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Documentation of Skilled Therapy Services

This section identifies the key principles that therapy documentation should use to demonstrate that 

a skilled level of care is provided in a skilled nursing facility (SNF). Such services are as follows:

• Delivered under physician orders

• Require the unique skills of a therapist, which are complex and sophisticated in nature

• Provided directly by or under the general supervision of a therapist

Providing skilled therapy services to geriatric Medicare beneficiaries begins with adequately 

understanding regulatory requirements. Most residents will be covered for at least part of their stay 

by Medicare Part A, but clinicians also must be familiar with other payer regulations for Medicare Part 

B and Medicaid.  

This section will describe services that meet the criteria for reasonable and necessary services per the 

Medicare Benefit Policy Manual, clarify documentation requirements related to baseline versus prior 

level of function, and outline key differences between restorative and maintenance-based 

interventions. Understanding these key foundational areas will allow for promotion of quality 

documentation to support reimbursement for skilled therapy services. 

SNF Medicare Part A Coverage Criteria
Services provided to a Medicare beneficiary in the SNF setting must be skilled in nature and may 

include nursing services, rehabilitation services, or a combination of the two. SNF Part A benefits 

include coverage for up to 100 days in a benefit period. The benefit period begins on the day that an 

individual is admitted as an inpatient and ends when the beneficiary has not had any inpatient hospital 

care (or skilled care in a SNF) for 60 days in a row. If an individual is admitted into a hospital or a SNF 

after one benefit period has ended, a new benefit period begins.
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In order to be eligible for SNF services under Medicare Part A, the Medicare beneficiary must have 

days available in the benefit period. The Medicare beneficiary must also have had a three-day 

qualifying stay in an acute hospital or have been transferred to the SNF within 30 days of discharge 

from an acute care hospital. 

Once a beneficiary is eligible for a SNF Medicare Part A stay, there are four factors that must be met 

for Medicare to cover the beneficiary’s care in the SNF:

• Resident requires skilled nursing services or skilled rehabilitation services

• Services must be ordered by physician

• Services are rendered for condition for which the resident was seen in hospital or for a

condition that arose while receiving care in a SNF and for which the resident received hospital

services

• Resident requires these services daily

 – The services can only be provided on an inpatient basis in a SNF

 – Services are reasonable and necessary for the condition

 – Duration and quantity of services are reasonable and necessary

When the criteria are met and services are provided for skilled Medicare Part A residents, services 

are reimbursed based on the amount and frequency of therapy services across all disciplines 

(including physical, occupational, and speech therapy) and are captured in a resource utilization group 

(RUG) category. Under the SNF PPS, payment is made based on the RUG category in which a 

beneficiary falls based on the amount of skilled therapy that he or she needs and receives. The 

categories for rehabilitation services are “Rehab Ultra High” (RU), “Rehab Very High” (RV), “Rehab 

High” (RH), “Rehab Medium” (RM), and “Rehab Low” (RL) (CMS, 2017; Medicare Benefit Policy 

Manual, 2017).

What makes a service skilled? 
If the inherent complexity of a service prescribed for a resident is such that it can be performed safely 

and/or effectively only by or under the general supervision of skilled nursing or skilled rehabilitation 

personnel, then the service is a skilled service (e.g., the administration of intravenous feedings and 

intramuscular injections; the insertion of suprapubic catheters; and ultrasound, shortwave, and 

microwave therapy treatments).

The intermediary considers the nature of the service and the skills required for safe and effective 

delivery of that service in deciding whether a service is a skilled service. Although a resident’s particular 

medical condition is a valid consideration in deciding whether skilled services are needed, a resident’s 

diagnosis or prognosis should never be the sole factor in deciding that a service is not skilled.
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In the medical record, the evaluation is the foundation based on which the decision of whether to pay 

a claim is made. When a reviewer looks at a claim, the first element they review is the evaluation, as it 

introduces the “story” of that resident. The evaluation tells the reviewer what the beneficiary’s 

functional status was before they needed therapy services, the injury or illness that created the 

decline in function that resulted in the need for therapy services, and what the therapy professionals 

think can be accomplished through therapy services and how. 

Let us take a look at how each of these criteria can be demonstrated in therapy documentation. The 

services must be of a level of complexity and sophistication, or the condition of the resident must be 

of a nature, that requires the judgment, knowledge, and skills of a qualified physical therapist. A 

treatment plan often contains the following components: diagnosis; and type, amount, frequency, and 

duration of treatment.

Criteria to support skilled therapy services
In order for a resident to receive skilled rehab care and to demonstrate that a skilled therapist was 

present, key criteria must be met through documentation. Per the Medicare Benefit Policy Manual 

Chapter 15 Section 220.2— Reasonable and Necessary Outresident Rehabilitation Therapy Services, 

conditions for skilled care include the following: 

1. The services must be directly and specifically related to an active written treatment plan that

is based on an initial evaluation. This evaluation must be performed by a qualified physical

therapist after the beneficiary is admitted to the SNF and before the start of physical therapy

services; these services must be approved by the physician after any needed consultation

with the qualified physical therapist. In those cases where a beneficiary is discharged during

the SNF stay and later readmitted, an initial evaluation must be performed upon readmission

to the SNF and prior to the start of physical therapy services.

• The initial evaluation is a crucial tool to ensure capture of the resident’s baseline. Here are

some important elements to include:

 – Resident name

 – Date of birth

 – Applicable medical diagnosis that affects the course of therapy treatment

 – Applicable treatment diagnosis based on evaluation

 – Onset date

 – Prior hospitalization course

 – Rehabilitation potential

 – Thorough prior level of function (defined in detail later)

 – Medical history and review of present problems
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 – Short-term and long-term goals

 – Plan of care (planned frequency, duration, interventions)

• Common PT-specific assessment items:

 – Range of motion

 – Strength

 – Neurological status

 – Pain

 – Sensation

 – Functional mobility, including but not limited to rolling, bed mobility, transfers, ambulation,

step negotiation, etc.

 – Balance

 – Work-to-rest ratio or recovery time

• Common OT-specific assessment items:

 – Range of motion

 – Strength

 – Neurological status

 – Sensation

 – Pain

 – Coordination

 – Functional activity tolerance

 – Activities of daily living (ADL) and instrumental activities of daily living (IADL) performance

areas, including but not limited to feeding, grooming, bathing, dressing, toileting, and

homemaking

 – Cognition

• Common SLP assessment areas:

 – Language comprehension

 – Language expression

 – Cognition and executive function

 – Voice

 – Motor speech

 – Aural rehabilitation

 – Oral motor function
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 – Swallowing, including the oral, pharyngeal stage, and esophageal phases

2. The services must be of a level of complexity and sophistication, or the condition of the

resident must be of a nature, that requires the judgment, knowledge, and skills of a qualified

physical therapist.

3. The services must be provided with the expectation, based on the assessment made by the

physician of the resident’s restoration potential, that the condition of the resident will improve

materially in a reasonable and generally predictable period of time, or that the services must

be necessary for the establishment of a safe and effective maintenance program.

4. The services must be considered under accepted standards of medical practice to be specific

and effective treatments for the resident’s condition.

5. The services must be reasonable and necessary for the treatment of the resident’s

condition; this includes the requirement that the amount, frequency, and duration of the

services be reasonable.

Establishing a therapy plan of care (POC)
A therapy plan of care must support the following areas: 

• Type of treatment

 – The type of treatment includes the type of therapy discipline operating under this plan of

care (POC; PT or OT) and should describe the types of treatment modalities, procedures,

or interventions to be provided.

• Amount of treatment

 – The amount of treatment refers to the number of times in a day the type of treatment will

be provided. Where not specified, one treatment session a day is assumed.

• Frequency of treatment

 – Frequency of treatment refers to the number of times in a week that the type of treatment

is provided. Treatment more than two or three times a week is expected to be a rare

occurrence. Treatment frequency of greater than three times per week requires

documentation to support this intensity. Keep in mind that the intensity of the treatment

should correspond to the beneficiary’s condition. If the impairment is mild, a frequency of

five times per week likely isn’t appropriate.

• Duration of treatment

 – Duration of treatment refers to the number of weeks, or the number of treatment sessions,

for this plan of care. Clinicians could also estimate the duration of the entire episode of care

in this setting.
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 – In those cases where a beneficiary is discharged during the SNF stay and later readmitted,

an initial evaluation must be performed upon readmission to the SNF, prior to the start of

physical therapy services in the SNF.

• Diagnosis

 – The diagnosis should be specific and as relevant to the problem being treated as possible. In

many cases, both a medical diagnosis (obtained from the physician/nonphysician practitioner

[NPP]) and an impairment-based treatment diagnosis are relevant. Bill the most relevant

diagnosis—the diagnosis that caused the impairments that are affecting the beneficiary’s

functions. As always, when billing for therapy services, the ICD-10 code that best relates to

the reason for the treatment shall be on the claim, unless there is a compelling reason to do

otherwise. For example, when a resident with diabetes is being treated for gait training due

to amputation, the preferred diagnosis is abnormality of gait (which characterizes the

treatment). Where it is possible in accordance with state and local laws and the contractors’

local coverage determinations, avoid using vague or general diagnoses. When a claim

includes several types of services, or where the physician/NPP must supply the diagnosis, it

may not be possible to use the most relevant therapy code in the primary position. In that

case, the relevant code should, if possible, be on the claim in another position.

Codes representing the medical condition that caused the treatment are used when there is no code 

representing the treatment. Complicating conditions are preferably used in nonprimary positions on 

the claim and are billed in the primary position only in the rare circumstance that there is no more-

relevant code. Long-term goals should do the following:

• Pertain to the functional impairment findings documented in the evaluation.

• Reflect the final level the resident is expected to achieve as a result of therapy in the current

setting.

• Be realistic and have a positive effect on the quality of the resident’s everyday functions.

• Be function-based and written in objective, measurable terms, with a predicted date for

achieving the goals.

• Include ICD-10 codes that are contributing factors and may affect treatment and resident

progress. It is important for the reviewer to know that these codes exist because they help

illustrate the beneficiary’s episode of care.

Identifying Residents Who Can Benefit From Skilled 
Rehabilitation Care

Collaboration with all members of the interdisciplinary team is key for the success of a speech-

language pathologist in the SNF setting. One key member of the interdisciplinary team is the Minimum 

Data Set (MDS) coordinator. The MDS coordinator is responsible for completing the Resident 
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Assessment Index (RAI), which includes the MDS, Care Area Assessments (CAA), and the working 

care plan. 

The MDS
The MDS is a screening tool that provides information about the resident’s functional status. The MDS is 

the first step in the RAI process used to identify functional changes in an individual resident’s status. 

MDS clinical screenings are completed upon every admission to a SNF and then again every quarter 

following the admission. MDS screenings are also completed upon discharge from the facility. The MDS 

itself is merely a screening tool, so when functional changes are noted, the entire interdisciplinary team 

should move the resident to the next level of assessment via CAA. 

CAAs
The CAAs are 20 different assessments that offer further in-depth evaluation of specific care areas. A 

CAA must be completed for each care area that is identified as a possible problem—or triggered—

as a result of the MDS assessment. After the CAA is completed, based on the results, a clinical 

decision is made as to whether the possible problem is in fact a real problem. When a problem is 

identified, the next step is to determine the root causes and contributing factors, risk factors for the 

resident related to the problem, and the need for referrals to other disciplines.

CAAs are also included in comprehensive assessment periods throughout the resident’s stay, 

including the admission assessment, annual assessment, significant change in status assessment, and 

significant correction to prior comprehensive assessment. They are not required in the quarterly 

assessments or in a significant correction to prior quarterly assessment.  

Care plan
The working action plan developed based on the findings that result from the CAAs is called a care 

plan. The primary purpose of the RAI process is to develop an individualized interdisciplinary care plan 

to address the resident’s specific problems, strengths, preferences, risk factors, and complications.

Considerations for providing therapy under MDS 3.0
Although not directly tied to documentation, several provisions with MDS 3.0 affect provision of 

therapy and the services that can be considered billable and skilled to count toward the MDS:

• The services include only therapies that were provided once the individual is actually living/being

cared for at the long-term care facility. Do NOT include therapies that occurred while the person

was a resident at a hospital, recuperative/rehabilitation center, or other long-term care facility or

while he or she was a recipient of home care or community-based services.
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• If a resident returns from a hospital stay, an initial evaluation must be performed after entry to

the facility, and only those therapies that occurred since admission/reentry to the facility and

after the initial evaluation shall be counted.

• The therapist’s time spent on documentation or on initial evaluation is not included.

• The therapist’s time spent on subsequent reevaluations, conducted as part of the treatment

process, should be counted.

• Family education when the resident is present is counted and must be documented in the

resident’s record.

• Only skilled therapy time (which requires the skills, knowledge, and judgment of a qualified

therapist and meets all of the requirements for skilled therapy) shall be recorded on the MDS.

In some instances, the time during which a resident received a treatment modality includes

partly skilled and partly unskilled time; note that only skilled time may be recorded on the MDS.

Therapist time during a portion of a treatment that is nonskilled, that occurred during a

nontherapeutic rest period, or that occurred during a treatment that does not meet the

therapy mode definitions may not be included.

• The time required to adjust equipment or otherwise prepare the treatment area for skilled

rehabilitation service is the set-up time and should be included in the count of minutes of

therapy delivered to the resident. Set-up may be performed by the therapist, therapy assistant,

or therapy aide.

• When the resident receives more than one mode of therapy per visit, set-up time shall be

recorded under the mode for which the resident receives initial treatment.

• Record only the actual minutes of therapy. The conversion of units to minutes or minutes to

units is not appropriate. Do not round to the nearest fifth minute. Please note that therapy logs

are not an MDS requirement, but they do reflect a standard clinical practice expected of all

therapy professionals. These therapy logs may be used to verify the provision of therapy

services in accordance with the plan of care and to validate information reported on the MDS

assessment.

• Minutes reported on the MDS may not match the time reported on a claim. For example,

therapy aide set-up time is recorded on the MDS when it precedes skilled therapy; however,

the therapy aide set-up time is not included for billing purposes on a therapy Part B claim.

• Services provided at the request of the resident or family that are not medically necessary

(sometimes referred to as family-funded services) shall not be counted in item O0400

Therapies, even when performed by a therapist or an assistant.

• Nursing homes may elect to have licensed professionals perform repetitive exercises and other

maintenance treatments or to supervise aides performing these maintenance services. In these

situations, the services shall not be coded as therapy in item O0400 Therapies, because the
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specific interventions would be considered restorative nursing care when performed by nurses or 

aides. Therapeutic services provided by specialists, licensed or not, that are not specifically listed in 

this manual or on the MDS item set shall not be coded as therapy in Item O0400. These services 

should be documented in the resident’s medical record. 

• Services provided by therapy aides are not skilled services (see the Documenting Therapy

Services section that follows).

• When a resident refuses to participate in therapy, it is important for care planning purposes to

identify the reason for that refusal. However, the time spent investigating the refusal or trying to

persuade the resident to participate in treatment is not a skilled service and shall not be

included in the therapy minutes.

Establishing a Therapy Plan of Care/Treatment Plan
Developing and certifying treatment plans requires that therapists complete a true “hands-on” assessment, 

which is then followed by timely certification of the plan of care. Plan of care requirements, as outlined in 

Chapter 15 Section 220 of the Medicare Benefit Policy Manual, are as follows:

• The therapist provides a clear distinction between screening, evaluation, and reevaluation

• The beneficiary’s history and the onset or exacerbation date are clear in conjunction with

current symptoms

• Prior level of functioning and baseline abilities are provided

• Recommended frequency and duration of care follow acceptable standards of practice for the

resident’s specific condition

To support medical necessity, the evaluation should include the following items:

• Presenting condition or complaint (e.g., “What brings the resident to therapy at this time?”).

• Evidence that residents exhibit a significant change from their “usual” physical or functional

ability to warrant an evaluation.

• An objective description of the changes in function that now necessitate skilled therapy. Simply

stating “decline in function” does not adequately justify the initiation of therapy services.

• Diagnosis and description of specific problem(s) to be evaluated.

• Description of the area of the body and conditions and complexities that could affect

treatment.

• Subjective complaints and date of onset.

• Relevant medical history.

• Applicable medical history, medications, and comorbidities (factors that make therapy more

complicated or require extra precautions).
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• Prior diagnostic imaging/testing results.

• Prior therapy history for the same diagnosis, illness, or injury.

• If recent therapy was provided, documentation must clearly establish that additional therapy is

reasonable and necessary.

• Social support/environment.

 – Does the resident live alone, with a caregiver, in a group home, in a residential care facility, in

a SNF, etc.?

 – What level of support is available, and what level of independence is required for the

resident to be safe in the home environment?

 – Does the home situation have obstacles that the resident must overcome (e.g., stairs

without handrails)?

 – What are the resident’s usual responsibilities in the home environment?

• Prior level of function.

 – Key piece of information used for establishing potential, prognosis, and realistic functional

goals

 – Functional status just prior to the onset of the treating condition requiring therapy

 – Record in objective, measurable, and functional terms

• Functional testing.

 – Objectively measure and/or describe the resident’s current level of functioning

There may be rare cases where the resident’s functional status just before therapy services are 

provided is different from the status to which they expect to return. For example, consider a 

beneficiary who was originally independent—walking throughout the community, up and down stairs, 

driving, etc., without an assistive device—but then, within the past two months, saw their mobility 

decline to the point that they were unable to ambulate without a walker and unable to use stairs due 

to left knee pain. The beneficiary underwent a left total knee replacement and is now presenting to 

rehab. The prior functional level should not only identify the mobility status immediately prior to the 

surgery but should also comment on the function to which the therapist expects them to return. This 

would be the level of independence that the resident had three months prior to surgery, which is 

what the therapist is basing the goals on. 

Based on the resident’s need, examples may include the following:

• Mobility status (e.g., transfers, bed mobility, gait).

• Self-care dependence (e.g., toileting, dressing, grooming).

• Meaningful ADLs/instrumental ADLs.

• Pain and how it limits function.
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• Functional balance.

• Objective impairment testing.

• Testing done to determine the source or cause of the functional limitation(s), such as ROM,

manual muscle testing, coordination, tone assessment, and balance.

• Concise, objective measurements. Avoid minimal/moderate/severe types of descriptions when

more specific definitions or measurements are available. For example, when measuring

shoulder flexion active ROM, document degrees of motion, rather than documenting “shoulder

flexion: minimal loss of motion.”

• Assessment.

• Summary of the therapist’s analysis of the condition being evaluated based on the examination

of the resident. Clinical reasoning for treatment should be evident when further therapy is

recommended.

• Prognosis for return to prior functional status or the maximum expected condition.

• Plan of care (see the paragraph that follows).

• Signature and credentials of the therapist or physician/nonphysician providers completing the

initial evaluation and plan of care.

Following the development of a comprehensive plan of care, continued documentation is required to 

support skilled levels of care including progress reports, daily notes, and discharge summaries. 

Therapists typically initiate or receive referrals for resident needs in one of two ways: Either they 

receive a direct order from a physician, or they recognize the need for evaluation during a 

screening process. 

Step 1: Screening
The initial screening of residents or regular routine reassessments of residents are not covered 

services. Screening simply helps the clinician to determine if further evaluation will be warranted. 

Therefore, no clinical judgments or skilled recommendations can be made from screen alone, as 

skilled recommendations require an established plan of care with MD certification.

SNFs will often request that rehab clinicians screen residents upon admission to the facility, on a 

quarterly and annual basis, and any time there is a functional decline or improvement in status in 

order to identify potential changes in function that may necessitate the need for skilled care, and to 

prevent functional declines in resident population. Additionally, residents, family members, and other 

members of the facility interdisciplinary team may request screenings if they see a change in resident 

function for which skilled PT, OT, or SLP services may be indicated. 
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The process of screening does not have the same requirement as an evaluation in that a “hands on” 

assessment is not required. Therefore, sources for obtaining information often include:

• Resident observation and interview

• A thorough review of the medical record, including:

 – Physician progress reports

 – Nursing daily and weekly notes

 – Dietary records

 – Physical and occupational therapy documentation

• Additionally, review of admission, and annual and quarterly MDS records can be extremely

beneficial for deriving documentation related to functional changes in status.

Step 2: Obtaining physician orders 
After completion of a screen, if a therapist sees the need for further evaluation, a request for an 

evaluation order should be made to the beneficiary’s physician. The order or referral for the 

evaluation and any specific testing in areas of concern should be designated by the referring physician 

in consultation with the therapist. After the signed order is received, the PT, OT, or SLP therapist can 

complete an evaluation specific to the resident’s needs.

Following completion of the evaluation, the therapist should provide the physician with the completed 

comprehensive plan of care document and request a signature. Subsequently, the physician’s signature 

on the plan of care (POC) should act as certification/clarification of services after evaluation. Many 

SNFs will also request that the therapist complete a clarification order outlining target area(s), 

anticipated frequency and duration of care, and planned skilled interventions, as orders are often used 

as the facility’s guide for any changes in a resident’s care, which should then be transferred over onto 

the individualized care plan.

Additional orders may be needed after initiation of initial SLP, PT, or OT POC. Cases where this may 

occur include the following:

• Any significant updates to POC affecting a long-term goal, which will in addition require a

recertification or reevaluation.

• Addition of new interventions not included on initial plan. For example, an ST begins services

for dysphagia alone; as the resident progresses with laryngeal function, further evaluation is

warranted for voice and motor speech.

• Recertification of a POC will often be accompanied by clarification orders.

On occasion, a therapist may receive an order for services that are not warranted or an order for 

one specific area of function when another is clinically indicated. In these cases, orders should be 
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discharged and, if deemed necessary, orders for appropriate clinical area should be requested. For 

example, in some SNFs, all Medicare Part A PPS residents who are admitted to the facility will have 

standing orders as follows: “Physical, Occupational and Speech Therapy to Eval/Treat as indicated.”

This form of an order is often built into the facility’s policy and procedure or a portion of the 

electronic medical record (EMR); however, it does not require that an evaluation be completed in the 

absence of need. Therefore, an SLP can always screen the resident first and complete an order 

request such as: “Please discharge ST order to Eval/Treat as not clinically indicated at this time.”

Additionally, if a therapist requests orders for one target area and needs orders for an additional area 

or in addition to the initial area, another order request should be made. For example, if an SLP 

receives an order such as “ST to evaluate and treat for dysphagia” but needed orders for language, 

then they would request a change such as, “ST order to evaluate and treat for dysphagia received; 

however, order needed for language; therefore, request evaluation and treatment orders for language 

alone.”

Additionally, if an SLP receives an order for only one needed area and needs multiple, they might 

request a change this way: “ST received order to evaluate and treat for dysphagia alone; requesting 

additional evaluation and treatment order for language.”

Step 3: Evaluate and determine need for skilled care
Per the Medicare Benefit Policy Manual Section 220, an evaluation helps the clinician with determining 

the need for skilled service. They are separately payable comprehensive “hands on” services provided 

by a clinician and therefore require professional skills to make clinical judgments about conditions for 

which the services are indicated. 

Each therapy discipline must have a separate plan of care. The POCs must contain ALL of the 

following information. 

Evaluations may be warranted for a new diagnosis, following screening, when there has been an 

evidenced change from prior level of function (PLOF), or when an individual evidences an increased 

desire or ability to participate in skilled intervention whereas they were limited prior. 

Evaluation judgments are essential to the development of the plan of care, including goals and the 

selection of interventions.

Key elements of the evaluation document include the following:

• Clear documentation related to onset date in conjunction with current symptoms

• Inclusion of objectives and subjective measures

• Established baseline measures in comparison to prior level of function

• Realistic, functional, measurable short-term objectives and long-term goals
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Following completion of these elements, the need for skilled care is determined.

To begin, the evaluation should address the beneficiary’s history in conjunction with the onset or 

exacerbation date of the current symptoms or conditions. The onset/exacerbation date refers to the date 

of the functional change that as a result of diagnosis indicated the need for skilled care. For individuals with 

chronic conditions, the onset date may not be the date of diagnosis for condition but may instead be the 

exacerbation date of the disease process. Alternatively, for new conditions, such as new onset of a 

cerebrovascular accident or a traumatic brain injury, the onset date will be the date of the new insult. These 

onsets should be documented in conjunction with current symptoms in order to provide a correlation 

between the new onset and the symptoms that require your unique skilled services. 

Examples 

Mrs. Adams presents with medical diagnosis of Parkinson’s disease, with recent exacerbation resulting in acute care stay from 

5-15-16 to 5-20-16 and noted reduction in vocal intensity.

Mr. Lee has significant medical diagnosis of dementia of Alzheimer’s type, with recent declines in cognitive function as 

evidenced by cognitive testing completed by primary care physician (PCP) during annual wellness visit.

Determining need for skill

Following completion of the evaluation, the therapist will establish the plan of care and determine the 

need for skilled services. Per the Medicare Benefit Policy Manual, Chapter 15, Section 220.2, skilled 

services must adhere to the following key criteria: 

• Services must follow evidenced-based practice

• Services must be at such a level of complexity and sophistication that only a skilled clinician can

provide the care

• Determinations cannot be made solely on diagnosis alone

• Established frequency and duration of care must be individualized

Evidence based practice

The services shall be considered under accepted standards of medical practice to be a specific and 

effective treatment for the resident’s condition. Medicare-acceptable practices are found in Medicare 

manuals, contractors’ Local Coverage Determinations (LCD) and National Coverage Determinations 

(NCD), and guidelines and literature of the professions of therapy.

Skilled services should be provided at a level of complexity and sophistication, or the condition of the 

resident shall be such, that the services required can be safely and effectively performed only by a 

qualified therapist. Subsequently, the services that do not require the performance or supervision of a 
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therapist are not skilled and are not considered reasonable or necessary therapy services, even if they 

are performed or supervised by a qualified professional. Therefore, if the Medicare contractor 

determines that the services furnished were of a type that could have been safely and effectively 

performed only by or under the supervision of such a qualified professional, then it shall presume that 

such services were properly supervised when required. 

Medical diagnoses

Determinations on whether skilled interventions are warranted should not be made based on diagnosis 

alone. Medicare clarifies that although a beneficiary’s particular medical condition is a valid factor in 

deciding whether skilled therapy services are needed, a beneficiary’s diagnosis or prognosis should never 

be the sole factor in making that decision. The key issue is whether the skills of a qualified therapist are 

needed to treat the illness or injury, or whether the services can be carried out by nonskilled personnel.

The diagnosis should be specific and as relevant to the problem being treated as possible. In many 

cases, both a medical diagnosis (obtained from the physician/NPP) and an impairment-based 

treatment diagnosis are relevant. Bill the most relevant diagnosis—that is, the diagnosis that caused 

the impairments that are affecting the beneficiary’s function. As always, when billing for therapy 

services, include on the claim the ICD-10 code that best relates to the reason for the treatment, 

unless there is a compelling reason to do otherwise. 

Where possible in accordance with state and local laws and the contractors’ LCDs, avoid using vague 

or general diagnoses. When a claim includes several types of services, or where the physician/NPP 

must supply the diagnosis, it may not be possible to use the most relevant therapy code in the 

primary position. In that case, the relevant code should be on the claim in another position, if possible.

Codes representing the medical condition that caused the treatment are used when there is no code 

representing the treatment itself. Complicating conditions should be used in nonprimary positions on 

the claim, when possible, and be billed in the primary position only in the rare case that there is no 

more-relevant code. Long-term goals should do the following:

• Pertain to the functional impairment findings documented in the evaluation.

• Reflect the final level that the resident is expected to achieve as a result of therapy in the

current setting.

• Be realistic and have a positive effect on the quality of the resident’s everyday functions.

• Be function-based and written in objective, measurable terms, with a predicted date for

achieving the goals.

• Include ICD-10 codes that are contributing factors and that may affect treatment and resident

progress. It is important for the reviewer to know that these codes exist because they help

illustrate the beneficiary’s episode of care.
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Individualized frequency and duration

Established frequency and duration of care should never be static in nature; that is, each individual 

resident should have established frequency and duration of care individualized to their specific clinical 

needs. Additionally, Medicare states that there must be an expectation that the resident’s condition 

will improve significantly in a reasonable (and generally predictable) period of time, or the services 

must be necessary for the establishment of a safe and effective maintenance program required in 

connection with a specific disease state. The amount, frequency, and duration of the services must be 

reasonable under accepted standards of practice.

Step 4: Establish the plan of care (POC)
Following establishment of medical diagnoses, clarification of current symptoms, and completion of 

objective and subjective measures, the clinician will develop the formal treatment plan. 

Key elements of the POC include the following:

• Clearly defined prior level of functioning (PLOF)

• Diagnostic and assessment testing services that ascertain the type and causal factor(s) identified

during the evaluation

• Baseline abilities for all target areas

• Goals (i.e., realistic, long-term, functional goals)

• Established duration of therapy, frequency of therapy, and definition of the type of service

• Clarification on whether the plan is anticipated to be rehabilitative/restorative or focused on

maintenance

To begin, prior level of function should be clearly defined. The PLOF is the level at which the 

individual was functioning prior to the onset of functional decline that necessitated skilled care. 

Additionally, the initial assessment establishes the baseline data necessary for evaluating expected 

rehabilitation potential, setting realistic goals, and measuring communication status at periodic 

intervals. Methods for obtaining baseline function should include objective or subjective baseline 

diagnostic testing (standardized or nonstandardized), followed by interpretation of test results and 

clinical findings. Goals should not be created for areas that do not have documented baseline 

measures; therefore, use of electronic medical record measures such as “DNT” or “Will not be 

addressed during POC” should not be used for target areas. 

Documenting PLOF for therapy services

The foundation of all documentation is a solid evaluation of the resident and establishing the prior 

level of function. The PLOF defines the long-term goal—it’s the level of function to which you are 
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seeking to return the resident through therapy services. Note that the PLOF is often overlooked by 

therapists in their hurry to document, but it shouldn’t be. 

PLOF should give specific information to paint a picture of what the resident was able to do prior to 

the event or episode that led him or her to need therapy services. Examples of unacceptable prior 

levels of function are as follows:

• Independent with cane

• Lived at home

• Long-term resident of facility

To complete a thorough PLOF, include the following items:

• Where was he or she living?

• Was he or she living alone?

• Was he or she a caregiver?

• Was he or she a caregiver for another?

• Did he or she use an assistive device? How often?

• Was he or she active in the community?

• Was he or she active at home?

• Did he or she make his or her own meals?

• Did he or she do laundry? Was it located down a set of stairs (such as in the basement)?

• Did he or she have to climb steps to enter his or her home? Did he or she have a railing to hold

onto?

• If he or she lives in an apartment, how far is it to get to the apartment?

• Is he or she able to carry objects (e.g., groceries) in and out of the home?

• On what floor are the bedroom and bathroom located?

• Did he or she drive? Did he or she have any restrictions?

• Has he or she had therapy for any reason in the past? What for, and did therapy help?

The clinician should then compare the PLOF measure to baseline measures. The difference between 

the two should help the therapist determine appropriate frequency and duration of care. Greater 

changes may require more intensive interventions.

As the space between baseline and PLOF decreases, preparations for discharge planning should be 

underway and frequency should be tapered. Such action will promote carryover of newly learned 

skills and promote highest level of independence upon discharge from skilled care.
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Example using PLOF to establish goals 

Ms. Jones is referred for bedside swallow evaluation. Baseline measures reveal moderate 

oropharyngeal dysphagia with significant impairments in oral processing and coughing/wet voice after 

the swallow, with regular textures and thin liquids. Prior level of function was Independent.

The speech-language pathologist determines that an initial frequency and duration of five times per 

week for four weeks is essential in order to increase swallow function, allow for LR PO diet, and 

prevent aspiration risks.

Goals/treatment measures

Treatment goals should be established based on clinical findings, with minimal requirements being for 

completion of realistic, long-term, functional targets. All targets should be established with the 

expectation of measurable functional improvement in a reasonable and generally predictable period 

of time. In order to strengthen plans, short-term objectives should be included by sub-tasking the 

functional impairment area and clarifying steps needed to achieve each long-term goal. 

For example, an overall long-term goal target area for auditory comprehension could be as follows:

• Resident will demonstrate auditory comprehension of simple conversation with 100% accuracy

and no cues in order to improve receptive communication skills (goal target: four weeks)

Short-term objectives to help attain the long-term goal could be as follows:

• Within two weeks, resident will follow one-step commands with 100% accuracy in order to

enhance resident’s ability to follow directions for activities and ADLs

• Within two weeks, resident will understand yes/no questions with 100% accuracy in order to

communicate basic wants/needs

Measurable components of goals can be created using a percentile (e.g., 50%) or number of clinical trials 

(5/10 trials) and needs to be attached to all short-term objectives and long-term goals. Functional 

components of goals are the “in order to” statements that need to be attached to all short-term 

objectives and long-term goals in order to clarify the true functional outcome for each target area. 

Frequency and duration 

The frequency refers to the number of times in a week or number of visits over a specific time frame 

that the type of treatment is provided. The duration is the number of weeks, or the number of 

treatment sessions, for the plan of care. If the episode of care is anticipated to extend beyond the 

90-calendar-day limit for certification of a plan, it is desirable, although not required, that the clinician

also estimate the duration of the entire episode of care in this setting.
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Frequency and duration should be resident-specific, related to level of functional decline, and appropriate 

according to evidence-based practice patterns. Frequency and duration alone may not be used to 

determine medical necessity, but they should be considered with other factors such as condition, progress, 

and treatment type to provide the most effective and efficient means to achieve the residents’ goals. 

For example, it may be clinically appropriate, medically necessary, most efficient, and most effective to 

provide short-term intensive treatment for some residents and longer-term and less frequent 

treatment for others, depending on the individual’s needs. 

Additionally, Medicare recommends that therapists taper the frequency of visits as the resident 

progresses toward an independent level or reaches maximum benefit, with the need for a caregiver-

assisted self-management program upon discharge from care. 

Restorative/rehabilitative plans
Following updates to Chapter 15 of the Medicare Benefit Policy Manual, succeeding the Jimmo v. 

Sebelius ruling that challenged the Medicare “improvement standard,” therapists are now required to 

clarify from the start of care (SOC) whether services will be restorative/rehabilitative or 

maintenance-based in nature (ASHA, 2016).

Therefore, evaluation, reevaluation, and assessment documented in the progress report should 

describe objective measurements that, when compared, show improvements in function, decrease in 

severity, or rationalization for an optimistic outlook to justify continued treatment. 

Rehab/restorative therapy is defined as intervention aimed at addressing recovery or improvement in 

function and, when possible, restoration to a previous level of health and well-being (i.e., PLOF). 

Maintenance-based plans are programs, established by a therapist, that consist of activities and/or 

mechanisms that will help a beneficiary maximize or maintain the progress that he or she has made 

during therapy or to prevent or slow further deterioration due to a disease or illness.

Individuals with chronic conditions can benefit from either level of care. Per the Medicare Benefit Policy 

Manual, rehabilitative therapy may be needed, and improvement in a resident’s condition may occur, 

even when a chronic, progressive, degenerative, or terminal condition exists. 

For example, a terminally ill resident may begin to exhibit self-care, mobility, and/or safety 

dependence that requires skilled therapy services. The fact that full (i.e., full movement from baseline 

to PLOF) or partial recovery is not possible does not necessarily mean that skilled therapy is not 

needed to improve the resident’s condition or to maximize his/her functional abilities. 

The deciding factors are always whether the services are considered reasonable, effective treatments 

for the resident’s condition and require the skills of a therapist, or whether they can be safely and 

effectively carried out by nonskilled personnel. 
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Step 5: Obtaining certification for plan of care
The certification of the plan of care is the physician’s/NPP’s approval of the plan of care. Certification requires 

a signature from the physician or NPP in a timely manner, occurring within 30 days. A dated signature must be 

located on the plan of care or some other document indicating approval for the plan of care. When initial 

certification expires, a recertification must then be completed and certified within 30 days.

Step 6: Reevaluate as appropriate
A reevaluation is not a routine, recurring service but rather is focused on evaluation of progress 

toward current goals, making a professional judgment about continued care, modifying goals and/or 

treatment, or terminating services.

Reevaluations may be covered if they are necessary due to a change in the beneficiary’s condition. 

They usually focus on the current treatment and might not be as extensive as initial evaluations. 

Continuous assessment of the resident’s progress is a component of ongoing therapy services and is 

not payable as a reevaluation. Additionally, reevaluations are covered only if the documentation 

supports the need for further tests and measurements after the initial evaluation.

Indications for a reevaluation include new clinical findings, a significant change in the resident’s condition, 

or failure to respond to the therapeutic interventions outlined in the plan of care. They may be 

appropriate prior to planned discharge for the purposes of determining whether goals have been met, 

or for the use of the physician or the treatment setting at which treatment will be continued.

Step 7: Recertify when necessary
The maximum time range for which a certification can be written is 90 days; however, therapists 

should always write their initial certifications for the medically necessary time frame that matches the 

resident’s needs. When initial certification expires, a written recertification must then be completed 

and certified within 30 days.

Goal Writing 
As the foundation of a treatment plan, goals should paint a clear and distinct picture of anticipated 

outcomes of skilled speech-language pathology services. They serve as clinical road maps for the 

resident and the therapist, in addition to providing clear, functional, objectively measurable target 

areas that serve as a guide to payers for outcomes achieved during intervention. It can be difficult to 

find a happy medium between creating objective measures while also remaining focused on function.

The key components of goal creation require clinicians to take into account the following considerations:

• What is the resident’s prior level of function?
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• What are the resident’s and family’s desired long-term outcome, including preferred discharge

setting?

• What specific evidence-based practice interventions are available to address the resident’s

specific functional impairments?

• Should I use percentiles or clinical trials as measurable aspects for my goals?

• Are cues clinically indicated either as reducible clinical measures to promote functional

independence or as static measures when creating functional maintenance plans?

The anatomy of goal building
There are two primary forms of goals that are included on treatment plans: long-term goals and 

short-term objectives. 

Long-term goals should reflect the highest level of desired function anticipated upon discharge. In 

most cases, these targets will reflect the resident’s PLOF.

Short-term objectives are the stepping stones—targeted, specific areas that are used to increase 

overall function in order to achieve long-term goals. 

Long-term goal writing

When writing a long-term goal, ensure that it accurately describes the functional level that the 

resident is expected to achieve at the discontinuation of therapy services. Here are some examples of 

effective long-term goals:

• In eight weeks, the resident will be independent with the use of a wheeled walker, including

ambulating 400 ft. over uneven surfaces and one curb step walker, to be able to enter first-

floor apartment as prior to hip fracture.

• In six weeks, the resident will be able to perform housekeeping tasks independently, including

preparing light meals and reaching into cupboards in kitchen without any loss of balance in

order to live independently in apartment, as prior to hospitalization.

Here are some long-term goals that do not provide enough clarity regarding the resident’s status and 

can leave the claim open to denial:

• Resident to reach the highest functional level possible with the least restrictive device to live in

the least restrictive environment

• Resident will achieve a higher level of independence with their ADL skills

• Resident to be independent

These goals are not sufficient, as they do not define the level at which the therapist thinks the 

beneficiary will be upon the conclusion of therapy. Medicare expects that if therapy services are 
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necessary, the therapist should be able to determine what the results of that intervention will be. 

These results should not be vague; there needs to be a reasonable expectation that function will 

improve to a certain level.

Short-term goal writing

The amount of time covered by short-term goals varies by organization. In most cases, short-term 

goals cover two-week periods in order to demonstrate progress and support the need for therapy 

services. Therapy often makes the goals too “big.” For example, if a goal is written to move from 

moderate assist to minimal assist with bed mobility, meeting this goal can take a long time for 

someone recovering from a cerebrovascular accident (CVA). It is often more beneficial to break the 

goal down into its component parts to better demonstrate progress. For example, if the bed mobility 

goal was broken down into smaller steps, such as rolling to the side, reaching for the bed rail, moving 

the lower extremities to the edge of the bed, pushing up to side lying, and then pushing up from side 

lying to sitting, progress would be more readily apparent. 

It is also important to create goals that are easy to measure objectively to help demonstrate progress. For 

example, if you are addressing strength of the lower extremities, avoid writing goals such as “increase 

lower extremity strength.” This goal does not give any guidance regarding what to measure, and it is 

difficult to quantify progress. Instead, consider writing goals that show an improvement in lower extremity 

strength as it applies to function. For example, “Resident will be able to demonstrate an increase in lower 

extremity strength by completing 10 repetitions of sit to stand to get out of a chair using bilateral upper 

extremity support and no physical assist.” Note that in order for this goal to be effective, you must 

establish that the resident is currently unable to complete this task due to poor lower extremity strength.

The functional link is needed to demonstrate that the resident needs this degree of flexion to get his 

knee into and out of a car successfully. This shows that the goal is medically reasonable and necessary. 

Examples of other functional links include phrases such as “to get out of bed,” “to wash their face,” 

“to perform a safe swallow,” or “to be able to cross the street in a safe and timely manner.”

Inclusion of cues in goals

The use of verbal, visual, and tactile cues is an additional measurable component that can be included 

in the creation of goal targets. Additionally, for our residents with cognitive impairment, a level of cues 

may be necessary in order to document success and “ability to learn” per Medicare criteria. Use of a 

cueing hat/hierarchy is considered to be a skilled service.

Clinicians should remain mindful, however, that although use of cues is considered a skilled service, 

use of repetitive cues will limit our ability to demonstrate and justify skilled care. Consistent levels of 

cues, once established with subsequent caregiver training, can be utilized as a tool for establishment 

of functional maintenance programs. 
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Goal writing

Here are five keys to writing great medically necessary goals for therapy services:

1. Resident or patient (resident will or patient will)

Starting the goal with the resident as the center is a great way to delineate who the goal is for. If the goal is for

caregiver training, the goal would start “Resident will, with the assistance of the caregiver…”

2. Time frame (e.g., in 10 visits or in two weeks)

Identifying a time frame in which the goal should be completed or at least reassessed is important to keep the

documentation flowing and on track. This is often an organizational guideline to determine when they want to

reassess the short-term goal or the resident’s progress.

3. Task or activity that the resident is to perform (e.g., roll to right side, bring washcloth to face, obtain degrees of

flexion at a joint, name five objects, etc.)

This component is important because it identifies what is going to be measured. Many times, this is a functional task,

but it can also be a standardized test to help support an objective measure or benchmark.

4. Objective measure (e.g., amount of assist, number of times, percentage of completion or cues, degrees, lbs. of

pressure, distance, score)

The objective measure allows therapy to show some progress with resident performance to support medical necessity.

Examples of improved objective measurements include an improved score on a Berg balance scale, needing less

assist to perform a task, an improvement in degrees for range of motion, etc. When you use a standardized test to

demonstrate progress toward a goal, you help provide concrete evidence of progress and give reliable feedback to a

reviewer of the resident’s progress in therapy. Choosing a solid objective measure also allows a degree of inter-

relater reliability if another therapist sees the resident and notes their progress. It is important to use the same test

throughout the episode of care for comparison purposes. Do not start measuring balance with a Berg and switch to

a Tinetti, as doing so makes it difficult to compare for progression.

5. The functional reason or purpose (e.g., identify why the resident is to perform the task, identify the functional reason)

Medicare recognizes that therapy services are needed to help a beneficiary progress to a previous level of function.

Incorporating this into every goal ensures that the plan of care is focused on function and therefore is medically

reasonable and necessary. The functional link of the goal is really the “so what” portion of the goal.

Here is an example of a goal that does not contain a functional link: “Increase their right knee range of motion

(ROM) to 100 degrees.”

When a reviewer looks at this goal, they can ask the following questions:

• So what?

• Why should they increase their ROM?

• Why isn’t it all right to be at 90 degrees?

A functional maintenance program is established in order to train nursing assistant staff on use of cue 

cards with competency verified via initial verbal understanding of resident’s needs from nursing 

assistants followed by return demonstration of tasks.  
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Demonstrating progress with goal achievement

It is not enough to write good functional goals in therapy; the assessment of progress or lack thereof 

is an essential to demonstrating the continued need for skilled therapy services. Therapy professionals 

often find it difficult to understand that the real skill in our interventions does not come from our 

hands; it comes from our minds and our critical thinking. Nevertheless, this skilled clinical decision-

making is the core thought and guiding principle when it comes to writing goal progress. We need to 

note not only what the resident is doing but also what we are doing to facilitate that outcome.

When assessing goal progress, there are two possible outcomes: the goal is met or the goal is in 

progress. When commenting on the goals that have been met, it is really only a matter of stating the 

resident’s ability to perform at the expected outcome measure or better to meet the goal. Then a 

goal should be set for the next sessions to further advance the activity or address another deficit 

area. It is trickier to address goals that have not been met and are in progress. 

When a goal is not met, it certainly puts a different spin on the goal to consider it “in progress” vs. 

“not met.” “Not met” sounds like a failure, whereas “in progress” sounds like it is moving forward but 

isn’t there yet. Although the difference may seem like a matter of semantics, it can give a potential 

reviewer a feeling that things aren’t going well if they see “not met” all over the documentation. It is 

acceptable for progress not to be made at a steady pace with a resident, but we have to explain why 

that’s happening and what changes have been made in the interventions to try to facilitate progress. 

Lack of progress becomes a problem when it is continual, when little is being done to explain why 

progress is not evident, and when nothing shows the critical thinking or skills of a therapist to adjust 

the treatment plan to achieve the needed improvement. If a goal is not being met over an extended 

period of time, then the therapist should evaluate whether the interventions are appropriate or 

whether the resident has plateaued and reached a new baseline level.

Many different documentation techniques can be used to help justify why a goal is in progress and not 

met yet. Some of these clinical justifications include but are not limited to the following:

• Complications in the resident’s medical condition. If the beneficiary has experienced any

exacerbations in their medical condition that have affected their progress, they should be noted

as such. Also note whether an illness or medication change may be impacting progress.

• Resident’s refusals or no-shows. If a resident is not attending their sessions regularly, which is

impacting their progress, then note what is being done to try to remedy the situation. Are you

calling in advance to remind them? Are you making multiple attempts? Are you scheduling at

different times to make it more convenient for them? For MDS 3.0, refusals or difficulty getting the

resident to participate in therapy could qualify for an increased payment at the RUG level if captured

appropriately. It is important to ensure that this information is being communicated to nursing.
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• Slow progress. If a resident just seems to be making slow or no progress with the current plan of

treatment, try different treatment interventions. Comment on what new interventions you are

trying, including modalities, different techniques, and the critical thinking process you are planning

in order to progress. Remember that the skill of medical necessity is in the thought process and

facilitation techniques of the therapist. Show the adaptation and changes you are making to the

treatment plan. Comment on what you are doing differently to achieve the progress you are

looking for. The fact that a resident is not making progress does not make the treatment not

medically necessary—but the lack of progress coupled with no effort to change interventions

indicates no skill. As long as the therapist demonstrates that they are attempting different

techniques to get the outcome identified in the goal, then the claim will most likely be paid.

• Use positive terms and demonstrate skill. If your goal involves something such as strength,

ensure that your comments on progress note where the skills of a therapist are being used. For

example, if the strength gains are not being met, illustrate the skill involved in continuing to

address it, such as mentioning the cues that need to be given to prevent substitutions and

compensation by the beneficiary during exercise.

Medicare notes that if the evaluation reveals a situation in which improvement does not seem 

possible, then it is not medically reasonable or necessary to provide therapy to the resident. It may be 

more appropriate to refer them to nursing to stabilize the medical condition and have staff work with 

them on improving endurance and tolerance to activity. If the resident becomes more able to 

participate, therapy can certainly pick up with a start of other Medicare-required assessment therapy.

If the resident’s rehab potential is not favorable, therapy services may still be reasonable and 

necessary to set up a restorative nursing or maintenance program tailored to the functional needs of 

the resident. If your current documentation system has an area where rehab potential is assessed, a 

resident that is rated with a poor rehab potential should logically not receive therapy services because 

that recovery expectation does not exist. The services must be considered under accepted standards 

of medical practice to be specific and effective treatment for the resident’s condition.

The fourth criterion identifies that therapy services provided should be in compliance with acceptable 

standards of medical practice. This implies that treatment provided will be in compliance with any 

NCDs issued by CMS or any LCDs issued by the Medicare Administrative Contractor (MAC) for the 

specific location. Providers must be aware of these policies and ensure that the services they provide 

are in harmony with the regulations. Failure to comply may result in lost revenue from denied claims 

or adjusted RUG levels.

To identify whether the services that you provide are in harmony with NCDs and LCDs, visit the 

Medicare website at www.cms.gov/center/coverage.asp.

The services must be reasonable and necessary for the treatment of the resident’s condition. This 

includes the requirement that the amount, frequency, and duration of the services be reasonable.
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The fifth criterion seeks to ensure that the amount of therapy provided to the resident is directly 

correlated to the condition of that individual resident. For example, if a resident comes in after 

incurring a CVA, intense therapy is expected and reasonable to facilitate recovery, with the goal of 

returning to their previous functional status. Under Medicare Part A, you could easily expect a 

resident with a CVA to be seen at a Rehab Ultra High RUG level. 

Conversely, if a long-term resident of the facility was hospitalized for a urinary tract infection (UTI), 

then upon return to the SNF, they may not require treatment at a Rehab Ultra High RUG level, but 

instead at a Rehab High. The resident’s loss in mobility and endurance could be addressed by nursing 

with some skilled services from therapy. Providing the same intensity for a resident with a UTI and a 

CVA may not be reasonable and necessary.

This also speaks to the duration of provision of therapy services. It is important that the resident is 

demonstrating progress toward his or her identified long-term goal. If complications in medical status, 

cognitive abilities, or functional ability limit the resident’s ability to continue to progress toward the 

long-term goal and results in a new baseline, then therapy services need to discontinue. Lack of 

progress alone does not immediately trigger a discontinuation of therapy, but lack of progress despite 

different attempted treatment approaches and interventions does.

Daily Skilled Therapy Services
When therapy is considered the “skilling” service to justify coverage under the Medicare Part A 

benefit, therapy needs to be provided on a daily basis.

A resident whose inpatient stay is based solely on the need for skilled rehabilitation services would 

meet the “daily basis” requirement when they need and receive those services at least five days per 

week. (If therapy services occur fewer than five days per week, then the “daily” requirement would 

not be met.)

Note that this requirement should not be applied so strictly that it would not be met merely because 

there is an isolated break of a day or two during which no skilled rehabilitation services are furnished 

and discharge from the facility would not be practical.

Still, this implies that therapy should be scheduled five days per week for residents using their Medicare 

Part A benefit. If the patient is seen at a Rehab Medium category by two disciplines, therapy needs to 

ensure that the frequency is spread out over five days throughout the week, as in the following example:

• PT: Monday, Wednesday, Friday

• OT: Tuesday, Thursday, Friday

This distribution would ensure that services were provided over five days. It is important to note that, 

with MDS 3.0, the end of therapy (EOT) OMRA is triggered when therapy services are not provided 

for three consecutive scheduled days, so refusals and missed sessions need to be tracked closely.
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