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OBJECTIVES

 Identify the differences among the various 
Medicare post-acute care benefits

 Understand the components of medical eligibility

 Identify the variances among the Medicare 
hospice benefits

 Discuss key elements of utilization review

 Identify the appropriate use of beneficiary notices

 Discuss tactics for effectively managing external 
reviews

 Review aspects of the appeal rights process
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MEDICARE BENEFIT

The Federal Health Insurance Program, Title XVIII 
(Medicare) went into effect on July 1, 1966. The 
Medicare program is a health insurance 
program for people 65 years of age and older 
and for certain people under age 65 who are 
disabled. It is a multifaceted program.

1. Part A – Provides assistance for hospital, skilled 
nursing facility, home health care and health 
maintenance organization expenses.

2. Part B – Provides assistance with medical and 
certain other health care related expenses.

3. Part C – Medicare Advantage plans

4. Part D – Prescription drug coverage plans

MEDICARE ADVANTAGE

 If the individual enrolled in a Medicare Advantage 
plan,

 May also be called Medicare HMO, Senior HMO, 
or

Medicare Part C

 He or she would still have a Medicare card but also 
would have a Medicare Advantage plan card

 The HMO or other Medicare Advantage provider 
would be authorized to manage the person’s 
Medicare benefits, not the SNF under traditional 
Medicare Part A.

 Contact the MA Plan for details on billing, 
reimbursement, and notices of non-coverage 
policies as these may vary. 
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MEDICARE ELIGIBILITY

 Entitlement Requirements

 65 years old or older 

AND

 Paid into SSI system forty or more quarters OR

 Disabled two or more years 

OR

 End-Stage Renal Disease (ESRD)

 Lou Gehrig’s Disease (ALS)

* Medicare as a Secondary Payer (MSP)*

MEDICARE ELIGIBILITY

Technical Requirements:

 Beneficiary is enrolled in Medicare Part A and has days available to 
use

 There has been a three-day prior qualifying hospital stay

 Admission for SNF-level services is within thirty days of discharge from 
an acute care stay 

Clinical Eligibility:

 The beneficiary has a need for and receives medically necessary 
skilled care on a daily basis, which is provided by or under the 
direct supervision of skilled nursing or rehabilitation professionals

 As a practical matter, these skilled services can only be provided in 
a SNF

 The services provided must be for a condition for which the 
resident:

a) Was treated during the qualifying hospital stay, or

b) Arose while the resident was in the SNF for treatment of a 
condition for which he/she was previously treated for in a 
hospital
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MEDICARE ELIGIBILITY

Presumption of Coverage:

For the initial 5 day MDS assessment period only, when a resident is 
correctly assigned to one of the qualifying PDPM  grouper as 
evidenced by supporting documentation in the medical record, 
it is assumed the level of care requirement is met from the day of 
admission to the ARD 

Benefit Period:

 Medicare beneficiary is entitled to 100 days of SNF extended care 
benefits per benefit period as long as he or she meets the technical 
and skilled coverage requirements.

 A benefit period continues until the day after a period of 60 
consecutive days when the individual was:

 Not admitted to an inpatient hospital bed, and 

 Did not receive a skilled level of care in a nursing home

BENEFIT EXCEPTION RULES

Thirty Day Transfer Rule:

• Services represent an extension of care for a condition which the 

individual received inpatient hospital services

• Initiated within 30 days from a qualifying hospital stay

• Day of discharge from the hospital not counted in the 30 days

Medical Appropriateness Exception:

An elapsed period of more than 30 days is permitted for the SNF 

admissions where the patient’s condition makes it medically 

inappropriate to begin an active course of treatment in a SNF 

immediately after hospital discharge, and it is medically predictable 

at the time of hospital discharge that he or she will require covered 

care within a pre-determinable time period.

7

8



5

DEFERRAL OF COVERAGE

Medical predictability : Needed SNF care within 30 days

Example:

Admission of ORIF with IDDM for treatment of diabetes, skin care and 
muscle tone. Physician predicts weight-bearing in 5 weeks. After 3 
days resident goes home and returns 5 weeks later

Deferred care not medically predictable

Example:

Resident admitted for skilled rehab post-hospital stay and received 3 
weeks of therapy prior to d/c home. Six weeks later condition 
deteriorates and skilled rehab is again needed. Second stay would 
not be covered as did not meet medical predictability requirements

DEFERRAL OF COVERAGE

Medical predictability : Non-covered stay

Example:

Admission of ORIF who needs help with ADLs however, has no other skilled 
needs. Physician predicts weight-bearing within 5 weeks. Admission does 
not negate covered stay. 

Delay in deferred care

Situations may occur where complications necessitate delayed initiation of 
medically predicted care and treatment.

In these cases, the care may be covered as long as it is begun as soon as 
possible and is still reasonable and necessary for  the treatment of a 
condition for which the resident received inpatient hospital care
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MEDICARE HOSPICE BENEFIT

 Available to Medicare recipients who have been certified by a 
physician to be terminally ill i.e. a life expectancy of 6 months or less

 Care generally provided in the home however, nursing facility 
residents can be eligible for the benefit

 Hospice services cover the following:

 Physician services

 Nursing care (intermittent with 24 hour on call)

 Medical appliances and supplies

 Medications for symptom management and pain relief

 Inpatient and respite care

 Home health aide and homemaker

 PT, OT, ST

 Social services

 Counseling: dietary and spiritual

SNF MEDICARE HOSPICE

General Inpatient Benefit 

(GIP)

 24/7 RN

 Contract relationship between 

SNF and hospice

 Level of care need must meet 

certain MCR criteria

 Short-term benefit (2 weeks)

 Daily supporting 

documentation by hospice

Routine Home Care

 Does not require 24/7 RN

 If resident has both MCR and 

MCD, MCR always primary

 Maine one of few States where 

facility can bill MCD for services 

not covered by hospice

 Hospice bills MCR directly for 

their services

 Most States follow 95% Rule
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SNF MEDICARE HOSPICE

Respite Care

 24/7 RN

 Contractual relationship 

between nursing facility and 

hospice

 Stays should not exceed 5 days

Combined Benefits?

 Can one access a SNF 

Medicare A stay and a 

Medicare Hospice benefit at 

the same time?

 Can one convert from a 

Routine Home Care in the 

nursing facility to a General 

Inpatient status?

DEFINING SKILLED CARE

Rehabilitation:

 Must be directly and specifically related to an active written 

treatment plan designed by the physician after any needed 

consultation with a qualified therapist

 Therapist may develop a suggested plan and initiate 

therapy based on that plan prior to obtaining a physician 

signature

 Signature must be obtained as state requirements dictate

 Signature must be obtained prior to billing
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DEFINING SKILLED CARE

Rehabilitation:

 Must be of a level of complexity that requires the 

judgment, knowledge, and skills of a qualified therapist

 Expected improvement is “reasonable and generally 

predictable” OR

 Services are necessary for establishment of a safe and 

effective maintenance program

 Services must be provided at least 5 days/week

DEFINING SKILLED CARE

Nursing:
 Technical or professional nursing services are needed to 

meet the resident’s medical needs, promote recovery, 
and ensure medical safety

 Aggregate of services i.e. the sum total of unskilled 
services, in light of the resident’s condition, necessitates 
the involvement of technical or professional nursing staff

 Observation and assessment needed when the likelihood 
of an adverse change in the resident’s condition requires 
the technical or professional identification and evaluation

 Resident teaching and training

 Services must be provided daily

 Services must be overseen by a Registered Nurse
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TECHNICAL NURSING SERVICES

 IV

 IM Injections

 IV Feeding

 Enteral feeding 26% 
calories and 501CC 
free liquids

 Naso-pharyngeal and 
tracheotomy aspiration

 Insertion, sterile 
irrigation and 
replacement of 
suprapubic catheters

 Sterile dressings

 Stage 3 or greater 

pressure ulcers

 Rehabilitative nursing

 Initial phases of oxygen 

and bronchodilator 

therapy

 Post-operative 

colostomy care

AGGREGATE OF SERVICES

 An aged gentleman with a history of 
diabetes mellitus and angina is recovering 
from an ORIF. He requires careful skin care, 
oral medications, diabetic diet, therapeutic 
exercise program.

 Resident recovering from pneumonia is 
lethargic, disoriented, has residual chest 
congestion and poor mobility. Physician has 
ordered frequent positioning changes and 
TCDB 
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OBSERVATION AND 

ASSESSMENT

 Resident with CAD and CHF

 Post-op for PVD for open or necrotic areas

 Post-op hip surgery

 Post MI and prior to mobilization

“Reasonable probability” means a potential 
complication or further acute episode is a likely 
possibility

TEACHING AND TRAINING

 Self administration of injectable medications or 

complex range of medications

 Teaching newly diagnosed diabetic

 Self-administration of medical gases

 Care of a recent colostomy

 Self-catheterization

 Use and care of prosthesis or brace
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MEDICAL SOCIAL SERVICES

Medical social services are those social services which 
contribute meaningfully to the treatment of a 
resident’s condition: 

 Assessment of the social and emotional factors 
related to the illness, need for care, response to 
treatment and adjustment to care in the facility

 Actions to obtain case work services to assist in 
resolving problems

 Assessment of home, financial and community 
resources in decision making regarding discharge

PRACTICAL MATTER  

DETERMINATION

Primary considerations are the individual’s physical 

condition and the availability and feasibility of using 

more economical alternatives.

 Are outpatient services available and accessible 

without excessive physical hardship or expense?

 Are capable and willing family available?
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PHYSICIAN CERTIFICATION 

AND RECERTIFICATIONS

Requirement for payment of services

 Timing is critical

 Day of admission

 Day 14 of the stay

 Thirty days from previous certification

Can be early, cannot be late

PHYSICIAN CERTIFICATION AND 

RECERTIFICATIONS

Certification:

 Inpatient SNF care required because of a daily skilled 
need that is related to a hospital stay

OR

 Resident correctly assigned to a qualifying PDPM 
grouper

Recertification: 

 Need arose from condition related to hospital stay or 
which arose during a SNF stay

 Reason for skilled care

 Estimated length of stay

 Plans for home care, if applicable
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PHYSICIAN CERTIFICATION AND 

RECERTIFICATIONS

Signature Requirements:

 Physician responsible for care

 Physician on SNF staff or who is available in emergency 
and has knowledge of the care

 Nurse Practitioner (NP) working in collaboration with a 
physician

 Clinical Nurse Specialist (CNS) working in collaboration 
with a physician

 Physician’s Assistant (PA) working in collaborating with a 
physician

For regulatory purposes, physician must sign first 
certification

BENEFIT MANAGEMENT

Ineffective benefit management will result in 

coverage issues such as poor length of stay 

management, poor quality and ineffective billing.

The following are methods of avoiding these issues:

 Effective screening and assessment

 Interdisciplinary collaboration

 Meaningful and timely documentation
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UTILIZATION REVIEW

Facility must have a process for determining continued 

eligibility, medical necessity, daily service, effective 

supporting documentation and physician orders, 

progress against patient-focused goals, reasonable 

and customary, discharge planning and notification 

when the skilled benefit no longer applies

UR Committee should have access to physician input.

TAKE HEED

 A poor or ineffective benefit management process 

can result in Medicare fraud or abuse

 A poor or ineffective benefit management process 

can result in lack of appropriate denial notification

 Failure to notify at time of determination that skilled 

benefit is no longer appropriate can result in 

significant liability for the facility

27

28



15

COVERAGE NOTIFICATION 

REQUIREMENTS

Advanced Beneficiary 

Notice

Skilled Nursing Facilities 
(SNFs) are required to 
issue a liability notice 
before extended care 
item(s) and/or 
service(s), are initiated, 
reduced or terminated 
and Medicare is not 

expected to pay.
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Expedited Determination 

Process

 As of July 1, 2005, Home Health Agencies (HHAs), Skilled Nursing 
Facilities (SNFs), Comprehensive Outpatient Rehabilitation 
Facilities (CORFs) and Hospices with beneficiaries in Fee-For-
Service Medicare are required to notify beneficiaries of their right 
to a new expedited review process when these providers 
anticipate that Medicare coverage of their services will end.

 HHA, SNF, Hospice, CORF, and swing beds (under instruction) are 
required to provide a Generic Notice to beneficiaries to alert 
them that Medicare covered item(s) and/or service(s) are ending 
and give beneficiaries the opportunity to request an expedited 
determination from a QIO. A Detailed Notice is given when the 
QIO review is requested in order to provide more explanation on 
why coverage is ending.

MDS AND BILLING 
CONSIDERATIONS
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THE “MIDNIGHT RULE”

If a resident is out of the facility over a 
midnight, but for less than 24 hours, and is 
not admitted, the Medicare assessment 
schedule is not restarted. However, there 
are payment implications, since the day 
preceding the midnight on which the 
resident was absent from the facility is not a 
covered Part A day. The Medicare schedule 
must then be adjusted. The Medicare 
schedule is adjusted by skipping the day in 
calculating when the next Medicare 
assessment is due.

CONSOLIDATED BILLING

 Eliminated “unbundling” of Part A stay services

 Requires facilities to bill Medicare for nearly all of 
the Medicare  covered services provided to the 
resident in a Part A stay. Some exclusions apply. 
List of exclusions should be checked periodically 
for updates

 Excluded services are billable to Part B by the 
provider of the service

 Exclusions also apply to some preventative and 
screening services such as flu shots, 
pneumococcal vaccinations, mammograms, etc.
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MEDICARE BILLING FORMAT

 CMS form 1450 – known as 
UB-04

 UB-04 used for billing all 
provider services with 
exception of professional 
component of physician 
services

 All required fields must be 
complete and accurate or 
claim will be denied

DIAGONSIS  PRIORIZATION

 Primary Diagnosis should always be the primary 
reason the patient was admitted to the SNF.

 The primary diagnosis does not have to be the most 
severe or significant diagnosis.

 The primary diagnosis code may or may not be the 
same as the hospital or physician diagnosis code, or 
the same as the “admitting diagnosis”.

 Primary diagnosis may be determined based on 
“follow-up” or “after-care” diagnosis codes.  
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DIAGNOSIS PRIORITIZATION

 Once primary diagnosis has been determined –
code all other diagnoses which have an affect on 
the treatment or length of stay.

 Remove any diagnosis codes once they are no 
longer a consideration or condition for the patient. 

 Do not duplicate the primary diagnosis

ICD-10 CODES

 International Classification of Diseases

 ICD is the global health information standard for 

statistical tracking and trending of morbidity and 

mortality 

 Used in clinical care and research to define diseases 

and study disease patterns, as well as manage health 

care, monitor outcomes and allocate resources 
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HIPPS Codes

Health Insurance Prospective Payment System Rate 
Codes

SNFs are required to report on the claim form the HIPPS code for 
each PPS MDS completed 

The HIPPS code contains five characters:

 First character – PT and OT payment group

 Second character – SLP payment group

 Third character – Nursing payment group

 Fourth character – NTA payment group

 Fifth character – Assessment indicator

MEDICARE REQUESTS AND 

REVIEWS

Additional Documentation Request (ADR)

Comprehensive Error Rate Testing (CERT)

Recovery Audit Contractor (RAC)
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ADRs

More commonly known as “help letters”

Medicare is the 2nd largest data gathering organization 
in the world

Compares claims submission data against known trends

Claims that fall outside an acceptable parameter are 
pended for an ADR

Failure to provide the information results in rejected 
(denied) claim(s)

ADRs

 Only provide what is requested by Medicare.

 Respond within 30 days.

 Attach all documentation to the original request 
letter.

 Keep copy of the submitted documents separate 
from the patient file.

 Watch for payment following review. (AR Staff)
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CERTs

 Improper Payments Act (IPIA) 2002. 

Mandate: “Pay it right.”

 Randomly selects samples of claims and reviews 
claims submitted to Medicare.

 Requests medical records to review payment 
accuracy, and reviews approximately 50,000 claims 
each year.

 When a provider fails to submit the requested 
documentation, treats the claims as an error and 
sends the provider an overpayment letter.

RACs

 Section 302 of the Tax Relief and Health Care Act of 
2006 made the Recovery Audit Program permanent 
and required the Secretary to expand the program 
to all 50 states by no later than 2010

 Estimated to save Medicare Billions

 RAC has 60 days to review record and notify 
provider of outcome

 Providers have 120 days to appeal findings

 Currently, fifty percent of recovered monies come 
from inaccurate coding

 Contractor may receive a percentage of the 
savings – contingency basis.
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MEDICARE APPEALS

 Any service denied by Medicare for medical 
necessity or not being a covered benefit can be 
appealed by the facility or by the resident.

 First level of appeal (Redetermination) – independent 
review done by the FI, carrier or MAC

 120 days to appeal

 No minimum monetary threshold 

 60 days for Contractor to respond

MEDICARE APPEALS

 Second level of appeal (Reconsideration) -
performed by the QIC (Qualified Independent 
Contractor). 

 180 days to appeal

 No monetary minimum

 QIC has 60 days to respond

 Third level of appeal (Administrative Law Judge)

 60 days of reconsideration is at least $140 remains 
in controversy

 Usually issue decision within 90 days of hearing 
request
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MEDICARE APPEALS

 Fourth level of appeal (Medicare Appeals Council)

 60 days of ALJ decision 

 Usually issue decision within 90 days of review 
request

 Fifth level of appeal (Judicial Review US District Court)

 60 days of Medicare Appeals Council review

 Amount in dispute must be at least $1400

REVIEW PREPARATION

 Designate a gate keeper

 Follow the instructions

 Be timely

 Designate a reviewer

 Communicate with AR Specialist in charge of the 

process

 Follow-up

 Conduct analysis of denials
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REVIEWER FUNCTIONS

 Are eligibility 
requirements evident?

 Is the “practical matter” 
requirement met?

 Are all the requested 
elements present?

 Are the certifications and 
recertifications signed 
and timely?

 Does the documentation 
support the service?

 If the skilled service is 
rehab, does the nursing 
documentation support?

 Is the MDS coding 
accurate?

 Was the claim coded 
correctly?

 Is the MDS timely and are 
all signatures as they 
should be?

 Does social service 
documentation address 
resident’s response to 
situation and discharge 
planning?

 Would additional 
information be helpful?

 Is the record neat and 
well organized?

RESOURCES

Medicare Benefit Policy Manual:

Ch. 8: Coverage of Extended Care (SNF) Services Under 

Hospital Insurance 

www.cms.gov/manuals/Downloads/bp102c08.pdf

Ch. 15: Covered Medical and Other Health Services, Sections 

220-230

www.cms.gov/manuals/Downloads/bp102c15.pdf

Ch. 16:  General Exclusions from Coverage 

www.cms.gov/manuals/Downloads/bp102c16.pdf
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RESOURCES

Medicare Learning Network: 

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-
MLN/MLNProducts/index.html?redirect=/MLNProducts/03_WebBasedTr
aining.asp

MSP Fact Sheet for Providers: 

www.cms.gov/mlnproducts/downloads/msp_fact_sheet.pdf

Medicare Claims Processing Manual:

Ch. 6: SNF Inpatient Part A Billing: 

www.cms.gov/manuals/downloads/clm104c06.pdf

Ch 8: Coverage of Extended Care (SNF) Services Under Hospital 
Insurance 

www.cms.gov/manuals/Downloads/bp102c08.pdf

Ch 29:  Appeals of Claims Decisions: 

www.cms.gov/manuals/downloads/clm104c29.pdf
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