk-back, The Joint Commission still 
considers credentialing a dedicated survey focus—one 
that some accredited nursing homes might not be 
giving enough priority. In its 2017 Accreditation Survey 
Activity Guide for Health Care Organizations, the 
agency states that surveyors spend roughly an hour 
evaluating nursing homes’ approaches to credentialing 
and assessing the competence of licensed independent 
practitioners (LIP). In 2015, HR.02.01.04 was the 
most-cited standard for Joint Commission–accredited 
nursing homes, with 36% of surveyed facilities falling 
short of the agency’s LIP credentialing requirements.

Regardless of accreditation status, large-scale regula-
tory reform in long-term care illustrates the growing 
need for mechanisms that support a high-performing, 
compliance-minded medical staff, says Corbett. In 
November 2016, CMS implemented the most sweeping 
overhaul to the SNF Conditions of Participation (CoP) 

Figure 1:  
Sample physician credentialing items

• Application
• Licensure 
• References
• Current CV
• Copy of photo ID (e.g., driver’s license)
• State medical licenses, state registration, and any 

out-of-state licenses
• DEA certificate
• Board certificate
• Relevant training and/or experience
• Life support certificate (BCLS and ACLS)
• Medical school diploma
• Internship/residency/fellowship certificate
• Proof of sufficient amount of malpractice insurance
• Physical assessment
• Disclosure of past difficulties
• Professional liability and legal actions

• OIG and GSA exclusions

Source: Stefanie Corbett, DHA. Published with permission. 
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in nearly three decades. One of the key additions is the 
requirement to implement a compliance program 
through which nursing homes ensure that affiliated 
practitioners are not excluded from participating in the 
Medicare program and that they understand the 
federal regulations guiding their practice, especially 
those related to fraud, abuse, and waste. Given this 
increasing emphasis on individual and system account-
ability, Corbett recommends educating clinical and 
administrative staff on the importance of practices that 
underlie ongoing compliance, such as credentialing. 

Common credentialing steps and circumstances

In long-term care, as in acute care, industry best 
practices (and, where applicable, accreditation stan-
dards) dictate that a credentialing process occur for all 
practitioners who deliver a medical level of care, 
including the following:

• LIPs—According to The Joint Commission, an 
LIP is any individual permitted to provide 
healthcare services, without direction or supervi-
sion, within the scope of a state-issued license 
and within facility-granted practice authority 

• Advanced practice professionals (APP) who oper-
ate under a collaborative or supervisory agreement 

In the long-term care setting, practitioners who provide 
a medical level of care (either as LIPs or as APPs who 
require oversight) include physicians, physician assis-
tants, nurse practitioners, and clinical nurse specialists. 

When it comes to the contents and flow of long-term 
care credentialing, a basic process might include the 
following steps: 

• The practitioner completes a simple application.

• The facility verifies the applicant’s current licen-
sure, provider status/number, Drug Enforcement 
Administration registration (when applicable), 
and medical malpractice insurance. Staff also 
search for any Medicare/Medicaid sanctions 
against the practitioner.

• The facility conducts a National Practitioner Da-
ta Bank (NPDB) query to ensure there aren’t any 
disciplinary actions against the licensure.

A more comprehensive process might require an initial 
applicant to prove current competence by providing a 
peer reference or verifiable evidence of active affilia-
tion with a local hospital or health insurer, both of 
which typically deploy a much more rigorous and 
extensive vetting process, says Levy. Other steps that 
exceed minimum standards include obtaining a 
physician profile report from the AMA or the Ameri-
can Osteopathic Association, conducting a criminal 
background check, and confirming board certification 
status, says Carol Cairns, CPMSM, CPCS, advisory 
consultant with The Greeley Company and president 
of PRO-CON, an Illinois-based medical staff services 
consulting group. For APP and young physician 
applicants, SNFs might also verify the highest level of 
education or training, Cairns adds.

Nursing facilities generally outline such requirements 
in corporate or board-level bylaws, policies and proce-
dures, rules and regulations, or attending agreements 
with LIPs who practice on-site. 

In terms of execution, many larger facilities outsource 
selected credentialing activities to a credentials verifi-
cation organization (CVO), says Hislop. For those who 
perform the vetting in-house, nursing home adminis-
trators and medical directors often play leading roles. 
Depending on the organization’s operational circum-
stances and profit margin, additional staff who partici-
pate in the on-site credentialing process may include 
HR personnel, risk managers, health information 
management staff, legal counsel, admissions and 
marketing personnel, and executive assistants. Health 
systems with their own CVOs may even have a dedi-
cated medical staff professional or two to facilitate the 
process for the organization’s long-term care locations. 

“Who actually does it varies, but the best practice is 
that usually it should be done in concert with the 
medical director,” says Levy.

Practitioners whose nursing home services don’t 
constitute a medical level of care, such as licensed 
therapists, RNs, licensed practical nurses, and direct 
care staff, are usually vetted through the traditional 
HR employment process, which may include a stan-
dard background check and verification of current 
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licensure or registration upon hire and annually 
thereafter (as required by the state), says Corbett. 

Key regulatory and accreditation requirements

Specific credentialing steps and mechanisms vary 
according to relevant federal, state, accreditation, and 
contract-level requirements, as well as a facility’s specific 
preferences.   

In its SNF CoPs, CMS identifies the following primary 
qualifications for nursing home practitioners:

• Must be licensed to practice (§483.10(d)(1))

• Must not have a disciplinary action in effect against 
his or her professional license by a state licensure 
body as a result of a finding of abuse, neglect, ex-
ploitation, mistreatment of residents, or misappro-
priation of resident property (§483.12(a)(3)(iii))

Additionally, in its Guidance to Surveyors for Long 
Term Care Facilities, CMS broadly outlines the respon-
sibilities of the SNF medical director, which include 
establishing “a process to review basic physician and 
health care practitioner credentials (e.g., licensure and 
pertinent background)” (§483.70(h)).

To satisfy these requirements, nursing facilities typi-
cally verify licensure with the state medical board and 
conduct an NPDB query. 

Compared to CMS, The Joint Commission imposes much 
more extensive requirements for long-term care organiza-
tions. The agency offers NCC accreditation for beds, units, 
or facilities designated as nursing homes (by the relevant 
state), SNFs (by CMS), or long-term care environments 
(by a government entity, like the Department of Veterans 
Affairs, or a state authority). To earn and maintain 
accreditation, a long-term care organization must undergo 
an on-site survey approximately every three years.

The Joint Commission also offers certifications in 
memory care and postacute care for nursing facilities 
that wish to “further recognize their care competen-
cies” after achieving NCC accreditation. Organizations 
pursuing either certification are evaluated for compli-
ance with the additional requirements during their 
regular accreditation survey.  

Striking the right balance
For organizations seeking to create a long-term care cre-
dentialing process that maximizes organizational value and 
minimizes applicant burden, experts offer the following tips: 

• Look for short turnaround times and small fees. For 
example, query the National Practitioner Data Bank 
to determine the status of disciplinary actions. Al-
so consider obtaining physician profile reports from 
the AMA or the American Osteopathic Associa-
tion to verify education, training, licensure, Drug 
Enforcement Administration certification, and the 
presence of any sanctions, says Cairns.

• Accept active hospital affiliation as evidence of 
competence. One trend that might complicate this 
practice is the decline in community physicians 
seeking hospital privileges. In the past, “you could 
breathe a sigh of relief if somebody had a pretty 
clean record at an area hospital,” says Levy. Today, 
however, community practitioners increasingly rely 
on hospitalists to provide inpatient care. In light of 
this growing reality, consider accepting evidence of 
health plan participation in lieu of hospital privileg-
es, Levy suggests. 

• Scale back time-intensive steps. Fulfilling affiliation 
queries and tracking down professional references 
are by far the most sluggish steps in the standard 
credentialing process, says Cairns. Long-term care 
credentialers who have been digging more than a 
decade into an applicant’s history should instead 
try limiting queries to affiliations from the past five 
years, Cairns recommends. Similarly, consider re-
ducing the number of required references (e.g., 
from three to two) or allowing applicants to instead 
provide evidence of their active membership on 
a hospital medical staff. If time is of the essence, 
reach out to past affiliates and follow up with unre-
sponsive references by phone rather than email or 
snail mail.

• Convert skeptics. Before taking on a clinical lead-
ership role, Levy had her doubts about the mer-
its of credentialing. Today, she leverages this initial 
apprehension to sell reluctant applicants on the 
process and advises other nursing home medical 
directors to do the same. Attest to the importance 
of credentialing, sympathize with any frustration 
expressed, and provide ongoing support, she 
recommends, pointing to phone calls and meet-
and-greets as good ways to break down barriers.
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CMS updates Appendix Q,  
Guidance on Immediate Jeopardy
In early March, the Centers for Medicare and Medic-
aid Services (CMS) updated Appendix Q, Guidance 
on Immediate Jeopardy (IJ). This is the first time in 
almost 20 years that CMS has made changes to this 
appendix. The changes went into effect March 6, 2019, 
shortly after they were announced. 

“This update helps CMS establish alignment across all 
of the different supplier provider types, including 
skilled nursing facilities,” explains Stefanie Corbett, 
DHA, postacute regulatory specialist for HCPro.

“This new core Appendix Q includes an IJ template to 
be used by surveyors to document and support a deter-
mination of an IJ-level deficient practice. The template 
also outlines the steps surveyors must take to communi-
cate the determination to a provider,” she continues. 

The update will assist surveyors in following standardized 
protocol while making sure facilities are aware and 
knowledgeable about how surveyors make these types of 
decisions, she says. The template can be found here, and a 
link to surveyor training is included at the end of this 
article. Reviewing the training can give providers some 
insight into surveyor processes to investigate concerns 
and determine when an IJ would be appropriate.

What does this mean for SNFs? It’s business as usual, 
according to Corbett. SNF operations will remain the 
same; the regulations are evolving to achieve alignment 
across providers.

“It’s not changing what we do day to day; we still have to 
make quality care a priority in SNFs, which is evidenced 
by positive resident outcomes and better survey results,” 
Corbett says. “It’s just changing how surveyors approach 
when to give deficiencies at this level.”

Immediate jeopardy defined

IJ is the most serious deficiency type that a facility can 
receive because it indicates that a wide scope of residents 
have the potential to be negatively affected by the finding.

According to CMS, the updated definition for IJ used in 
the survey process for SNFs and nursing facilities states 
that, “Immediate Jeopardy means a situation in which 
the provider’s noncompliance with one or more require-
ments of participation has caused or is likely to cause 
serious injury, harm, impairment, or death to a resident.”

Off-premises elopement is an example of an observed 
care concern that would trigger investigation into a 
possible IJ finding. Facilities with residents who have 
dementia or Alzheimer’s must be careful to ensure that 
those at risk for elopement are not able to leave the 
facility unsupervised, says Corbett.

Many facilities have high surveillance processes or a 
WanderGuard® system to prevent residents from 
eloping. If these safeguards fail and a resident leaves 
the facility unknowingly, serious adverse outcomes 
could occur, says Corbett—the resident could wander 
into traffic or be exposed to the weather, for example. 
A failure of the facility’s safety processes or systems, 
no matter how temporary, has the potential to affect 
many residents, which is cause for IJ. 

Determining noncompliance

If an LTC facility has been cited for noncompliance, 
but not yet cited for IJ, LTC surveyors will attempt to 
determine whether serious harm will occur or is likely 
to occur if the noncompliance continues. The LTC 
surveyor can issue an IJ citation even without evidence 
of ongoing noncompliance. 

CMS says that past noncompliance at the IJ level refers 
to situations where the facility has taken enough 
corrective actions prior to a new survey to both remove 
IJ and fully correct the noncompliance before the new 
survey gets underway. 

Serious harm does NOT have to occur before a sur-
veyor considers designating IJ. The surveyor should 
consider both the possibility and actual occurrence of 
serious harm when reviewing the triggers. 
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Examples of noncompliance that frequently trigger IJ concerns
Abuse: Resident outcome/experience

• Non-consensual sexual contact (e.g., unwanted intimate 
touching, sexual assault or battery)

• Unexplained head and/or bodily trauma, facial injuries,  
or fractures

• Bruises around the breast or genital area, or unexplained 
bruising

• Fear of a person or place, of being left alone, of being in 
the dark; disturbed sleep; nightmares

• Extreme changes in behavior, including aggressive or dis-
ruptive behavior

• Withdrawal, isolating self, feelings of guilt and shame, de-
pression, crying, talk of suicide or attempts, running away

Abuse: Staff/facility action

• Staff threatening, intimidating, humiliating, or demeaning a 
resident

• Staff-to-resident physical abuse

• Taking, sharing, or posting sexually explicit photographs  
of residents

• Rape, sodomy, or sexual assault of a resident

• Failure to investigate allegations of abuse or neglect,  
or to implement policies to prevent abuse

• Confinement in room or other area by blockade,  
device, or threat

Quality of care/quality of life: Resident outcome/experience

• Unexpected death due to facility noncompliance.

• Withdrawal, isolating self, feelings of guilt and shame, de-
pression, crying, talk of suicide or attempts, running away.

• Brain damage that is avoidable and not solely due to nor-
mal progression of a disease or aging process.

• Significant decline in physical, mental, or psychosocial 
functioning, that is avoidable and not solely due to the nor-
mal progression of a disease or aging process. Examples 
may include, but are not limited to:

 – Observations of residents:

 – Crying out for help or in pain

 – Appearing gaunt or emaciated without a clinical 
rationale

 – Appearing somnolent or lethargic without a  
clinical rationale

• Serious injury resulting from inadequate supervision, or from 
failure to implement care plan or follow physician orders

• Loss of limb

• Disfigurement

• Avoidable excruciating pain

• Sudden and/or unexpected onset of an acute significant 
decline given the resident’s current clinical status

• Sudden onset of unexpected somnolence or lethargy

• Avoidable stage III/IV pressure ulcer development

• Off-premises elopement

• Resident(s) found in unsafe location on premises

• Choking

• Repeated falls with one or more serious injuries

• Sudden, unexpected onset of delirium, or other change in 
mental status

• Acute respiratory distress

Quality of care/quality of life: Staff/facility action

• Inappropriate use of mechanical lifts

• Life-threatening medication error or life-saving medications 
not provided

• Failure to honor one or more residents’ advance directives

• Failure to identify a significant change in condition in one or 
more residents

• Pattern of unanswered call bells, or unanswered call bell 
resulting in serious harm to one or more residents

• Staffing numbers insufficient to provide basic care and  
services, or to meet residents’ basic needs

• Discharge to a destination that is unsafe or does not meet 
the resident’s immediate health and/or safety needs

• Staff untrained or without sufficient competencies to meet 
the health and/or safety needs of one or more residents

Infection control: Resident outcome/experience

• Uncontrolled spread of a communicable disease or  
infection. Examples may include, but are not limited to no 
evidence of:

 – Surveillance activities

 – Immunization program for communicable diseases 
such as influenza or pneumonia

• Needlestick exposure to infectious disease

Infection control: Staff/facility action

• Using the same needles, syringes, and/or fingerstick  
devices for more than one resident

Environmental/structural: Resident outcome/experience

• Chemical burn

• 3rd degree burn

• Unintended exposure to unsafe chemicals, poisons, or ra-
diological agents

• Exposure to excessive heat or cold

• Bed or side-rail entrapment

• Electrical shock

Environmental/structural: Staff/facility action

• Vendors and/or employees not being paid.

• Lack of or inadequate emergency preparation. Examples 
may include, but are not limited to:

 – Lack of potable water supply or sufficient food

 – Allowing temperatures to significantly raise or drop 
outside of 71–81 degrees 
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The facility has received an IJ citation, now what?

When a facility has received an IJ citation, the sur-
veyor needs to ensure that the core components of the 
IJ and the actions taken by the facility to remove the 
citation are well documented. The document, Form 
CMS-2567, must contain the following information:

• The date the IJ began, if known

• The date the facility was notified

• The specific requirement violated

• Identification of residents that were either affect-
ed or at risk of serious injury

• Date when the IJ was removed (confirmed by the 
on-site surveyor)

• A statement of the seriousness of the remaining 
noncompliance, if there is any

Once the survey team has determined there is an IJ, it 
must immediately inform the facility of its findings. 
The IJ template (found in Section XII of Appendix Q) 
clearly identifies the noncompliance, the actual or 
possible serious adverse outcome to the resident, and 
why the facility must take corrective action.

In order to have the IJ designation removed, the survey 
team must approve the facility’s removal plan. How-

ever, approval of the written plan does not mean the IJ 
is removed. The designation will only be removed if 
the facility has implemented the removal plan and the 
survey team has verified the plan is in effect. 

The facility’s removal plan must include the following 
information:

• Identification of those residents who were affect-
ed and/or at risk of suffering a serious adverse 
outcome

• The specific action the facility will take to change 
its processes or systems to prevent the adverse 
outcome going forward• The date when the ac-
tion will be finalized

If the removal plan is not implemented before the exit 
conference of the original survey, the IJ will remain in 
place until surveyors can verify that all elements of the 
removal plan have been implemented.

Online basic training for Appendix Q is available on 
the CMS Survey and Certification Group’s Integrated 
Surveyor Training Website at the following link: 
https://surveyortraining.cms.hhs.gov. This is open to 
the public, not just surveyors, so providers are encour-
aged to review the training materials.  

The following Q&A was taken from HCPro’s compli-
mentary webinar, “Shifting Gears Under PDPM: 
Changes and Considerations for Therapy.” 

Q : From a payer standpoint, when do we 
expect to see a pricer/grouper?

A : The FY 2019 PDPM unadjusted federal per diem 
base rates for each of the PDPM rate components can 
be found in Tables 12 and 13 in the FY 2019 SNF PPS 
final rule. You may access it at the following link to the 
Federal Register: www.federalregister.gov/docu-

ments/2018/08/08/2018-16570/

medicare-program-prospective-payment-system-and-

consolidated-billing-for-skilled-nursing-facilities

The wage index adjustments should be applied to the per 
diem rates after all case-mix and variable per diem adjust-
ments. The tables for the wage index adjustments can be 
found in Tables A and B in the FY 2019 SNF PPS final rule 
correction. You may access those tables at the following link 
to the Federal Register: www.federalregister.gov/documents/ 
2018/10/03/2018-21499/medicare-program-prospective-payment- 
system-and-consolidated-billing-for-skilled-nursing-facilities

Note: These rates will continue to be updated annually 
and posted on the Federal Register.

Q : If a swallowing problem is resolved with a 
change in diet consistency, would we mark 

swallow difficulty even if not specifically noted 
during seven days?

Your PDPM questions, answered
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A : In v1.17.1 of the MDS, the five-day assessment re-
quires you to indicate whether the resident has signs/
symptoms of a possible swallowing disorder and 
whether the resident has received a mechanically al-
tered diet. You would indicate the signs and symptoms 
of a possible swallowing disorder in item set K0100 
Swallowing Disorder, and you would indicate whether 
the resident has been on a mechanically altered diet 
within the seven-day lookback period in item set K0510 
Nutritional Approaches. 

Q : Do the changes apply to a CAH?

A : These changes apply to all facilities subject to PPS 
assessments and reimbursement.

Q : Do you have any recommendations for a 
“coding competency” for therapists?

A : I recommend that therapists become familiar with 
the ICD-10 mapping tool that was published by CMS 
to determine the appropriate ICD-10 codes to deter-
mine the clinical categories for residents, the SLP-re-
lated comorbidities that will impact reimbursement 
under the SLP per diem rate, and the additional co-
morbidities that will impact reimbursement under the 
NTA rate component.

The tool can be found at the following link:

w ww.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/SNFPPS/PDPM.html 

Q : Can you explain MDS for those of us 
who are coders but new to SNF coding?

A : The Minimum Data Set (MDS) is a standardized 
assessment for nursing facility residents used as a data 
collection tool for the purposes of classification and re-
imbursement for nursing home residents. It is the basis 
for SNF PPS reimbursement and contains items that 
reflect the acuity level of the resident, including diag-
noses, treatments, and an evaluation of the resident’s 
functional status. 

For more information on the MDS, you may access the 

IOM 100-07 State Operations Manual Appendix R 
and the Long-Term Care Facility Resident Assessment 
Instrument (RAI) User’s Manual:

w ww.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/NursingHomeQualityInits/
MDS30RAIManual.html

Q : Does HCPro offer webinars on SNF 
coding?

A: HCPro offers the “ICD-10 Coding and Documenta-
tion for Long-Term Care” on-demand webinar, which 
can be accessed at the following link: http://hcmarket-
place.com/icd-10-coding-and-documentation-for-long- 
term-care.

Additional tools are being developed and may be 
found in the HCPro store at http://hcmarketplace.com/
subject/long-term-care as well as the HCPro long-term 
care resources page at www.interactive.hcpro.com/
LTCsolutions.

Q : What would you do if there was a dis-
crepancy in the BIMS assessment be-

tween the speech therapist and the social 
worker?

A : The BIMS assessment should be completed by one 
person (i.e., the social worker). If the assessment dif-
fers with an assessment completed by a therapist, then 
I would recommend that the facility analyze the dis-
crepancy using their Quality Assurance and Perfor-
mance Improvement process.

Q : Is it critical to have therapy evaluations 
completed on the day of the resident’s 

admission?

A : The ARD for the five-day assessment must be set 
between days 1–8. While it is not required for evalua-
tions to be completed on the day of admission, the ear-
lier that the interdisciplinary team completes all 
assessments, the more time they have to collaborate 
and determine feasible goals for the resident before the 
five-day assessment is completed. It is, therefore, criti-
cal that therapy evaluations are completed as soon as 

http://hcpro.com
http://copyright.com
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/PDPM.html.
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/PDPM.html.
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30RAIManual.html
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30RAIManual.html
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30RAIManual.html
http://hcmarketplace.com/subject/long-term-care
http://hcmarketplace.com/subject/long-term-care
http://www.interactive.hcpro.com/LTCsolutions
http://www.interactive.hcpro.com/LTCsolutions


HCPRO.COM

PROPELLong-Term Care Journal | 9July 2019 

© 2018 HCPro, a Simplify Compliance brand.  
For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at copyright.com or 978-750-8400.

possible after the resident admits to the SNF for a 
Medicare Part A stay.

Q : Is there a required amount of minutes 
the patient needs to be treated by thera-

py under PDPM?

A: No, under PDPM, SNF PPS reimbursement is based 
on resident characteristics and not therapy utilization 
(minutes). 

Q : Are bed holds considered in the length 
of stay? 

A: Bed holds and resident leave of absences will contin-
ue to be counted as non-utilization days under PDPM, 
meaning that Medicare will not cover those days. The 
Medicare Part A length of stay is based on the number 
of utilization or Medicare Part A–covered days.

Q : How should the facility count days when 
a patient is outside of the facility for a 

leave of absence, a bed hold, or discharged 
and readmitted?

A: The new interrupted stay policy is effective concur-
rent with implementation of the PDPM. CMS defines an 
“interrupted” SNF stay as one in which a patient is dis-
charged from SNF care and subsequently readmitted to 
the same SNF (not a different SNF) within three days or 
less after the discharge (the “interruption window”). 

Consistent with the interrupted stay policies used in 
the inpatient rehabilitation facility and inpatient 
hospital settings, the interruption window is a three-
day period, starting with the calendar day of discharge 
and including the two immediately following calendar 
days, ending at midnight. In other words, the resident 
must return to the same SNF by 12:00 am at the end of 
the third calendar day.   

If both conditions are met, the subsequent stay is 
considered a continuation of the previous “interrupted” 
stay for the purposes of both the variable per diem 
schedule and the assessment schedule. The variable per 
diem schedule continues from the day of the previous 

discharge. For example, if the patient was discharged on 
day 17, payment rates resume at day 17 upon readmis-
sion. The assessment schedule also continues from the 
day of the previous discharge. Thus, no new five-day 
assessment is required upon the subsequent readmis-
sion, although the optional interim payment assessment 
(IPA) may be completed at the provider’s discretion. 

If the patient is readmitted to the same SNF more than 
three consecutive calendar days after discharge, OR in 
any instance when the patient is admitted to a different 
SNF (regardless of the length of time between stays), 
then the interrupted stay policy does not apply and the 
subsequent stay is considered a new stay. In such cases, 
the variable per diem schedule resets to day 1 payment 
rates, and the assessment schedule also resets to day 1, 
necessitating a new five-day assessment.

Additional information on the interrupted stay policy 
can be accessed at the following link: www.cms.gov/
Medicare/Medicare-Fee-for-Service-Payment/SNF-
PPS/PDPM.html

Q : Originally in the proposed rule, there 
was language that said the ARD for the 

IPA would be 14 days from the onset of the 
condition. Is that still the case?

A : The language in the proposed rule for the IPA has 
been updated. The IPA is optional and will be com-
pleted when providers determine the patient has un-
dergone a clinical change that would require a new 
PPS assessment. The ARD is the date that the facility 
chooses to complete the IPA, and it is relative to the 
triggering event for the clinical change.

Additional information on the IPA can be accessed at 
the following link: www.cms.gov/Medicare/Medicare-
Fee-for-Service-Payment/SNFPPS/PDPM.html

Q : Please confirm PDPM only applies to the 
facility Part A billing—this does not apply 

to physician Part B billing, correct?

A: Yes, PDPM is a new payment model for SNF PPS. This 
only applies to Medicare Part A and not Medicare Part B.
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Q : When do you anticipate the final rule be-
ing available?

A : The FY 2019 SNF PPS final rule included informa-
tion for PDPM. It can be accessed on the Federal Reg-
ister at the following link: www.federalregister.gov/
documents/2018/08/08/2018-16570/medicare-program- 
prospective-payment-system-and-consolidated-billing-
for-skilled-nursing-facilities

The proposed FY 2020 SNF PPS final rule may be 
accessed on the Federal Register at the following link: 
www.federalregister.gov/documents/2019/04/25/2019- 
08108/medicare-program-prospective-payment-system- 
and-consolidated-billing-for-skilled-nursing-facilities

The finalized FY 2020 SNF PPS final rule will be 
published on the Federal Register in early August and 
effective on October 1, 2020.

Q : What happens if the patient expires? Is 
the discharge assessment still filled out? 

A : Yes, SNFs are required to complete the PPS dis-
charge assessment (and OBRA assessment) for a resi-
dent’s expiration.

Q : Since the EOT assessment will no lon-
ger be applicable starting October 1, has 

CMS given any guidance on what a facility 
should do if a resident on skilled services 
misses a day of therapy or three days in a row 
in combination with a weekend?

A: Under PDPM, there are no required days of treat-
ment per week (thus no EOT will be required); however, 
there is still a daily skilled care requirement for SNF 
Part A patients, as discussed in Chapter 8 of the Medi-
care Benefit Policy Manual, specifically section 30.6.

Q : One of the slides mentioned restorative 
nursing. Where does this fit in for 

reimbursement?

A : Facilities will indicate in the MDS (O0500) the 
number of days that the resident received restorative 
nursing for at least 15 minutes/day during the seven-

day lookback period. This input is used to assign the fi-
nal PDPM classification and reimbursement for the 
PDPM per diem nursing rate component.

Q : During the PDPM transition period, will 
we include PT/OT/SLP minutes provided 

prior to October 1, 2019 in the discharge 
assessment?

A : Yes, all therapy minutes provided during the Medi-
care Part A stay should be reported in the discharge 
assessments completed after October 1, 2019.

Q : Are Medicare Advantage plans required to 
change to payment methodology as well?

A : The Medicare Advantage plans will decide wheth-
er they will incorporate any aspects of PDPM into 
their payment system. Any questions regarding the im-
pact of PDPM on Medicare Advantage plans should be 
directed to Medicare Advantage plan sponsors.

Q : Are combinations of OBRA five-day or 
IPA combos allowed?

A: The IPA cannot be combined with any other assess-
ments; the five-day assessment can be combined with 
an OBRA assessment; and no PPS assessments can  
be combined.

Q : If a patient discharges from the SNF to 
the hospital and is gone for more than 24 

hours, does this require a new therapy evalua-
tion under PDPM?

A: A new five-day PPS assessment is not required after 
the interruption in the case of an interrupted stay that 
meets the criteria defined by the interrupted stay policy 
(see earlier question). Such a stay is considered a continu-
ation of the previous stay. In this case, providers are not 
required to complete an evaluation for the purposes of 
PPS payment upon the patient’s readmission after an in-
terruption in a stay.  

If patient care needs have changed significantly, 
clinicians may complete an IPA at their discretion.  
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A new five-day assessment is required if the interrup-
tion lasts longer than three days or if the beneficiary is 
readmitted to a different SNF (e.g., if the two stays do 
not meet the criteria of an interrupted stay).

Q : Has the definition of “skilled therapy” 
changed under the new model?

A : No, the definitions and skilled coverage criteria 
have not changed with PDPM.

Q : How do we decide RUG levels or min-
utes for patients? Is there a guideline?

A : Under PDPM, SNF PPS reimbursement is based 
on resident characteristics and not therapy utilization 
(minutes). RUGs will be discontinued with the effec-
tive date of PDPM on October 1, 2019. CMS does not 
publish guidelines for therapy minutes. Rather, the ex-
pectation is that therapists will use sound clinical judg-
ment to assess residents’ characteristics and needs.

Q : Is there any change in reimbursement 
based on evaluation vs. discharge 

scores?

A : No; however, facilities will continue to be subject to 
quality concern investigations during surveys and 
claim audits that may be triggered by poor outcomes.

Q : Are only the BIMS and CFS used to iden-
tify cognitive impairment? SLPs are ex-

perts in cognition and can often administer a 
more sensitive measure—can we use SLP cog-
nitive assessments (i.e., RIPA-G, MOCA, etc.) to 
code cognitive impairment on the MDS?

A : No, only the BIMS and CFS are used to report 
cognitive impairment on the MDS. More information 
on why CMS has chosen this methodology can be 
found in the FY 2019 SNF PPS final rule. You may ac-

cess it at the following link to the Federal Register: 
www.federalregister.gov/documents/2018/08/08/2018- 
16570/medicare-program-prospective-payment-system- 
and-consolidated-billing-for-skilled-nursing-facilities

Q : Am I understanding correctly that the 
IPA is optional? If so, why would staff 

complete it? Is it to guide the care plan to meet 
the new needs of the resident?

A: Yes, the IPA is optional. It would behoove facilities to 
opt to complete the IPA if a resident’s characteristics have 
changed significantly since the completion of the five-day 
assessment, resulting in a different clinical category and 
an opportunity for different (greater) reimbursement. 

Q : Can you review the new skillable diag-
noses that will be required with PDPM?

A: Residents are not eligible for Medicare Part A cover-
age based on diagnoses. You may access more informa-
tion about skilled coverage determination requirements 
in Chapter 8 of the Medicare Benefit Policy Manual.

Once Medicare A eligibility and skilled coverage has 
been determined, facilities may use the CMS mapping 
tool to determine how thousands of ICD-10 codes are 
mapped to clinical reimbursement categories. The tool 
may be accessed at the following link: www.cms.gov/
Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/
PDPM.html

Q : What is the payment impact of PDPM? 
Will there be a reduction in pay for most 

facilities?

A: CMS has published a provider-specific impact analy-
sis file, which details the estimated impact of PDPM on 
Medicare Part A payments to each SNF in the country 
using provider and resident data for FY 2017. You may 
access the following link to determine the impact of 
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PDPM for your facility at the following link using your 
facility’s CCN: www.cms.gov/Medicare/Medicare-Fee-
for-Service-Payment/SNFPPS/therapyresearch.html

Q : Would “finding additional comorbidities” 
that should have been coded on admis-

sion, and would positively impact reimburse-
ment, be a justifiable reason to do an IPA?

A : No, the IPA is not to be used for corrections. It 
should be used when the resident’s characteristics have 
changed since the five-day assessment was completed.

Q : What happens if a resident discharges  
before the ARD for the five-day 

assessment?

A : Facilities may continue to use the short-stay assess-
ment for residents who expire or discharge from the 
SNF prior to day 8 of the Medicare A stay.

Q : Do you recommend using coding  
professionals to code for PDPM, or using 

therapists and training them to code?

A : Both therapists and MDS personnel should famil-
iarize themselves with coding and reimbursement 
methodologies. Assigning codes should be a collabora-
tive effort.

Q : Is it still true that surgical codes greater 
than 60 days old should not be used?

A : Major surgical procedures must have occurred dur-
ing the inpatient hospital stay that immediately preced-
ed the SNF admission, i.e., the qualifying hospital stay, 
in order to be captured in the MDS (Items J2100–
J5000: Patient Surgical History).

T o be eligible for Medicare Part A coverage, a resi-
dent must have had a qualifying hospital stay within 30 
days prior to their SNF Medicare Part A admission.

Q : Is the case-mix index (CMI) for OT, PT, 
and SLP all different?

A : Yes, each PDPM per diem rate component has dif-
ferent base rates and CMI adjustments.

Q : Has the group therapy definition 
changed to include 2–6 patients per 

group, instead of 2–4?

A: Currently under the SNF PPS, group therapy is de-
fined as being one therapist working with four patients 
doing the same or similar activities. To better align the 
SNF PPS with other payment systems, specifically the 
inpatient rehabilitation PPS, CMS has proposed the 
adoption of a new definition to take effect this October 
if approved, which would be one therapist working with 
2–6 patients doing the same or similar activities.  
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