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Post Acute Medical Response to Oral Comments Made at Open Hearing Certificate of Need 
Application #680 

PAM Rehabilitation Hospital of Portland  

Tigard, Oregon 

October 14, 2019 
 
 
PAM Rehabilitation Hospital of Portland will be licensed as an acute care hospital. To maintain 
this distinction, throughout this response, the term Inpatient Rehabilitation Hospital (“IRH”) 
refers to both the proposed project and the nature of services it will offer. 
 
Dr. Kathryn Kolonic: CMO of Marquis Companies 
 
Marquis Comment – Marquis’ facilities “provide therapy services every day.”  Its average is “2-
plus hours, 6 or 7 days a week.” (Recording 00:25:57-0026:03). 
 
PAM’s Response – For therapy services, PAM’s minimum is 3 hours per day, which is greater 
than those provided at Marquis facilities, and Marquis’ testimony suggests that Marquis 
provides more therapy than most SNFs provide. In addition, for patients to qualify for 
treatment in a rehabilitation hospital, they must require at least two therapy disciplines (PT, 
OT, SLP, and/or Prosthetics/Orthotics), demonstrating not only a complex medical patient but 
one that has complex therapy needs and requires intense therapy services.  
 
A key concept to keep in mind is that PAM’s Rehabilitation Hospitals are a hospital level of care, 
rather than a skilled nursing level of care, which means that, like other IRHs, PAM provides 
more than rehabilitation/therapy services. PAM has 24/7 physician and nursing coverage, 
respiratory therapy, and in-house pharmacy to meet the medical needs of the patients in our 
hospitals, services that SNFs including Marquis do not provide. 
 
Marquis Comment – “We offer our therapy patients significant provider resources including 
seven to nine physical therapists, occupational therapists, speech therapists, and assistants in 
each building daily.” (Recording 00:26:26-00:26:33). 
 
PAM’s Response – PAM’s 50-bed rehabilitation hospitals are staffed with 24 therapists 
(comprised of physical, occupational, and speech therapy), compared to the 7-9 therapy staff at 
a Marquis facility. 
 
Marquis Comment – Outcomes at Marquis are better than the SNF national averages with a 
discharge to community rate of 65% compared to national SNF average of 49% and a re-
admission rate of 17% with a within facility rate of 12% compared to a state average of 21.4% 
and national average of 22.24%.“We also measure functional improvement in all our patients 
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that receive rehab services.” Marquis’ facilities “show an average of 34.16 gain.”  (Recording 
00:27:38-27:57). 
 
PAM’s Response – This demonstrates the significant difference between a SNF and an IRH. 
PAM’s quality data shows a higher percentage discharge home, a lower percentage of persons 
readmitted to a general acute hospital before discharge, and a lower 30-day readmission rate 
after discharge. The functional gain reported by Dr. Kolonic is a on a different functional scale 
than that which CMS required inpatient rehabilitation hospitals to use. These data therefore do 
not reflect a comparison between SNFs and IRHs, because the two scales measure different 
items and have different numeric values. While we commend what Marquis says about its 
performance in comparison to other SNFs, it is clear from national data that quality and 
outcomes in these areas are significantly better in an inpatient rehabilitation hospital versus a 
skilled nursing facility. 
 
Marquis Comment – “We currently employ three physicians and eleven nurse practitioners and 
physician assistants in our facilities on a daily basis.” (Recording 00:28:24-00:28:27). 
 
PAM’s Response – Three physicians and eleven NPs/PAs over 10 facilities and 705 beds is 
significantly less medical coverage than what PAM provides in one hospital. At PAM, each 
hospital (with an average size of 40 beds) has a Physical Medicine and Rehabilitation physician 
and an Internal Medicine physician that sees each patient daily. In addition to that minimum 
expectation, we have medical staffs credentialed for our rehabilitation hospitals that average 
128 physicians per hospital across a variety of specialties, such as orthopedic, neurology, 
pulmonology, and neuro-psychiatry, to provide necessary medical care to our patients during 
their rehabilitation stay. 
 
Marquis Comment – “[T]he types of patients that were discussed earlier, this feels exactly like 
the kinds of patients that I see in our facilities every day in terms of diagnoses and the level of 
illness.”  (Recording 0028:42-00:28:51). 
 
PAM’s Response – Regardless of where patients go when discharged from a critical care 
hospital, the types of patients requiring post-acute care are going to be similar from a 
diagnostic perspective. It is their residual deficits, impairments, and medical co-morbidities that 
determine whether they should go to an IRH, to a SNF, or home. For example, a stroke patient 
with zero co-morbidities and no residual deficits that admits to a hospital within a short enough 
timeframe to receive tissue plasminogen activator (“tPA”) and breakdown of the blood clot may 
not need any inpatient post-acute care. However, a similar stroke patient that did not timely 
receive tPA and that has uncontrolled diabetes, a left hemi-paresis, peripheral vascular disease, 
high blood pressure, and/or functional deficits requiring a minimum of two therapies, is best 
treated in acute inpatient rehabilitation. The third example, appropriate for recovery in a skilled 
nursing facility, is a stroke patient that is medically stable, but has functional deficits and is not 
safe to return home. All three examples include the diagnosis of “stroke” but present very 
differently and therefore require different services/level of care. 
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Questions by OHA for Marquis: 
 

Question: What are your criteria for acceptance or non-acceptance? 
 
Dr. Kolonic’s Response: It depends on what we have going on in the building and 
the acuity of the patient’s need.  
 
Question: So, you don’t have standard criteria? 
 
Dr. Kolonic’s Response: No, I think it’s just mostly on an individual basis.  
 

(Recording 00:29:59-00:30:04; Recording 00:30:33-00:30:35). 
 
PAM’s Response – Unlike Marquis and other SNFs, which do not operate under any defined 
acceptance criteria, PAM adheres to Medicare criteria for acute inpatient rehabilitation 
hospitals. These are set forth in the Medicare Benefit Policy Manual which define patients who: 
 

• Need Close Medical Supervision 
• Need 24/7 nursing 
• Have therapy needs requiring a minimum of two therapies (PT, OT, SLP, and/or 

Prosthetics/Orthotics) and one of which has to be PT or OT 
• Have the ability to tolerate a minimum of three hours of therapy, five days a week 
• Demonstrate the ability to make practical and significant improvement 
• Have the goal to discharge home 

 
Our clinical navigators conduct a pre-admission screening assessment on every referral to our 
inpatient rehabilitation hospitals. The assessment is very detailed clinically and outlines the 
patient’s medical conditions, past medical history, functional abilities and deficits, and 
justification criteria supporting the above bullet points that is reviewed and approved, prior to 
admission, by a rehabilitation physician. This is a standard process for acceptance or non-
acceptance into our rehabilitation hospitals. PAM hospitals admit patients on the basis of strict 
clinical criteria; not on a “case by case” basis depending on “what we have going on in the 
building.” 
 
The attached direct quotes from the Medicare Benefits Policy Manual Chapter 8 Coverage of 
Extended Care (SNF) Services. Please refer to Attachment 1 for full pages. This attachment 
shows that SNF level care is intended to continue care started in the hospital. It has a general 
focus, unlike the specific clinical protocol focus of an IRH: 
 

• “A person who develops a complication that would require rehabilitation of more than 
30 days is not covered for SNF, unless the person is readmitted to the hospital for at 
least 3 days. (20.2.2) 
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• “In determining the type of case that this exception1 is designed to address, it is 
necessary to recognize the intent of the extended care benefit. The extended care 
benefit covers relatively short-term care when a patient requires skilled nursing or 
skilled rehabilitation services as a continuation of treatment begun in the hospital. The 
requirement that covered extended care services be provided in a SNF within 30 days 
after hospital discharge is one of the means of assuring that the SNF care is related to 
the prior hospital care.” (20.2.2.1) 

• Care in a SNF is covered if all of the following four factors are met: 
 

o “The patient requires skilled nursing services or skilled rehabilitation services, 
i.e., services that must be performed by or under the supervision of professional 
or technical personnel (see §§30.2 - 30.4); are ordered by a physician and the 
services are rendered for a condition for which the patient received inpatient 
hospital services or for a condition that arose while receiving care in a SNF for a 
condition for which he received inpatient hospital services”; 
 

o “The patient requires these skilled services on a daily basis” (see §30.6); and 
 

o “As a practical matter, considering economy and efficiency, the daily skilled 
services can be provided only on an inpatient basis in a SNF.” (See §30.7.) 
 

o “The services delivered are reasonable and necessary for the treatment of a 
patient’s illness or injury, i.e., are consistent with the nature and severity of the 
individual’s illness or injury, the individual’s particular medical needs, and 
accepted standards of medical practice. The services must also be reasonable in 
terms of duration and quantity.” (30) 

 
“If a beneficiary who has been in a covered Part A stay requires readmission to a 
hospital, and subsequently returns directly to the SNF for continuing care, there is a 
presumption that he or she meets the level of care criteria upon readmission to the SNF 
when correctly assigned one of the case-mix classifiers that CMS designates for this 
purpose as representing the required level of care. A new Medicare 5-day assessment is 
required and the presumption of coverage lasts through the assessment reference date 
of that assessment, which must occur no later than the eighth day of the stay.” (30.1) 

 
 
  

 
1 Reference to 20.2.2 Medical Appropriateness Exception for admissions occurring at a time other than immediately 
upon hospital discharge. Attachment 1 
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Legacy (RIO) 
 
Legacy’s Comment – “We also serve the same types of patients that PAM serves, but we also 
serve ventilator patients as well as burn patients.”  (Recording 00:33:01-00:33:18). 
 
PAM’s Response – PAM’s slide describing the types of patients seen in its rehabilitation 
hospitals was not an all-inclusive set of diagnoses served, but reflects the common types of 
patients PAM treats. PAM also accepts patients on a ventilator, burn patients, and others 
requiring and meeting the acute inpatient rehabilitation criteria, which are not based on 
diagnosis alone. 
 
Legacy’s Comment – “Consistent with Oregon Administrative Rule 333 Division 590 Section 
0040, the program has a long and consistent history of requiring applicants to demonstrate a 
numeric need for acute care beds before specialty beds can be added.”  (Recording 00:33:56-
00:34:14). 
 
PAM’s Response – OAR 333-590-0040 applies to demonstrating need for acute care beds in 
existing hospitals, not to demonstrating need for new hospitals, which is governed by OAR 333-
590-0050. 
 
That having been said, we did the analysis of acute care beds – see application Section B. Table 
14 on page 33 shows an acute care bed deficit during the first three project years. Regardless of 
the methodology used, the acute bed deficit exceeds the number of beds proposed for PAM 
Rehabilitation Hospital at Portland.  
 
Legacy’s Comment – “The current occupancy rate does not support the expansion of existing 
rehabilitation facilities at this time. The rule states a maximum of 7 beds per 100,000. Oregon 
has the lowest overall acute care beds per 1,000 residents, tied at 50th in the nation with 
Washington state at 1.7 per 1,000 population.” (Recording 00:34:56-00:35:20).  

PAM’s Response – Legacy’s comment confuses the Oregon Comprehensive Inpatient 
Rehabilitation Facility (“CIRF”) standard for rehabilitation beds with Oregon’s available acute 
care beds. It is true that OAR 333-645-0030 sets 7 beds in 100,000 general population as a 
standard, but it is not absolute and Oregon’s number of acute care beds per 1,000 residents 
does not relate to that standard. The regulation specifically provides in subsection (1)(b) that 
adjustments to this standard can be made for a specialty rehabilitation services where the 
application demonstrates need, specifically noting that a unit specializing in strokes one of 
PAM’s anticipated patient populations is an example of the kind of group to which those 
adjusted standards may be applied.    
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Being last in the nation in access to IRH treatment is hardly an attractive argument for 
preserving that situation. Oregon's health care market long has driven for efficiency through 
managed care, and much of that effort has been positive, such as the innovation of 
Coordinated Care Organizations. But efficiency for its own sake, without due consideration of 
patient needs and evolving medical outcomes evidence, can become de facto denial of the 
evidence-based care that Oregon public policy long has encouraged. In PAM’s proposed service 
area, as the evidence shows, lack of specialized IRH beds effectively denies specialized 
rehabilitation care to all but a fraction of those who likely would benefit from it. 

As illustrated in Attachment 2 and the following charts, some parts of Oregon have high IRH use 
rates. In fact, closer examination shows that the Salem Health and St. Charles Health IRHs have 
higher use rates and the communities around them have higher CIRF use rates. Data are from 
OHA all-payer hospital database. See Charts below. Both St. Charles Health and Salem Health 
have expanded their IRH facilities and moved programs into separate buildings on their 
campuses. Like PAM, St. Charles Health and Salem Health appear to realize the separate and 
distinct needs of the acute IRH patient. As illustrated below, though supply of beds is important 
to assure access, utilization data suggest that the IRH service program plays a critical role in 
patient and physician decision to admit to IRH care. 
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Data in Attachment 2 and Appendix F of the PAM application 
 
Legacy’s Comment – “According to a March 2018 American Hospital Association fact sheet, 
inpatient rehabilitation facilities have faced significant scrutiny from Congress and CMS in 
recent years, which has led to multiple interventions including strict criteria for IRF patients, 
multiple payment cuts, and other policy restrictions. Collectively these interventions have 
reshaped the population treated by IRFs by dramatically reducing the overall volume and 
steadily increasing the medical complexity of IRF patients.” (Recording 00:35:38-00:36:09). 
 
PAM’s Response – The fact sheet actually was published on February 23, 2015, in response to 
President Obama’s FY 16 budget proposals. In addition, Mr. Greenman failed to note the 
remaining information in the fact sheet, which was an advocacy effort supporting IRH level of 
care and demonstrating the importance of Acute Inpatient Rehabilitation versus Skilled Nursing 
Facilities. The complete article, which we commend to OHA’s consideration, can be found in 
online at https://www.aha.org/system/files/2018-03/fs-rehab.pdf. 
 
Legacy’s Comment – “Collectively, Legacy Health serves 750 patients a day on average. Its 
average daily census at RIO is 25 patients, although it has 36 beds. This census has remained 
the same for a decade, but the Average Length of Stay has decreased at RIO from 23 days to a 
length of stay of 13.6.” (Recording 00:37:21-00:37:49). 
 
PAM’s Response – Given the size of Legacy and the volumes in its health system, PAM suspects 
that there are patients in need of acute inpatient rehabilitation services that are not now 
getting access to the care they need, although PAM has of course no insight into how Legacy 
triages its patients. In eRehabData, a national provider database for acute inpatient 
rehabilitation hospitals, the average length of stay in 2009 (a decade ago) was 13.89.  The 2019 
average length of stay is 14.20. These data are not consistent with the occupancy deficits noted 
by RIO.  
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PAM has seen no decline in admissions or decline in the need for inpatient rehabilitation. PAM 
provides rehabilitation services that meet medical necessity criteria, versus admitting to the 
inpatient “60% rule” (a regulatory rule that was created in the 1980s to define an inpatient 
rehabilitation setting). When you operate a hospital in response to medical necessity, given the 
aging population and medical/rehabilitation needs that exist, the need for acute inpatient 
rehabilitation remains and will continue to grow with an aging population. The slight increase in 
length of stay observed from 2009 to 2019 is purely a reflection of acuity of patients served. 
Volume of patients in need of these services has and will continue to grow as the service area 
population grows and requires medical and rehabilitation services.  
 
Legacy’s Comment – “The payers in our markets are not always willing to actually approve 
rehab services. So that’s the difference in our market than any other market is getting patients 
approved.” (Recording 00:38:22-00:38:34). 
 
PAM’s Response – This market is no different from any other market in which PAM operates in 
terms of potential payor acceptance of cost-effective patient treatment. PAM satisfied itself 
that there is payor interest when it spoke to third party payers during the application process. 
PAM routinely faces payor challenges across a variety of markets where the need for Acute 
Inpatient Rehabilitation versus a less costly setting are in question.  
 
PAM has a strong clinical navigator team and a protocol to advocate for patients in need of 
rehabilitation through a diligent appeals and peer review process, and its model of being a 
stand-alone IRH rather than being identified with a particular hospital system has promoted 
acceptance both with payors and with referrals. Our success rate in overturning third party 
payor denials to rehab is high and the outcomes help support our efforts, and ultimately PAM 
has been successful in gaining “buy in” from payors on acceptance to our programs.  
 
Gwen Dayton representing the OHCA: 
 
OHCA Comment – “OHCA members provide a high level of therapy services in these nursing 
facilities.” (Recording 00:43:14-00:43:17). 
 
PAM’s Response – PAM provides a higher level of therapy services than does any Skilled Nursing 
Facility, combined with 24/7 physician, in-house pharmacy, and 24/7 nursing services with an 
average medical staff of 128 physicians for each hospital. We provide a hospital level of care, 
which cannot fairly be compared to skilled nursing facilities. 
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OHCA Comment – Oregon is “different.”  (Recording 00:43:26). 

PAM’s Response – We have heard this argument in many other states. States are different from 
each other only from a regulatory and licensure perspective. The needs of patients do not 
change from one state to another. If someone has a stroke in Oregon as compared to Nevada, 
the patient’s need for services will not vary by geography. The fact that Oregon does not 
provide IRH services at a level comparable with the remainder of the country results in 
individuals seeking such care outside of Oregon, as one witness’s testimony reflected, or 
seeking care in a non-specialized setting likely to produce less than desirable quality outcomes 
and ultimately a potentially lower quality of life. The whole point of IRH is to help patients 
recover to a level that allows them to return to home and as normal of a daily life as possible, 
and thus prevent what otherwise would be premature admissions to IRHs and SNFs. 

PAM completely agrees with and supports the state's policy under 410.020.  For example, ORS 
410.020(1) states that Oregon must “coordinate the effective and efficient provision of 
community services to older citizens and citizens with disabilities so that the services will be 
readily available to the greatest number over the widest geographic area ….” Among the tools 
to provide “effective and efficient … services” to Oregon’s citizens is to have the right level of 
care for each patient readily available in Oregon, making decisions like the one before OHA on 
PAM’s application in a patient-focused manner, not in a manner that gives undue weight to the 
concerns of existing providers of services that could most appropriately be complemented by 
that which PAM offers. 

OHCA’s Comment – “Our nursing facilities tend to care for higher acuity residents than they do 
nationally. That is part of the reason we have much shorter stays. We are not like nursing 
facilities in other states and should not be viewed in the same way.” (Recording 00:43:47-
00:44:17).” 
 
PAM’s Response – Higher-acuity patients generate longer lengths of stay, not shorter, whether 
in an IRH or in a SNF, so OHCA’s comment on that topic does not reflect the reality of medical 
acuity. Comparing Oregon SNF data to other skilled nursing facilities’ data proves nothing 
relevant to this proceeding. When you compare SNF data, either from Marquis or other OHCA 
member facilities or SNF national data, to data from IRHs, acute inpatient rehabilitation hospital 
outcomes are better for patients. 
 
OHCA’s Comment – In OHCA’s written testimony, there is “evidence that payments to inpatient 
rehabilitation facilities are far higher than they are for those services in nursing facilities.” 
(Recording 00:45:17-00:45:32). 
 
PAM’s Response – Although the cost of care, on a per diem basis, can be higher in an inpatient 
rehabilitation hospital compared to a skilled nursing facility, that reflects the higher level of 
care, which generally results in shorter stays with better outcomes. IRHs generally compare 
favorably to SNFs on a cost per episode basis, which from the standpoint both of the patient 
and of society is a better measure than cost per diem. 
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Per page 70 of PAM’s application, using 2016 Medicare rates: 
• Medicare payment for an Ultra High Therapy patient in an SNF was $932 per day 

o At an ALOS of 13 days the Medicare cost per admission would be $12,116 
o At an ALOS of 23 days the Medicare cost per admission would be $28,892 

• Medicare payment for an orthopedic inpatient rehabilitation admission was 
$10,810. 

 
OHCA Comment – “As recently as 2019, Med PAC issued a report indicating that IRFs, inpatient 
rehab facilities, are paid too much, they are paid too highly, and those reimbursements in fact 
should be reduced. We also -- and this is a significant concern to all of us who represent 
providers. The Office of Inspector General in 2018 indicated that -- let me get this right -- 85 
percent of all inpatient rehab facility payments that they audited were unnecessary and 
unreasonable. So, the payments are excessive for the same services that we provide -- or the 
similar services that we provide, and a vast majority of them were deemed to be unnecessary.”  
(Recording 00:45:32-46:13). 
 
PAM’s Response – This is not a fair characterization of the OIG’s position, and ignores similar 
statements made by the OIG with respect to SNF payments. Ms. Dayton’s references are highly 
misleading, casting aspersions upon an entire sector of health care that happens to compete in 
some respects with OHCA’s members. Ms. Dayton’s comments do not fairly characterize either 
the Medpac or OIG reports, and to understand what these statements mean requires a deeper 
dive than OHCA did in attempting to smear the entire IRH industry with one-line comments. 
 
The Medpac report, as you may know, is an annual report to Congress with recommendations 
on health care paid for by Medicare. Contrary to the implication of Ms. Dayton’s remarks, 
Medpac’s report chapter on Inpatient Rehabilitation Facilities– like other provider types – is a 
technical analysis of payment rates and makes, as one would expect of body charged with 
stewardship of Medicare dollars, recommendations to modify payments. Medpac did 
recommend a 5 percent overall reduction in payment rates, but within a context favorable to 
freestanding hospitals, which is exactly what PAM proposes to build in Tigard: 

 
“Growth in IRFs’ costs historically have been low. From 2009 to 2015, the 
cumulative growth in cost per discharge was 8.4 percent, well below the 13.5 
percent increase in the market basket for IRFs over the period. In 2016, per case 
cost growth (3.6 percent in aggregate) exceeded payment growth (2.9 percent in 
aggregate) for the first time since 2008. In 2017, however, per case payments 
again grew faster than costs (3.4 percent compared with 2.8 percent), resulting 
in an aggregate IRF margin of 13.8 percent. In 2018 to 2019, we anticipate costs 
in IRFs will grow faster than payments since updates in those years were 
constrained to 1.0 percent and 1.35 percent, respectively. For 2019, we project 
an aggregate Medicare margin of 11.6 percent.  
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“This year, the Commission for the first time examined the financial performance 
of relatively efficient IRFs. Our analysis found that relatively efficient IRFs 
performed better on quality metrics and had costs 18 percent lower than other 
IRFs. Relatively efficient IRFs were on average larger and had higher occupancy 
rates, contributing to greater economies of scale and lower costs. Freestanding 
and for-profit facilities were more likely to be in the relatively efficient group.  
 
“On the basis of these factors, the Commission recommends a 5 percent 
reduction to the IRF payment rate for fiscal year 2020. In addition, the 
Commission reiterates its March 2016 recommendations that (1) the high-cost 
outlier pool be expanded to further redistribute payments in the IRF payment 
system and reduce the impact of misalignments between IRF payments and 
costs and (2) the Secretary conduct focused medical record review of IRFs that 
have unusual patterns of case mix and coding and conduct other research 
necessary to improve the accuracy of payments and protect program integrity 
and coding and conduct other research necessary to improve the accuracy of 
payments and protect program integrity.” 

 
Source: Medpac Report to Congress: Medicare Payment Policy, March 2019, Chapter 10, p. 253. 
Provided to OHA as Attachment 3 to this comment letter (emphasis added). 

 
In Chapter 8 of the same report, Medpac makes recommendations about Skilled Nursing 
Facility payments, as well as observations about the effects of SNF payment formula changes 
that took effect Oct. 1, 2019. Medpac observes that the level of SNF payments “remains too 
high” and recommends that SNF payment rates not be “updated,” i.e. increased, for FY2020. 
Medpac also makes important observations about changes in payments for complex patients, 
which also were noted in PAM’s comments on Oct. 14: 
 

“The Commission recommends that the Secretary proceed with revising the SNF 
PPS and annually recalibrate the relative weights of the case-mix groups to keep 
payments aligned with the costs of care. The implementation of a revised SNF 
PPS will increase the equity of Medicare’s payments across different conditions 
and narrow the disparities in financial performance across SNFs. The redesigned 
PPS is likely to alter the mix of cases treated in SNFs, providers’ cost structures, 
and the relative costs of different types of stays. To keep costs and payments 
aligned across types of cases, CMS will need to regularly recalibrate the relative 
weights of the new case-mix groups.  
 
“The level of [SNF] payments continue to be well above the cost to treat 
Medicare beneficiaries. Several factors indicate that the aggregate level of 
Medicare’s payments remains too high ….  
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“Considering these factors, the Commission recommends that the Congress 
eliminate the fiscal year 2020 update to the Medicare base rates. While the level 
of payments indicates a reduction to payments is needed to more closely align 
aggregate payments and costs, the SNF industry is likely to undergo considerable 
changes as it adjusts to the redesigned PPS.” 
 
Source: Medpac Report to Congress: Medicare Payment Policy, Chapter 8, March 2019, p. 195. Provided to 
OHA as Attachment 4 to this comment letter (emphasis added). 

 
Ms. Dayton’s characterization of the Office of Inspector General report of September 2018 
similarly was misleading.  
 
The focus of the OIG’s September 2018 report was on the documentation required to 
substantiate claims, part of its ongoing effort to improve Medicare payment systems, not on 
clinical criteria. Where the OIG found documentation deficiencies, its report says, “… we were 
unable to determine that IRF care for those 175 stays was reasonable and necessary.” Not 
knowing is very different from OHCA’s broad assertion that claims were “unnecessary and 
unreasonable.” Please Refer to Attachment 5 for a summary of this OIG report.  
 
In this context, it is important to note that Medicare documentation requirements are 
stringent, and unintentional administrative errors can result in initial payment denials. For 
example, Medicare rules require physician documentation of clinical need within 24 hours of 
admission; if that documentation is done at 25 hours even though a patient assessment is done 
at seven hours, for example, payment may be denied. In the normal course of business, such 
process and clerical errors may occur; upon appeal, however, such denials often are overturned 
upon finding of clinical need.  
 
The OIG included in its recommendations the need for better education of billing personnel at 
provider organizations, as well as a pilot project for pre-admission authorization of admissions, 
as most Medicare Advantage plans require. 
    
It also is important to note that the 2018 OIG report examined Medicare Part A fee-for-service 
payments, which the OIG notes during the audit period were not subject to subject to pre-
admission review. PAM views pre-admission assessment by medical personnel as essential to 
ensure that patients admitted to its facilities truly need inpatient, medically supervised 
rehabilitative care. PAM tracks all referrals, including those that are not accepted to our 
rehabilitation hospitals. From 10/1/18-9/30/19, 15 percent of the patients referred to our 
rehabilitation hospital did not meet criteria for acceptance into our program. This demonstrates 
our diligence in assessing and applying criteria for acceptance into our programs. In addition, 
when patients do not meet criteria, they are often referred to a skilled nursing facility. 
 
PAM’s processes – consistent with the recommendations made by the OIG -- include 
mandatory pre-admission clinical qualification review, regardless of payment source. In 
addition, PAM’s policies and procedures call for post-admission clinical review of patient need 
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to remain in its hospitals, and when patients are found ready for discharge they are discharged 
to their homes or the next appropriate point of care – all in close coordination with the 
patients’ physicians. 
 
Furthermore, IRHs are not, as Ms. Dayton’s comments imply, under special CMS scrutiny 
compared to other elements of the health care delivery system. In February of 2019, the CMS 
OIG released a report on SNF admissions, “CMS Improperly Paid Millions of Dollars for Skilled 
Nursing Facility Services When the Medicare Three-Day Inpatient Hospital Stay Requirement 
Was Not Met.” Please Refer to Attachment 5. The focus of this OIG report, like its report on IRH 
admissions, was on documentation: “We attribute the improper payments to the absence of a 
coordinated notification mechanism among the hospitals, beneficiaries, and SNFs to ensure 
compliance with the 3-day rule. We noted that hospitals did not always provide correct 
inpatient stay information to SNFs, and SNFs knowingly or unknowingly reported erroneous 
hospital stay information on their Medicare claims to meet the 3-day rule.” Unfortunately, CMS 
rejected the OIG’s process improvement “recommendations related to a coordinated 
notification mechanism among hospitals, beneficiaries, and SNFs. Without a coordinated 
notification mechanism, CMS will continue to make improper payments when the 3-day rule is 
not met.” 
 
PAM does not allege that Oregon SNFs systematically admit patients who have not met the 
three-day requirement. However, it is worth noting that PAM’s admissions and discharge 
processes involve extensive coordination with referring general acute care hospitals, our 
patients’ physicians, and their families, precisely to ensure that patients get the right level of 
care in the right venue and in a timely manner. 
 
PAM ensures that all of CMS’s documentation requirements are met and that the patient meets 
medical necessity through PAM’s required pre-admission screening assessment, review of the 
assessment and compliance of the required staff, sign/date/time, and physician approval prior 
to admission. PAM has dedicated individuals in each of its rehabilitation hospitals who track 
adherence to the timelines and specified requirements throughout the patient stay. This not 
only meets the outlined requirements in the Medicare Beneficiary Policy Manual, but it 
demonstrates PAM’s commitment to ensuring patients meet criteria, from pre-admission 
assessment through discharge. 
 
OHCA Comment – “So, the payments are excessive for the same services that we provide---or 
the similar services that we provide.” (Recording 00:46:01-00:46:09). 
 
PAM’s Response – No, the payments to IRHs do not reflect the same or similar services 
provided by SNFs. IRHs provide a hospital level of care, a different product than nursing and 
therapy services. 
 
OHCA Comment – “We’re also concerned that the entry of these facilities into this marketplace, 
given that many of these services are already provided, will be highly disruptive.” (Recording 
00:46:22-00:46:32). 
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PAM’s Response – PAM entered a very similar market in Dover, Delaware, earlier this year. 
Delaware is a CON state and was similar to Portland, Oregon, in rankings on the low utilization 
of IRH beds. PAM opened a 34-bed rehabilitation hospital in February of this year, which was 
full within a month and has had a waiting list since. In addition, a skilled nursing facility opened 
in the area around the same time. PAM has never come into a market and precipitated the 
closure of any skilled nursing facility. PAM works collaboratively with SNFs to coordinate patient 
care across the continuum, focusing on the patient. 
 
OHCA Comment – “We note that in the PAM application they indicate that they are going to 
accept approximately 2% Medicaid.” (Recording 00:46:32-00:46:36). 
 
PAM Response – That is not an accurate statement characterization of what PAM said in its 
application, which is that PAM anticipates admitting 2% Medicaid patients and 3-5% Medicaid 
Managed Care patients, since the Managed Care penetration is higher in the state of Oregon. 
To the extent this one-liner comment intended to suggest that PAM has a policy or practice of 
declining Medicaid admissions, to the detriment of SNFs, the comment is erroneous and 
misleading. When patients are dual eligible -- have both Medicare and Medicaid coverage -- 
Medicare by federal law is the primary payer and Medicaid is the secondary payer. Hence, the 
patient is recorded as a Medicare patient.  
 
PAM’s patient population is typically discharged from a critical care hospital before Medicaid 
kicks in from the “spend-down” phenomenon. In a skilled nursing facility, the patient often 
exhausts Medicare benefits, and eventually Medicaid becomes the primary payer and they 
transition to long-term care. Given the large population over age 65 in an IRH, the percentage 
reflects as a large percentage Medicare coverage of the inpatient stay versus what happens 
when a similar patient is in a skilled nursing facility.  
 
OHCA Comment – “[W]e also, I would say, have some concern that just because of the lack of 
support in the community for an inpatient rehab facility, the payer mix, the contracts with 
Medicare Advantage payers---you know, we may well just see a lack of success.” (Recording 
00:47:33-00:47:55). 
 
PAM’s Response – PAM does not have “lack of support in the community.” In fact, there were 
more community supporters in the hearing audience than opposers. The payer mix, like we’ve 
predicted, is analogous to that in PAM’s rehabilitation operations in other markets. PAM 
wouldn’t be putting forth this effort if it didn’t believe strongly that it will prove to be successful 
for the patients in need of acute inpatient rehabilitation services in Oregon. 
 
OHCA’s Comment – In the Indiana Business Journal there was an article that states PAM “just 
closed down two long-term care hospitals in Corpus Christi. And they have an application for an 
inpatient rehab facility in an Indiana community that’s being viewed with some concern.”  
(Recording 00:47:58-00:48:19). 
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PAM’s Response – Whether intentional or not, these are additional one-line misrepresentations 
of the facts. With respect to Corpus Christi, PAM closed one hospital in that city, not two. The 
closing of this hospital was not for lack of need for beds; it was closed to combine its services 
into a brand new post-acute hospital opened there to offer a combination of acute inpatient 
rehabilitation and long-term acute care hospital beds to better serve patient needs in the 
Corpus Christi community. With respect to Indiana, PAM has no idea what OHCA is trying to 
communicate about someone’s “concern,” but there is no application pending from PAM. 
Indiana does not issue certificates of need for inpatient rehabilitation hospitals, but recently did 
institute a certificate of need process for skilled nursing facilities (again emphasizing that these 
are separate markets). 
 
OHCA’s Comment – “[W]e do provide heavy and significant therapy services. So, nursing 
facilities must be counted when you’re assessing whether there is the need for these services in 
this service area.”  (Recording 00:48:28-00:48:41). 
 
PAM’s Response – Again, PAM is applying not to build a SNF, but to provide a different service 
level – a free-standing acute care rehabilitation hospital to serve a need that is currently unmet 
in this service area and that cannot be met by SNFs. 
 
Under OAR 333-590-0010(1), “acute inpatient care” is specifically defined to exclude “skilled 
nursing facility, intermediate care facility, long-term care or supportive routine case for chronic 
disease or disability, convalescent care, or rest cures.” Under OAR 333-590-0010(3), “acute 
inpatient bed capacity” means “any space which could be made readily available for use as an 
acute inpatient bed.” OAR 333-590-0050 defines the methodology for determining need for 
general “acute inpatient beds,” which therefore excludes SNF beds in that calculation. OAR 333-
645-0030(4) provides that bed need calculation is to be consistent, where applicable, with the 
methods and principles established in OAR 333-590-0030 through 333-590-0060, obviously 
including OAR 333-0590-0050. Thus, when OHA calculates bed need for CIRFs, SNF beds are to 
be excluded by the express terms of the applicable regulations, contrary to OHCA’s position.  
 
Dr. Lawlor, Legacy: 
 
Lawler Comment – “Shortly after I left my training at Stanford, the inpatient unit at Stanford 
closed, and that was really because there were an excess number of beds in the region.”  
(Recording 00:50:32-00:50:44). 
 
PAM Response – Dr. Lawler left California and became licensed in Oregon in approximately 
1997. See Oregon Medical Board license verification report attached as Attachment 6.  
 
She furthermore seems to have no direct operational knowledge of the Stanford situation. PAM 
understands that Stanford around that time replaced its IRH with beds at another location, 
making room to expand its general acute care hospital. While PAM has not been able to locate 
contemporaneous documentation of these events, today the Santa Clara Valley Medical 
Center’s inpatient rehabilitation facility, located in nearby San Jose, is affiliated with the 
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Stanford University School of Medicine.2 In addition, Stanford operates a small IRH on its own 
campus. 
 
But what happened in the 1990s Bay Area market hardly is relevant to the application before 
the Oregon Health Authority. OHA’s task is to determine whether PAM’s application meets a 
current or foreseeable bed need in Oregon in and through the 2020s. 

OHA Questions: 

OHA Question – Matt Gilman asked all to describe deployment of innovative equipment. 

PAM Response – PAM’S additional information in follow-up to this question- Since 2017, each 
of our new hospitals includes the following base package of state-of-the-art rehabilitation 
technology: 

• LiteGait- A body weight support treadmill system that is designed to off-load all or a 
percentage of weight through the limbs to begin ambulation. This device works over a 
treadmill or on-ground to assist patients with walking. 

• Monitored Rehab (MR) Cube- a rehab training tool that can be used stand-alone or 
interfaced to any piece of rehab equipment to assess and improve neuromuscular 
development. This is a full-body device used by physical or occupational therapists. 

• Vital Stimulation- Neuromuscular electrical stimulation for individuals with swallowing 
deficits (speech therapy). 

• Korebalance system- Uses the latest in virtual and interactive technology for balance 
assessment and training 

• Lower Extremity Bioness- Neuromuscular electrical stimulation to assist with foot drop 
and re-educate and improve muscle function for ambulation 

• InMotion Arm- Upper extremity robotic device for improving arm and hand function  

• Exoskeleton- Lower extremity robotic device  

When we build a new hospital, PAM assesses and modifies our core list, including additional 
equipment based on local market needs.  In addition, we continually assess our older 
hospitals and upgrade with the above equipment, based on the patient population and 
market needs. 

 
2 Ten Reasons to Choose SCVMC, Rehabilitation (2019). Santa Clara Valley Medical Center. Retrieved from 
https://www.scvmc.org/health-care-services/Rehabilitation/Pages/10-Reasons-to-Choose-SCVMC.aspx 

https://www.scvmc.org/health-care-services/Rehabilitation/Pages/10-Reasons-to-Choose-SCVMC.aspx
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OHA Question – Ms. Kilmurray (Legacy RIO) says: "[Stroke patients] get well. They don't actually 
need rehab." (Recording 01:03:32-01:03:35). 

PAM Response – It is correct that not all stroke patients need or benefit from inpatient 
rehabilitation.  But for those who do, IRH-level services make a tangible difference in a patient's 
recovery, jump-starting what can be a very long road back to pre-stroke level of function, or as 
close to that as a patient can get. For those who need it, it is the difference between pre-
mature admission to an IRH or staying at home, and it greatly reduces caregiver burden, a 
hidden cost of major illnesses. The ASA guidelines in 2016 support early rehabilitation in and 
acute inpatient hospital is key to patient recovery following stroke.3 

 

 
3 Guidelines for Adult Stroke Rehabilitation. (2016). American Heart Association/ American Stroke Association. 
Retrieved from https://www.ahajournals.org/doi/pdf/10.1161/STR.0000000000000098 
 

https://www.ahajournals.org/doi/pdf/10.1161/STR.0000000000000098
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Attachment 1 



In determining the 30-day transfer period, the day of discharge from the hospital is not 
counted in the 30 days.  For example, a patient discharged from a hospital on August 1 
and admitted to a SNF on August 31 was admitted within 30 days.  The 30-day period 
begins on the day following actual discharge from the hospital and continues until the 
individual is admitted to a participating SNF, and requires and receives a covered level of 
care.  Thus, an individual who is admitted to a SNF within 30 days after discharge from a 
hospital, but does not require a covered level of care until more than 30 days after such 
discharge, does not meet the 30-day requirement. (See §20.2.2 below for an exception 
under which such services may be covered.)  Conversely, as long as a covered level of 
care is needed and initiated in the SNF within the specified timeframe, the timely transfer 
requirement is considered to be met even if actual Medicare payment does not 
commence until later (for example, in a situation where another payment source that is 
primary to Medicare has assumed financial responsibility for the initial portion of the 
SNF stay). 
 
If an individual whose SNF stay was covered upon admission is thereafter determined not 
to require a covered level of care for a period of more than 30 days, payment could not be 
resumed for any extended care services he or she may subsequently require, even though 
he or she has remained in the facility, until the occurrence of a new qualifying hospital 
stay.  In the absence of a new qualifying hospital stay, such services could not be deemed 
to be “post-hospital” extended care services. (For exception, see §20.2.2 below.) 
 
20.2.2 - Medical Appropriateness Exception 
(Rev. 1, 10-01-03) 
 
A3-3131.3.B, SNF-212.3.B 
 
An elapsed period of more than 30 days is permitted for 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 the hospital discharge that he or she will require covered care within a 
predeterminable time period.  The fact that a patient enters a SNF immediately upon 
discharge from a hospital, for either covered or noncovered care, does not necessarily 
negate coverage at a later date, assuming the subsequent covered care was medically 
predictable. 
 
20.2.2.1 - Medical Needs Are Predictable 
(Rev. 1, 10-01-03) 
 
A3-3131.3.B.1, SNF-212.3.B.1 
 
In determining the type of case that this exception is designed to address, it is necessary 
to recognize the intent of the extended care benefit.  The extended care benefit covers 
relatively short-term care when a patient requires skilled nursing or skilled rehabilitation 
services as a continuation of treatment begun in the hospital.  The requirement that 
covered extended care services be provided in a SNF within 30 days after hospital 



discharge is one of the means of assuring that the SNF care is related to the prior hospital 
care. 
 
This exception to the 30-day requirement recognizes that for certain conditions, SNF care 
can serve as a necessary and proper continuation of treatment initiated during the hospital 
stay, although it would be inappropriate from a medical standpoint to begin such 
treatment within 30 days after hospital discharge.  Since the exception is intended to 
apply only where the SNF care constitutes a continuation of care provided in the hospital, 
it is applicable only where, under accepted medical practice, the established pattern of 
treatment for a particular condition indicates that a covered level of SNF care will be 
required within a predeterminable time frame.  Accordingly, to qualify for this exception 
it must be medically predictable at the time of hospital discharge that a covered level of 
SNF care will be required within a predictable period of time for the treatment of a 
condition for which hospital care was received and the patient must begin receiving such 
care within that time frame. 
 
An example of the type of care for which this provision was designed is care for a person 
with a hip fracture.  Under the established pattern of treatment of hip fractures it is known 
that skilled therapy services will be required subsequent to hospital care, and that they 
can normally begin within four to six weeks after hospital discharge, when weight 
bearing can be tolerated.  Under the exception to the 30-day rule, the admission of a 
patient with a hip fracture to a SNF within 4 to 6 weeks after hospital discharge for 
skilled care, which as a practical matter can only be provided on an inpatient basis by a 
SNF, would be considered a timely admission. 
 
20.2.2.2 - Medical Needs Are Not Predictable 
(Rev. 1, 10-01-03) 
 
A3-3131.3.B.2, SNF-212.3.B.2 
 
When a patient’s medical needs and the course of treatment are not predictable at the 
time of hospital discharge because the exact pattern of care required and the time frame 
in which it will be required is dependent on the developing nature of the patient’s 
condition, an admission to a SNF more than 30 days after discharge from the hospital is 
not justified under this exception to the 30-day rule.  For example, in some situations the 
prognosis for a patient diagnosed as having cancer is such that it can reasonably be 
expected that additional care will be required at some time in the future.  However, at the 
time of discharge from the hospital it is difficult to predict the actual services that will be 
required, or the time frame in which the care will be needed.  Similarly, it is not known in 
what setting any future necessary services will be required; i.e., whether the patient will 
require the life-supporting services found only in the hospital setting, the type of care 
covered in a SNF, the intermittent type of care which can be provided by a home health 
agency, or custodial care which may be provided either in a nursing home or the patient’s 
place of residence.  In some instances such patients may require care immediately and 
continuously; others may not require any skilled care for much longer periods, perhaps 
measured in years.  Therefore, since in such cases it is not medically predictable at the 



The SNF may not charge the beneficiary or family members for any services that, in the 
absence of a payment sanction, would have been covered under the SNF PPS. 
 
However, the beneficiary is entitled to reimbursement for those services excluded from 
the SNF PPS rate.  Services excluded from consolidated billing such as outpatient 
hospital emergency care and related ambulance service should be billed by the 
provider/supplier actually furnishing services, and not by the SNF. 
 
20.3.1.6 - Impact on Spell of Illness 
(Rev. 1, 10-01-03) 
 
The SNF days during the sanction period will be used to track breaks in the spell of 
illness.  A beneficiary’s care in an SNF met the skilled level of care standards if a 
Medicare SNF claim for the services provided in the SNF was denied on grounds other 
than that the services were not at a skilled level of care.  If the patient is receiving a 
skilled level of care the benefit period cannot end. 
 
30 - Skilled Nursing Facility Level of Care - General 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132, SNF-214 
 
Care in a SNF is covered if all of the following four factors are met: 
 

• The patient requires skilled nursing services or skilled rehabilitation services, i.e., 
services that must be performed by or under the supervision of professional or 
technical personnel (see §§30.2 - 30.4); are ordered by a physician and the 
services are rendered for a condition for which the patient received inpatient 
hospital services or for a condition that arose while receiving care in a SNF for a 
condition for which he received inpatient hospital services; 

 
• The patient requires these skilled services on a daily basis (see §30.6); and 
 
• As a practical matter, considering economy and efficiency, the daily skilled 

services can be provided only on an inpatient basis in a SNF. (See §30.7.) 
 
• The services delivered are reasonable and necessary for the treatment of a 

patient’s illness or injury, i.e., are consistent with the nature and severity of the 
individual’s illness or injury, the individual’s particular medical needs, and 
accepted standards of medical practice.  The services must also be reasonable in 
terms of duration and quantity. 

 
If any one of these four factors is not met, a stay in a SNF, even though it might include 
the delivery of some skilled services, is not covered.  For example, payment for a SNF 
level of care could not be made if a patient needs an intermittent rather than daily skilled 
service. 
 



In reviewing claims for SNF services to determine whether the level of care requirements 
are met, the A/B MAC (A) first considers whether a patient needs skilled care.  If a need 
for a skilled service does not exist, then the “daily” and “practical matter” requirements 
are not addressed.  See section 30.2.2.1 for a discussion of the role of appropriate 
documentation in facilitating accurate coverage determinations for claims involving 
skilled care.  Additional material on documentation appears in the various clinical 
scenarios that are presented throughout these level of care guidelines. 
 
Coverage of nursing care and/or therapy to perform a maintenance program does not turn 
on the presence or absence of an individual’s potential for improvement from the nursing 
care and/or therapy, but rather on the beneficiary’s need for skilled care. 
 
Eligibility for SNF Medicare A coverage has not changed with the inception of PPS.  
However, the skilled criteria and the medical review process have changed slightly.  For 
Medicare to render payment for skilled services provided to a beneficiary during a SNF 
Part A stay, the facility must complete an MDS. 
 
EXAMPLE:  Even though the irrigation of a suprapubic catheter may be a skilled 
nursing service, daily irrigation may not be “reasonable and necessary” for the treatment 
of a patient’s illness or injury. 
 
30.1 – Administrative Level of Care Presumption 
(Rev. 242, Issued: 03-16-18, Effective: 06-19-18; Implementation: 06-19-18) 
 
Under the SNF PPS, beneficiaries who are admitted (or readmitted) directly to a SNF 
after a qualifying hospital stay are considered to meet the level of care requirements of 42 
CFR 409.31 up to and including the assessment reference date (ARD) for the 5-day 
assessment prescribed in 42 CFR 413.343(b), when correctly assigned one of the case-
mix classifiers that CMS designates for this purpose as representing the required level of 
care.  The current set of case-mix classifier designations appears in the paragraph entitled 
“Case Mix Adjustment” on the SNF PPS web site, 
at https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/SNFPPS/index.html. If the beneficiary is not admitted (or readmitted) directly 
to a SNF after a qualifying hospital stay, the administrative level of care presumption 
does not apply. 

For purposes of this presumption, the assessment reference date is defined in accordance 
with 42 CFR 483.315(d), and must occur no later than the eighth day of posthospital SNF 
care.  Consequently, if the ARD for the 5-day assessment* prescribed in 42 CFR 
413.343(b) is set on day 9, or later, the administrative level of care presumption does not 
apply.  The coverage that arises from this presumption remains in effect for as long 
thereafter as it continues to be supported by the facts of the beneficiary’s condition and 
care needs.  However, this administrative presumption does not apply to any of the 
subsequent assessments. 

 

http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=409&SECTION=31&SUBPART=&TYPE=TEXT
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=409&SECTION=31&SUBPART=&TYPE=TEXT
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=413&SECTION=343&SUBPART=&TYPE=TEXT
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/index.html
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=483&SECTION=315&SUBPART=&TYPE=TEXT
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=413&SECTION=343&SUBPART=&TYPE=TEXT
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=413&SECTION=343&SUBPART=&TYPE=TEXT


To be correctly assigned, the data coded on the Resident Assessment Instrument (RAI) 
must be accurate and meet the definitions described in the Long Term Care Facility RAI 
User’s Manual.  The beneficiary must receive services in the SNF that are reasonable and 
necessary.  Services provided to the beneficiary during the hospital stay are reviewed to 
ensure proper coding of the most recent version of the RAI.  The two examples illustrated 
below demonstrate a correct assignment and an incorrect assignment. 

Incorrect Assignment:   IV med provided in hospital coded on MDS, but IV was for a 
surgical procedure only – as a consequence, the MDS is not 
accurate and the presumption does not apply (see Chapter 3, 
Section P of the RAI). 

Correct Assignment:   Beneficiary is receiving oxygen therapy as well as rehab service.  
The respiratory therapy services are found reasonable and 
necessary; however, the rehab services are found not reasonable 
and necessary, resulting in a revised case-mix classification.  
Beneficiary was and is now correctly assigned – presumption 
applies. 

A beneficiary who is not assigned one of the case-mix classifiers designated as 
representing the required level of care on the 5-day assessment prescribed in 42 CFR 
413.343(b) is not automatically classified as meeting or not meeting the SNF level of care 
definition.  Instead, the beneficiary must receive an individual level of care determination 
using existing administrative criteria and procedures. 

*Includes Medicare Readmission/Return Assessment. 

The following scenarios further clarify that a beneficiary’s correct assignment of one of 
the case-mix classifiers that CMS designates for this purpose as representing the required 
level of care would serve to trigger the coverage presumption under the initial 5-day, 
Medicare-required assessment only when that assessment occurs directly following the 
beneficiary’s hospital discharge. 

1.  Routine SNF Admission Directly From Qualifying Hospital Stay 

If the beneficiary is admitted to the SNF immediately following a 3-day qualifying 
hospital stay, there is a presumption that he or she meets the Medicare level of care 
criteria when correctly assigned one of the case-mix classifiers that CMS designates for 
this purpose as representing the required level of care.  The presumption lasts through the 
assessment reference date of the 5-day assessment, which must occur no later than the 
eighth day of the stay. 

2.  Admission to SNF does not immediately follow discharge from the qualifying hospital 
stay, but occurs within 30 days (as required under the “30 day transfer” rule) 

If the beneficiary is discharged from the hospital to a setting other than the SNF, the 
presumption of coverage does not apply, even if the beneficiary’s SNF admission occurs 

http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=413&SECTION=343&SUBPART=&TYPE=TEXT
http://frwebgate.access.gpo.gov/cgi-bin/get-cfr.cgi?YEAR=current&TITLE=42&PART=413&SECTION=343&SUBPART=&TYPE=TEXT


within 30 days of discharge from the qualifying hospital stay.  Accordingly, coverage 
would be determined based on a review of the medical evidence in the file. 

3.  SNF Resident is Re-Hospitalized and Then Returns Directly to the SNF 

If a beneficiary who has been in a covered Part A stay requires readmission to a hospital, 
and subsequently returns directly to the SNF for continuing care, there is a presumption 
that he or she meets the level of care criteria upon readmission to the SNF when correctly 
assigned one of the case-mix classifiers that CMS designates for this purpose as 
representing the required level of care.  A new Medicare 5-day assessment is required 
and the presumption of coverage lasts through the assessment reference date of that 
assessment, which must occur no later than the eighth day of the stay. 

4.  Routine SNF Admission Directly From Qualifying Hospital Stay, but Initial Portion of 
SNF Stay Covered by Another Insurer (Medicare as Secondary Payer) 

When a beneficiary goes directly from a qualifying hospital stay to the SNF, but the 
initial portion of the SNF stay is covered by another insurer that is primary to Medicare, 
Medicare coverage would not start until coverage by the primary insurer ends.  
Accordingly, the Medicare required schedule of assessments is not required to begin until 
the first day of Medicare coverage.  If a beneficiary met the level of care criteria for 
Medicare coverage during the first 8 days of the stay following a qualifying hospital stay, 
and the other insurer covered this part of the stay, there is no presumption.  If Medicare 
becomes primary before the eighth day of the stay following a qualifying hospital stay, 
the presumption would apply through the assessment reference date on the 5-day 
assessment or, if earlier, the eighth day of the stay. 

5.  Readmission to SNF Within 30 Days After Discharge From Initial SNF Stay – No 
Intervening Hospitalization 

As noted in scenario 1, if a beneficiary is initially admitted to the SNF directly from the 
hospital for a covered Part A stay, the presumption for that stay is applicable when the 
beneficiary is correctly assigned one of the case-mix classifiers that CMS designates for 
this purpose as representing the required level of care. However, if that beneficiary is 
discharged (NOT to an acute care facility) and then subsequently readmitted, there is no 
presumption applicable to the second SNF admission.  (If the beneficiary is transferred to 
a hospital, and returns directly to the SNF, see scenario 3 above). 

6.  Initial, Non-Medicare SNF Stay Followed by Qualifying Hospitalization and 
Readmission to SNF for Medicare Stay 

Dually eligible (Medicare/Medicaid) beneficiaries whose initial stay in the SNF is either 
Medicaid-covered or private pay, are eligible for the Medicare presumption of coverage 
when readmitted to the SNF following a qualifying hospitalization, when correctly 
assigned one of the case-mix classifiers that CMS designates for this purpose as 
representing the required level of care.  (Of course, in order to qualify for Medicare 
coverage upon readmission, the beneficiary must be placed in the portion of the 
institution that is actually certified by Medicare as a SNF.) 



No presumption of coverage applies when Medicare is the secondary payer for days 1 
through 8 of the covered stay where Medicare becomes primary after day 8 due to a 
reversal or denial by the secondary insurer. 

7.  Transfer From One SNF to Another 

There is no presumption of coverage in cases involving the transfer of a beneficiary from 
one SNF to another or from SNF-level care in a swing bed to a SNF.  The presumption 
only applies to the SNF stay that immediately follows the qualifying hospital stay when 
the beneficiary is correctly assigned one of the case-mix classifiers that CMS designates 
for this purpose as representing the required level of care.  Therefore, in cases involving 
transfer of a beneficiary from a swing-bed hospital to a SNF, the presumption only 
applies if the beneficiary was receiving acute care (rather than SNF-level care) 
immediately prior to discharge from the swing-bed hospital. 
 
30.2 - Skilled Nursing and Skilled Rehabilitation Services 
(Rev. 1, 10-01-03) 
 
A3-3132.1, SNF-214.1 
 
30.2.1 - Skilled Services Defined 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
 
Skilled nursing and/or skilled rehabilitation services are those services, furnished 
pursuant to physician orders, that: 
 

• Require the skills of qualified technical or professional health personnel such as 
registered nurses, licensed practical (vocational) nurses, physical therapists, 
occupational therapists, and speech-language pathologists or audiologists; and  

 
• Must be provided directly by or under the general supervision of these skilled 

nursing or skilled rehabilitation personnel to assure the safety of the patient and to 
achieve the medically desired result. 

 
NOTE:  “General supervision” requires initial direction and periodic inspection of the 
actual activity.  However, the supervisor need not always be physically present or on the 
premises when the assistant is performing services. 
 
Skilled care may be necessary to improve a patient’s current condition, to maintain the 
patient’s current condition, or to prevent or slow further deterioration of the patient’s 
condition. 
 
30.2.2 - Principles for Determining Whether a Service is Skilled 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.B, SNF-214.1.B 
 



• If the inherent complexity of a service prescribed for a patient 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, 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 A/B MAC (A) 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.  While a patient’s particular medical condition is a valid factor in 
deciding if skilled services are needed, a patient’s diagnosis or prognosis should 
never be the sole factor in deciding that a service is not skilled. 

 
EXAMPLE:  When rehabilitation services are the primary services, the key issue is 
whether the skills of a therapist are needed.  The deciding factor is not the patient’s 
potential for recovery, but whether the services needed require the skills of a therapist 
or whether they can be provided by nonskilled personnel.  (See §30.5.) 
 
• A service that is ordinarily considered nonskilled could be considered a skilled 

service in cases in which, because of special medical complications, skilled 
nursing or skilled rehabilitation personnel are required to perform or supervise it 
or to observe the patient.  In these cases, the complications and special services 
involved must be documented by physicians' orders and notes as well as nursing 
or therapy notes. 

 
EXAMPLE: 
 
Whirlpool baths do not ordinarily require the skills of a qualified physical therapist.  
However, the skills, knowledge, and judgment of a qualified physical therapist might be 
required where the patient’s condition is complicated by circulatory deficiency, areas of 
desensitization, or open wounds.  The documentation needs to support the severity of the 
circulatory condition that requires skilled care (see section 30.2.2.1). 
 

• In determining whether services rendered in a SNF constitute covered care, it is 
necessary to determine whether individual services are skilled, and whether, in 
light of the patient’s total condition, skilled management of the services provided 
is needed even though many or all of the specific services were unskilled. 

 
EXAMPLE: 
 
An 81-year-old woman who is aphasic and confused, suffers from hemiplegia, congestive 
heart failure, and atrial fibrillation, has suffered a cerebrovascular accident, is 
incontinent, has a Stage 1 decubitus ulcer, and is unable to communicate and make her 
needs known.  Even though no specific service provided is skilled, the patient’s condition 
requires daily skilled nursing involvement to manage a plan for the total care needed, to 
observe the patient’s progress, and to evaluate the need for changes in the treatment plan.  



As discussed in section 30.2.2.1 below, the medical condition of the patient must be 
described and documented to support the goals for the patient and the need for skilled 
nursing services. 
 

• The importance of a particular service to an individual patient, or the frequency 
with which it must be performed, does not, by itself, make it a skilled service. 

 
EXAMPLE: 
 
A primary need of a nonambulatory patient may be frequent changes of position in order 
to avoid development of decubitus ulcers.  However, since such changing of position 
does not ordinarily require skilled nursing or skilled rehabilitation personnel, it would not 
constitute a skilled service, even though such services are obviously necessary. 
 

• The possibility of adverse effects from the improper performance of an otherwise 
unskilled service does not make it a skilled service unless there is documentation 
to support the need for skilled nursing or skilled rehabilitation personnel.  
Although the act of turning a patient normally is not a skilled service, for some 
patients the skills of a nurse may be necessary to assure proper body alignment in 
order to avoid contractures and deformities.  In all such cases, the reasons why 
skilled nursing or skilled rehabilitation personnel are essential must be 
documented in the patient’s record. 

 
30.2.2.1 – Documentation to Support Skilled Care Determinations 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
 
Claims for skilled care coverage need to include sufficient documentation to enable a 
reviewer to determine whether— 
 

• Skilled involvement is required in order for the services in question to be 
furnished safely and effectively; and  
 

• The services themselves are, in fact, reasonable and necessary for the treatment of 
a patient’s illness or injury, i.e., are  consistent with the nature and severity of the 
individual’s illness or injury, the individual’s particular medical needs, and 
accepted standards of medical practice.  The documentation must also show that 
the services are appropriate in terms of duration and quantity, and that the services 
promote the documented therapeutic goals. 

 
Such determinations would be made from the perspective of the patient’s condition when 
the services were ordered and what was, at that time, reasonably expected to be 
appropriate treatment for the illness or injury.  Thus, when a service appears reasonable 
and necessary from that perspective, it would not then be appropriate to deny the service 
retrospectively merely because the goals of treatment have not yet been achieved.  
However, if it becomes apparent at some point that the goal set for the patient is no 
longer a reasonable one, then the treatment goal itself should be promptly and 



appropriately modified to reflect this, and the patient should then be reassessed to 
determine whether the treatment goal as revised continues to require the provision of 
skilled services.  By the same token, the treatment goal itself cannot be modified 
retrospectively, e.g., when it becomes apparent that the initial treatment goal of 
restoration is no longer a reasonable one, the provider cannot retroactively alter the initial 
goal of treatment from restoration to maintenance.  Instead, it would make such a change 
on a prospective basis only. 
 
Although the presence of appropriate documentation is not, in and of itself, an element of 
the definition of a “skilled” service, such documentation serves as the means by which a 
provider would be able to establish and an A/B MAC (A) would be able to confirm that 
skilled care is, in fact, needed and received in a given case. 
 
It is expected that the documentation in the patient’s medical record will reflect the need 
for the skilled services provided.  The patient’s medical record is also expected to provide 
important communication among all members of the care team regarding the 
development, course, and outcomes of the skilled observations, assessments, treatment, 
and training performed.  Taken as a whole, then, the documentation in the patient’s 
medical record should illustrate the degree to which the patient is accomplishing the 
goals as outlined in the care plan. In this way, the documentation will serve to 
demonstrate why a skilled service is needed. 
 
Thorough and timely documentation with respect to treatment goals can help clearly 
demonstrate a beneficiary’s need for skilled care in situations where such need might not 
otherwise be readily apparent, as when the treatment’s purpose changes (for example, 
from restoration to maintenance), as well as in establishing the efficacy of care that 
serves to prevent or slow decline—where, by definition, there would be no 
“improvement” to evaluate.  For example, when skilled services are necessary to 
maintain the patient’s current condition, the documentation would need to substantiate 
that the services of skilled personnel are, in fact, required to achieve this goal.  Similarly, 
establishing that a maintenance program’s services are reasonable and necessary would 
involve regularly documenting the degree to which the program’s treatment goals are 
being accomplished. In situations where the maintenance program is performed to 
maintain the patient’s current condition, such documentation would serve to demonstrate 
the program’s effectiveness in achieving this goal.  When the maintenance program is 
intended to slow further deterioration of the patient’s condition, the efficacy of the 
services could be established by documenting that the natural progression of the patient’s 
medical or functional decline has been interrupted. Assessments of all goals must be 
performed in a frequent and regular manner so that the resulting documentation provides 
a sufficient basis for determining the appropriateness of coverage. 

 
Therefore the patient’s medical record must document as appropriate: 
 

• The history and physical exam pertinent to the patient’s care, (including the 
response or changes in behavior to previously administered skilled services); 

 



• The skilled services provided; 
 

• The patient’s response to the skilled services provided during the current visit; 
 

• The plan for future care based on the rationale of prior results. 
 

• A detailed rationale that explains the need for the skilled service in light of the 
patient’s overall medical condition and experiences;  
 

• The complexity of the service to be performed; 
 

• Any other pertinent characteristics of the beneficiary. 
 
The documentation in the patient’s medical record must be accurate, and avoid vague or 
subjective descriptions of the patient’s care that would not be sufficient to indicate the 
need for skilled care.  For example, the following terminology does not sufficiently 
describe the reaction of the patient to his/her skilled care: 
 

• Patient tolerated treatment well  
• Continue with POC 
• Patient remains stable 

 
Such phraseology does not provide a clear picture of the results of the treatment, nor the 
“next steps” that are planned. Objective measurements of physical outcomes of treatment 
should be provided and/or a clear description of the changed behaviors due to education 
programs should be recorded so that all concerned can follow the results of the provided 
services. 
 
30.2.3 - Specific Examples of Some Skilled Nursing or Skilled 
Rehabilitation Services 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.C, SNF-214.1.C 
 
The following sections describe specific examples of skilled nursing or skilled 
rehabilitation services. 
 
30.2.3.1 - Management and Evaluation of a Patient Care Plan 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.C.1, SNF-214.1.C.1 
 
The development, management, and evaluation of a patient care plan, based on the 
physician’s orders and supporting documentation, constitute skilled nursing services 
when, in terms of the patient’s physical or mental condition, these services require the 
involvement of skilled nursing personnel to meet the patient’s medical needs, promote 
recovery, and ensure medical safety.  However, the planning and management of a 



treatment plan that does not involve the furnishing of skilled services may not require 
skilled nursing personnel; e.g., a care plan for a patient with organic brain syndrome who 
requires only oral medication and a protective environment.  The sum total of nonskilled 
services would only add up to the need for skilled management and evaluation when the 
condition of the beneficiary is such that there is an expectation that a change in condition 
is likely without that intervention. 
 
The patient’s clinical record may not always specifically identify “skilled planning and 
management activities” as such.  Therefore, in this limited context, if the documentation 
of the patient’s overall condition substantiates  a finding that the patient’s medical needs 
and safety can be addressed only if the total care, skilled or not, is planned and managed 
by skilled nursing personnel, it is appropriate to infer that skilled management is being 
provided, but only if the record as a whole clearly establishes that there was a likely 
potential for serious complications without skilled management, as illustrated in the 
following Examples. 
 
EXAMPLE 1: 
 
An aged patient with a history of diabetes mellitus and angina pectoris is recovering from 
an open reduction of the neck of the femur.  He requires, among other services, careful 
skin care, appropriate oral medications, a diabetic diet, a therapeutic exercise program to 
preserve muscle tone and body condition, and observation to notice signs of deterioration 
in his condition or complications resulting from his restricted (but increasing) mobility.  
Although any of the required services could be performed by a properly instructed 
person, that person would not have the capability to understand the relationship among 
the services and their effect on each other.  Since the nature of the patient’s condition, his 
age and his immobility create a high potential for serious complications, such an 
understanding is essential to assure the patient’s recovery and safety.  The management 
of this plan of care requires skilled nursing personnel until such time as skilled care is no 
longer required in coordinating the patient’s treatment regimen, even though the 
individual services involved are supportive in nature and do not require skilled nursing 
personnel.  The documentation in the medical record as a whole is essential for this 
determination and must illustrate the complexity of the unskilled services that are a 
necessary part of the medical treatment and which require the involvement of skilled 
nursing personnel to promote the stabilization of the patient's medical condition and 
safety. 
 
EXAMPLE 2: 
 
An aged patient is recovering from pneumonia, is lethargic, is disoriented, has residual 
chest congestion, is confined to bed as a result of his debilitated condition, and requires 
restraints at times.  To decrease the chest congestion, the physician has prescribed 
frequent changes in position, coughing, and deep breathing.  While the residual chest 
congestion alone would not represent a high risk factor, the patient’s immobility and 
confusion represent complicating factors which, when coupled with the chest congestion, 
could create high probability of a relapse.  In this situation, skilled overseeing of the 



nonskilled services would be reasonable and necessary, pending the elimination of the 
chest congestion, to assure the patient’s medical safety.  The documentation in the 
medical record as a whole is essential for this determination and must illustrate the 
complexity of the unskilled services that are a necessary part of the medical treatment and 
which require the involvement of skilled nursing personnel to promote the patient's 
recovery and medical safety in view of the patient's overall condition. 
 
30.2.3.2 - Observation and Assessment of Patient’s Condition 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.C.2, SNF-214.1.C.2 
 
Observation and assessment are skilled services when the likelihood of change in a 
patient’s condition requires skilled nursing or skilled rehabilitation personnel to identify 
and evaluate the patient’s need for possible modification of treatment or initiation of 
additional medical procedures, until the patient’s condition is essentially stabilized. 
 
EXAMPLE 1: 
 
A patient with arteriosclerotic heart disease with congestive heart failure requires close 
observation by skilled nursing personnel for signs of decompensation, abnormal fluid 
balance, or adverse effects resulting from prescribed medication.  Skilled observation is 
needed to determine whether the digitalis dosage should be reviewed or whether other 
therapeutic measures should be considered, until the patient’s treatment regimen is 
essentially stabilized.  The medical documentation must describe the skilled services that 
require the involvement of nursing personnel to promote the stabilization of the patient's 
medical condition and safety. 
 
EXAMPLE 2: 
 
A patient has undergone peripheral vascular disease treatment including revascularization 
procedures (bypass) with open or necrotic areas of skin on the involved extremity.  
Skilled observation and monitoring of the vascular supply of the legs is required.  The 
medical documentation must describe the skilled services that require the involvement of 
nursing personnel to promote the patient's recovery and medical safety in view of the 
patient's overall condition. 
 
EXAMPLE 3: 
 
A patient has undergone hip surgery and has been transferred to a SNF.  Skilled 
observation and monitoring of the patient for possible adverse reaction to the operative 
procedure, development of phlebitis, or skin breakdown, is both reasonable and 
necessary.  The medical documentation must describe the skilled services that require the 
involvement of nursing personnel to promote the patient's recovery and medical safety in 
view of the patient's overall condition. 
 
EXAMPLE 4: 



 
A patient has been hospitalized following a heart attack, and following treatment but 
before mobilization, is transferred to the SNF.  Because it is unknown whether exertion 
will exacerbate the heart disease, skilled observation is reasonable and necessary as 
mobilization is initiated, until the patient’s treatment regimen is essentially stabilized.  
The medical documentation must describe the skilled services that require the 
involvement of nursing personnel to promote the stabilization of the patient's medical 
condition and safety.  
 
EXAMPLE 5: 
 
A frail 85-year-old man was hospitalized for pneumonia.  The infection was resolved, but 
the patient, who had previously maintained adequate nutrition, will not eat or eats poorly.  
The patient is transferred to a SNF for monitoring of fluid and nutrient intake, assessment 
of the need for tube feeding and forced feeding if required.  Observation and monitoring 
by skilled nursing personnel of the patient’s oral intake is required to prevent 
dehydration.  The medical documentation must describe the skilled services that require 
the involvement of nursing personnel to promote the patient's recovery and medical 
safety in view of the patient's overall condition. 
 
EXAMPLE 6: 
 
A patient with congestive heart failure may require continuous close observation to detect 
signs of decompensation, abnormal fluid balance, or adverse effects resulting from 
prescribed medication(s) that serve as indicators for adjusting therapeutic measures.  The 
medical documentation must describe the skilled services that require the involvement of 
nursing personnel to promote the patient’s recovery and medical safety in view of the 
patient’s overall condition, to maintain the patient’s current condition, or to prevent or 
slow further deterioration in the patient’s condition. 
 
If a patient was admitted for skilled observation but did not develop a further acute 
episode or complication, the skilled observation services still are covered so long as there 
was a reasonable probability for such a complication or further acute episode.  
“Reasonable probability” means that a potential complication or further acute episode 
was a likely possibility. 
 
Information from the patient's medical record must document that there is a reasonable 
potential for a future complication or acute episode sufficient to justify the need for 
continued skilled observation and assessment. 
 
Such signs and symptoms as abnormal/fluctuating vital signs, weight changes, edema, 
symptoms of drug toxicity, abnormal/fluctuating lab values, and respiratory changes on 
auscultation may justify skilled observation and assessment.  Where these signs and 
symptoms are such that there is a reasonable potential that skilled observation and 
assessment by a licensed nurse will result in changes to the treatment of the patient, then 
the services are reasonable and necessary.  However, observation and assessment by a 



nurse is not reasonable and necessary to the treatment of the illness or injury where these 
characteristics are part of a longstanding pattern of the patient's waxing and waning 
condition which by themselves do not require skilled services and there is no attempt to 
change the treatment to resolve them. 
 
Skilled observation and assessment may also be required for patients whose primary 
condition and needs are psychiatric in nature or for patients who, in addition to their 
physical problems, have a secondary psychiatric diagnosis.  These patients may exhibit 
acute psychological symptoms such as depression, anxiety or agitation, which require 
skilled observation and assessment such as observing for indications of suicidal or hostile 
behavior.  However, these conditions often require considerably more specialized, 
sophisticated nursing techniques and physician attention than is available in most 
participating SNFs.  (SNFs that are primarily engaged in treating psychiatric disorders are 
precluded by law from participating in Medicare.)  Therefore, these cases must be 
carefully documented. 
 
30.2.3.3 - Teaching and Training Activities 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.C.3, SNF-214.1.C.3 
 
Teaching and training activities, which require skilled nursing or skilled rehabilitation 
personnel to teach a patient how to manage their treatment regimen, would constitute 
skilled services.  Some examples are: 
 

• Teaching self-administration of injectable medications or a complex range of 
medications; 

 
• Teaching a newly diagnosed diabetic to administer insulin injections, to prepare 

and follow a diabetic diet, and to observe foot-care precautions; 
 
• Teaching self-administration of medical gases to a patient; 
 
• Gait training and teaching of prosthesis care for a patient who has had a recent leg 

amputation; 
 
• Teaching patients how to care for a recent colostomy or ileostomy; 
 
• Teaching patients how to perform self-catheterization and self-administration of 

gastrostomy feedings; 
 
• Teaching patients how to care for and maintain central venous lines, such as 

Hickman catheters; 
 
• Teaching patients the use and care of braces, splints and orthotics, and any 

associated skin care; and 
 



• Teaching patients the proper care of any specialized dressings or skin treatments. 
 

The documentation must thoroughly describe all efforts that have been made to educate 
the patient/caregiver, and their responses to the training.  The medical record should also 
describe the reason for the failure of any educational attempts, if applicable. 
 
EXAMPLE: 
 
A newly diagnosed diabetic patient is seen in order to learn to self-administer insulin 
injections, to prepare and follow a diabetic diet, and to observe foot-care precautions.  
Even though the patient voices understanding of the nutritional principles of his diabetic 
diet, he expresses dissatisfaction with his food choices and refuses to comply with the 
education he is receiving.  This refusal continues, notwithstanding efforts to counsel the 
patient on the potentially adverse consequences of the refusal and to suggest alternative 
dietary choices that could help to avoid or alleviate those consequences.  The patient’s 
response to the recommended treatment plan as well as to all educational attempts is 
documented in the medical record. 

 
30.2.4 - Questionable Situations 
(Rev. 1, 10-01-03) 
 
A3-3132.1.D, SNF-214.1.D 
 
There must be specific evidence that daily skilled nursing or skilled rehabilitation 
services are required and received if: 
 

• The primary service needed is oral medication; or 
 
• The patient is capable of independent ambulation, dressing, feeding, and hygiene. 
 

30.3 - Direct Skilled Nursing Services to Patients 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.2, SNF-214.2 
 
Nursing services are considered skilled when they are so inherently complex that they 
can be safely and effectively performed only by, or under the supervision of, a registered 
nurse or, when provided by regulation, a licensed practical (vocational) nurse.  (See 
42CFR §409.32)  If all other requirements for coverage under the SNF benefit are met, 
skilled nursing services are covered when an individualized assessment of the patient’s 
clinical condition demonstrates that the specialized judgment, knowledge, and skills of a 
registered nurse or, when provided by regulation, a licensed practical (vocational) nurse 
are necessary.  Skilled nursing services would be covered where such skilled nursing 
services are necessary to maintain the patient’s current condition or prevent or slow 
further deterioration so long as the beneficiary requires skilled care for the services to be 
safely and effectively provided, and all other requirements for coverage under the SNF 
benefit are met.  Coverage does not turn on the presence or absence of an individual’s 



potential for improvement from nursing care, but rather on the beneficiary’s need for 
skilled care. 
 
A condition that would not ordinarily require skilled nursing services may nevertheless 
require them under certain circumstances.  In such instances, skilled nursing care is 
necessary only when (a) the particular patient’s special medical complications require the 
skills of a registered nurse or, when provided by regulation, a licensed practical nurse to 
perform a type of service that would otherwise be considered non-skilled; or (b) the 
needed services are of such complexity that the skills of a registered nurse or, when 
provided by regulation, a licensed practical nurse are required to furnish the services. 
 
A service is not considered a skilled nursing service merely because it is performed by or 
under the direct supervision of a nurse.  If a service can be safely and effectively 
performed (or self-administered) by an unskilled person, the service cannot be regarded 
as a skilled nursing service although a nurse actually provides the service.  Similarly, the 
unavailability of a competent person to provide a nonskilled service, regardless of the 
importance of the service to the patient, does not make it a skilled service when a nurse 
provides the service. 
 
Some examples of direct skilled nursing services are: 
 

• Intravenous or intramuscular injections and intravenous feeding; 
 
• Enteral feeding that comprises at least 26 percent of daily calorie requirements 

and provides at least 501 milliliters of fluid per day; 
 
• Naso-pharyngeal and tracheotomy aspiration; 
 
• Insertion, sterile irrigation, and replacement of suprapubic catheters; 
 
• Application of dressings involving prescription medications and aseptic 

techniques (see §30.5 for exception); 
 
• Treatment of decubitus ulcers, of a severity rated at Stage 3 or worse, or a 

widespread skin disorder (see §30.5 for exception); 
 
• Heat treatments which have been specifically ordered by a physician as part of 

active treatment and which require observation by skilled nursing personnel to 
evaluate the patient’s progress adequately (see §30.5 for exception); 

 
• Rehabilitation nursing procedures, including the related teaching and adaptive 

aspects of nursing, that are part of active treatment and require the presence of 
skilled nursing personnel; e.g., the institution and supervision of bowel and 
bladder training programs; 

 



• Initial phases of a regimen involving administration of medical gases such as 
bronchodilator therapy; and 

 
• Care of a colostomy during the early post-operative period in the presence of 

associated complications.  The need for skilled nursing care during this period 
must be justified and documented in the patient’s medical record. 

 
30.4 - Direct Skilled Therapy Services to Patients 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.1.C, SNF-214.1.C 
 
The following sections contain examples and guidelines concerning direct skilled therapy 
services to patients, including skilled physical therapy, occupational therapy, and 
speech/language pathology therapy. 
 
Coverage for such skilled therapy services does not turn on the presence or absence of a 
beneficiary’s potential for improvement from therapy services, but rather on the 
beneficiary’s need for skilled care.  Therapy services are considered skilled when they are 
so inherently complex that they can be safely and effectively performed only by, or under 
the supervision of, a qualified therapist.  (See 42CFR §409.32)  These skilled services 
may be necessary to improve the patient’s current condition, to maintain the patient’s 
current condition, or to prevent or slow further deterioration of the patient’s condition. 
 
If all other requirements for coverage under the SNF benefit are met, such skilled therapy 
services are covered when an individualized assessment of the patient’s clinical condition 
demonstrates that the specialized judgment, knowledge, and skills of a qualified therapist 
are necessary for the performance of the rehabilitation services. 
 
30.4.1 – Skilled Physical Therapy 
(Rev. 1, 10-01-03) 
A3-3132.3A, SNF-214.3.A 
 
30.4.1.1 - General 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
 
Skilled physical therapy services must meet all of the following conditions: 
 

• The services must be directly and specifically related to an active written 
treatment plan that is based upon an initial evaluation performed by a qualified 
physical therapist after admission to the SNF and prior to the start of physical 
therapy services in the SNF that is 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, prior to the start of 
physical therapy services in the SNF; 

 



 
• Routine care in connection with braces and similar devices; 
 
• Use of heat as a palliative and comfort measure, such as whirlpool or steam pack; 
 
• Routine administration of medical gases after a regimen of therapy has been 

established (i.e., administration of medical gases after the patient has been taught 
how to institute therapy); 

 
• Assistance in dressing, eating, and going to the toilet; 
 
• Periodic turning and positioning in bed; and 
 
• General supervision of exercises, which have been taught to the patient and the 

performance of repetitious exercises that do not require skilled rehabilitation 
personnel for their performance.  (This includes the actual carrying out of 
maintenance programs where the performances of repetitive exercises that may be 
required to maintain function do not necessitate a need for the involvement and 
services of skilled rehabilitation personnel.  It also includes the carrying out of 
repetitive exercises to improve gait, maintain strength or endurance; passive 
exercises to maintain range of motion in paralyzed extremities which are not 
related to a specific loss of function; and assistive walking.)  (See Medicare 
Benefit Policy Manual, Chapter 1, “Inpatient Hospital Services.”) 

 
30.6 - Daily Skilled Services Defined 
(Rev. 249, Issued: 11-02-18, Effective: 12-04-18, Implementation: 12-04-18) 
 
Skilled nursing services or skilled rehabilitation services (or a combination of these 
services) must be needed and provided on a “daily basis,” i.e., on essentially a 7-days-a-
week basis.  A patient 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 on at least 5 days a week.  (If therapy services are provided less 
than 5 days a week, the “daily” requirement would not be met.) 
 
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. 
 
EXAMPLE: 
 
A patient who normally requires skilled rehabilitation services on a daily basis may 
exhibit extreme fatigue, which results in suspending therapy sessions for a day or two.  
Coverage may continue for these days since discharge in such a case would not be 
practical. 
 



In instances when a patient requires a skilled restorative nursing program to positively 
affect his functional well-being, the expectation is that the program be rendered at least 6 
days a week.  (Note that when a patient’s skilled status is based on a restorative program, 
medical evidence must be documented to justify the services.  In most instances, it is 
expected that a skilled restorative program will be, at most, only a few weeks in 
duration.) 
 
The daily basis requirement can be met by furnishing a single type of skilled service 
every day, or by furnishing various types of skilled services on different days of the week 
that collectively add up to “daily” skilled services.  However, arbitrarily staggering the 
timing of various therapy modalities through the week, merely in order to have some type 
of therapy session occur each day, would not satisfy the SNF coverage requirement for 
skilled care to be needed on a “daily basis.”  To meet this requirement, the patient must 
actually need skilled rehabilitation services to be furnished on each of the days that the 
facility makes such services available. 
 
It is not sufficient for the scheduling of therapy sessions to be arranged so that some 
therapy is furnished each day, unless the patient's medical needs indicate that daily 
therapy is required.  For example, if physical therapy is furnished on 3 days each week 
and occupational therapy is furnished on 2 other days each week, the “daily basis” 
requirement would be satisfied only if there is a valid medical reason why both cannot be 
furnished on the same day.  The basic issue here is not whether the services are needed, 
but when they are needed.  Unless there is a legitimate medical need for scheduling a 
therapy session each day, the “daily basis” requirement for SNF coverage would not be 
met. 
 
30.7 - Services Provided on an Inpatient Basis as a “Practical Matter” 
(Rev. 179, Issued: 01-14-14, Effective: 01-07-14, Implementation: 01-07-14) 
A3-3132.6, SNF-214.6 
 
In determining whether the daily skilled care needed by an individual can, as a “practical 
matter,” only be provided in a SNF on an inpatient basis, the A/B MAC (A) considers the 
individual’s physical condition and the availability and feasibility of using more 
economical alternative facilities or services. 
 
As a “practical matter,” daily skilled services can be provided only in a SNF if they are 
not available on an outpatient basis in the area in which the individual resides or 
transportation to the closest facility would be: 
 

• An excessive physical hardship; 
 
• Less economical; or  
 
• Less efficient or effective than an inpatient institutional setting. 
 



The availability of capable and willing family or the feasibility of obtaining other 
assistance for the patient at home should be considered.  Even though needed daily 
skilled services might be available on an outpatient or home care basis, as a practical 
matter, the care can be furnished only in the SNF if home care would be ineffective 
because the patient would have insufficient assistance at home to reside there safely. 
 
EXAMPLE: A patient undergoing skilled physical therapy can walk only with 
supervision but has a reasonable potential to learn to walk independently with further 
training.  Further daily skilled therapy is available on an outpatient or home care basis, 
but the patient would be at risk for further injury from falling, because insufficient 
supervision and assistance could not be arranged for the patient in his home.  In these 
circumstances, the physical therapy services as a practical matter can be provided 
effectively only in the inpatient setting. 
 
30.7.1 - The Availability of Alternative Facilities or Services 
(Rev. 1, 10-01-03) 
 
A3-3132.6.A, SNF-214.6.A 
 
Alternative facilities or services may be available to a patient when health care providers 
such as home health agencies are utilized.  These alternatives are not always available in 
all communities and even where they exist they may not be available when needed. 
 
EXAMPLE: Where the residents of a rural community generally utilize the outpatient 
facilities of a hospital located some distance from the area, the hospital outpatient 
department constitutes an alternative source of care that is available to the community.  
Roads in winter, however, may be impassable for some periods of time and in special 
situations institutionalization might be needed. 
 
In determining the availability of more economical care alternatives, the coverage or 
noncoverage of that alternative care is not a factor to be considered.  Home health care 
for a patient who is not homebound, for example, may be an appropriate alternative in 
some cases.  The fact that Medicare cannot cover such care is irrelevant. 
 
The issue is feasibility and not whether coverage is provided in one setting and not 
provided in another.  For instance, an individual in need of daily skilled physical therapy 
might be able to receive the services needed on a more economical basis from an 
independently practicing physical therapist.  However, the fact that Medicare payment 
could not be made for the services because the $500 expense limitation applicable to the 
services of an independent physical therapist had been exceeded or because the patient 
was not enrolled in Part B, would not be a basis for determining that, as a practical 
matter, the needed care could only be provided in a SNF. 
 
In determining the availability of alternate facilities or services, whether the patient or 
another resource can pay for the alternate services is not a factor to be considered. 
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Deschutes and Surrounding Counties Compared to Washington and Multnomah

CIRF Discharges/ 10Kpop State County

 Average 
Total 

Discharges 
2015‐2017 

LOW 

 Average Total 
Discharge 
Rates 2015‐
2017 LOW 

 Average 
Total 

Discharges 
2015‐2017 

HIGH 

 Average 
Rate of 

Discharges 
2015‐2017 

HIGH 

CIRF Beds 
in County

CIRF beds/ 
10,000 Pop 

contig 
counties

Oregon Harney 19.00          25.94                  19.00              25.94           0 0.98
Oregon Lake 15.33          19.05                  18.00              22.36           0 0.98
Oregon Jefferson 40.00          17.54                  40.00              17.54           0 2.95
Oregon Crook 34.00          15.75                  34.00              15.75           0 0.98
Oregon Deschutes 157.67        8.92                    157.67           8.92             18 0.98
Oregon Lane 212.33        5.80                    212.33           5.80             18 0.49
Oregon Klamath 36.67          5.44                    36.67              5.44             0 1.57
Oregon Linn 56.33          4.60                    56.33              4.60             0 0.49
Oregon Multnomah 252.67        3.20                    252.67           3.20             57 0.71
Oregon Washington 174.67        2.99                    174.67           2.99             0 0.71

Source: OHA Hospital All Payer Database, Discharge Data

Polk and Surrounding Counties Compared to Washington and Multnomah

CIRF Discharges/ 10Kpop State County

 Average 
Total 

Discharges 
2015‐2017 

LOW 

 Average Total 
Discharge 
Rates 2015‐
2017 LOW 

 Average 
Total 

Discharges 
2015‐2017 

HIGH 

 Average 
Rate of 

Discharges 
2015‐2017 

HIGH 

CIRF Beds 
in County

CIRF beds/ 
10,000 Pop 

contig 
counties

Oregon Polk 78.67          9.86                    78.67              9.86             0 0.44
Oregon Marion 280.00        8.38                    280.00           8.38             15 0.44
Oregon Lincoln 30.33          6.37                    30.33              6.37             0 0.49
Oregon Linn 56.33          4.60                    56.33              4.60             0 0.49
Oregon Benton 34.33          3.76                    34.33              3.76             0 0.49
Oregon Yamhill 38.00          3.62                    38.00              3.62             0 0.44
Oregon Multnomah 252.67        3.20                    252.67           3.20             57 0.71
Oregon Washington 174.67        2.99                    174.67           2.99             0 0.71

Source: OHA Hospital All Payer Database, Discharge Data
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 Report in Brief  

Date: September 2018 
Report No. A-01-15-00500 

Why OIG Did This Review  
Our prior reviews have found that 
some hospitals did not comply with 
Medicare coverage and 
documentation requirements for 
inpatient rehabilitation facilities 
(IRFs).  The Centers for Medicare 
& Medicaid Services’ (CMS’s) 
Comprehensive Error Rate Testing 
(CERT) program found that the error 
rate for IRFs increased, ranging from 
9 percent in 2012 to a high of 
62 percent in 2016. 
 
Our objective was to determine 
whether IRFs complied with 
Medicare coverage and 
documentation requirements for fee-
for-service (FFS) claims for services 
provided in 2013. 
 

How OIG Did This Review 
Our audit covered $6.75 billion in 
Medicare payments to 1,139 IRFs 
nation-wide for 370,872 IRF stays.  
We selected for review a stratified 
random sample of 220 IRF claims (IRF 
stays) totaling almost $11.3 million in 
payments to 164 IRFs for calendar 
year 2013, the most recent claims 
data available at the time the audit 
started.  We used an independent 
medical review contractor to 
determine whether the medical 
records for the sampled IRF stays met 
coverage requirements.  In addition, 
we determined whether the medical 
records complied with Federal 
documentation requirements. 

The full report can be found at https://oig.hhs.gov/oas/reports/region1/11500500.asp. 

Many Inpatient Rehabilitation Facility Stays Did Not 
Meet Medicare Coverage and Documentation 
Requirements    
 
What OIG Found 
IRFs complied with all Medicare coverage and documentation requirements 
specified for reasonable and necessary care for 45 of the 220 sampled stays.  
However, for 175 of the sampled stays, corresponding to 135 IRFs, medical 
record documentation did not support that IRF care was reasonable and 
necessary in accordance with Medicare’s requirements.  These errors occurred 
because many IRFs did not have adequate internal controls to prevent 
inappropriate admissions; Medicare Part A FFS lacked a prepayment review 
for IRF admissions; CMS’s extensive educational efforts and postpayment 
reviews were unable to control an increasing improper payment rate reported 
by CERT since our 2013 audit period; administrative law judge (ALJ) hearings 
for IRF appeals did not always involve CMS participation to ensure that 
Medicare coverage and documentation requirements were accurately 
interpreted; and the IRF payment system did not align cost with payments, 
which may have provided IRFs with a financial incentive to admit patients 
inappropriately.      
 
On the basis of our sample results, we estimated that Medicare paid IRFs 
nation-wide $5.7 billion for care to beneficiaries that was not reasonable and 
necessary. 

 

What OIG Recommends and CMS’s Comments  
We recommend that CMS (1) educate IRF clinical and billing personnel on 
Medicare coverage and documentation requirements and work with providers 
to develop best practices to improve internal controls; (2) increase oversight 
activities for IRFs, such as postpayment medical review; (3) work with the 
Office of Medicare Hearings and Appeals to ensure that Medicare coverage 
and documentation requirements for IRF care are fairly represented at ALJ 
hearings; and (4) reevaluate the IRF payment system, which could include a 
demonstration project requiring preauthorization for Medicare Part A FFS IRF 
stays modeled on Medicare Advantage practices, a study of the relationship 
between IRF PPS payments and costs and take any necessary steps to more 
closely align them, and a consideration of the high error rate found in this 
report and CERT reviews in future acute inpatient rehabilitation service 
payment reform.  In their written comments to our draft, CMS concurred with 
our recommendations, described actions that it planned to take to address 
them, and reiterated its commitment to providing Medicare beneficiaries with 
high-quality healthcare while preventing improper payments. 

 

https://oig.hhs.gov/oas/reports/region1/11500500.asp


 

  

  

Report in Brief 
Date: February 2019 
Report No. A-05-16-00043 

CMS Improperly Paid Millions of Dollars for Skilled 
Nursing Facility Services When the Medicare 3-Day 
Inpatient Hospital Stay Requirement Was Not Met 
 
What OIG Found   
CMS improperly paid 65 of the 99 SNF claims we sampled when the 3-day rule 
was not met.  Improper payments associated with these 65 claims totaled 
$481,034.  On the basis of our sample results, we estimated that CMS 
improperly paid $84 million for SNF services that did not meet the 3-day rule 
during CYs 2013 through 2015.     
 
We attribute the improper payments to the absence of a coordinated 
notification mechanism among the hospitals, beneficiaries, and SNFs to ensure 
compliance with the 3-day rule.  We noted that hospitals did not always 
provide correct inpatient stay information to SNFs, and SNFs knowingly or 
unknowingly reported erroneous hospital stay information on their Medicare 
claims to meet the 3-day rule.  We determined that the SNFs used a 
combination of inpatient and non-inpatient hospital days to determine 
whether the 3-day rule was met.  In addition, because CMS allowed SNF claims 
to bypass the CWF qualifying stay edit during our audit period, these SNF 
claims were not matched with the associated hospital claims that reported 
inpatient stays of less than 3 days.  

What OIG Recommends and CMS Comments  
CMS should ensure that the CWF qualifying inpatient hospital stay edit for SNF 
claims is enabled when SNF claims are processed for payment.  In addition, 
CMS should require hospitals to provide beneficiaries a written notification of 
the number of inpatient days of care provided during the hospital stay and 
whether the hospital stay qualifies subsequent SNF care for Medicare 
reimbursement so that beneficiaries are aware of their potential financial 
responsibility before consenting to receive SNF services.  CMS should require 
SNFs to obtain a written notification from the hospital and retain it as a 
condition of payment for their claims.  Further, CMS should educate both 
hospitals and SNFs about verifying and documenting the 3-day inpatient 
hospital stay relative to supporting a Medicare claim for SNF reimbursement. 
 
CMS concurred with our recommendations concerning the CWF qualifying 
inpatient hospital stay edit and educating hospitals and SNFs but did not 
concur with the remaining recommendations related to a coordinated 
notification mechanism among hospitals, beneficiaries, and SNFs.  After 
reviewing CMS’s comments, we maintain that our findings and 
recommendations are valid.  Without a coordinated notification mechanism, 
CMS will continue to make improper payments when the 3-day rule is not met.  

Why OIG Did This Review  
According to section 1861(i) of the 
Social Security Act, to be eligible for 
coverage of posthospital extended 
care services, a Medicare beneficiary 
must be an inpatient in a hospital for 
not less than 3 consecutive calendar 
days (3-day rule) before being 
discharged from the hospital.  Prior 
OIG reviews estimated that  
$169 million in Medicare payments 
for skilled nursing facility (SNF) 
services did not meet the 3-day rule 
in calendar years (CYs) 1996 through 
2001.  Though the Medicare 
contractors generally agreed with 
our findings, the Centers for 
Medicare & Medicaid Services (CMS) 
told the SNFs not to recover 
improper payments because CMS 
could not determine whether SNFs 
were “at fault” in not meeting the 3-
day rule. 
 
Our objective in this followup review 
was to determine whether CMS paid 
SNF claims with dates of service 
during CYs 2013 through 2015 when 
the 3-day rule was not met.     
 

How OIG Did This Review 
Our review covered $134.9 million in 
Medicare payments for more than 
22,000 SNF claims for beneficiaries 
who had preceding acute-care 
inpatient hospital stays of less than 3 
consecutive calendar days.  We 
selected a random sample of 100 
SNF claims with payments totaling 
$779,419.  We reviewed Common 
Working File (CWF) records and 
medical records submitted by the 
SNFs and associated hospitals for the 
sampled claims.     
  

The full report can be found at https://oig.hhs.gov/oas/reports/region5/51600043.asp. 

https://oig.hhs.gov/oas/reports/region5/51600043.asp
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License Verification Details

SUBJECT TO TERMS AND CONDITIONS
Information current as of: 10/23/2019
Session: 2019-10-23 02:52:04.546 | 73.25.214.71 /wq01wghk5b3cs1dt4gxpvqko

This site is a primary source for verification of license credentials consistent with Joint Commission and NCQA standards.

Lawlor, Jennifer Kathleen, MD

Address Type City County State Phone

Practice Portland Multnomah Oregon 503-413-6294

License

Other Licenses
License Number Effective Date Expiration Date License Type

LL07588 07/09/1997 07/18/1997 MD Special License

Education
School Name Location Degree Date Degree Earned

U/CA SAN FRANCISCO SCH/MED SAN FRANCISCO, CA United States 06/13/1993 MD

Post-
Graduate 
Training School Name Location From To Specialty

Internship U/CA SAN
FRANCISCO PROG

SAN FRANCISCO, CA
United States

06/1993 06/1994 Internal Medicine

Residency STANFORD UNIV HSP STANFORD, CA United
States

07/1994 06/1997 Physical Medicine &
Rehabilitation

The licensee may have completed additional education or training programs. Only those that have been verified with
the primary source are shown.

Board Orders

Gender: Female

Number: MD20535

License Type: MD License

Originally Issued: 07/18/1997

Current Status: Active

Status Effective: 1/1/2018

Expires: 12/31/2019

Expedited Endorsement: No

Basis: Combination

Specialty : Physical Medicine & Rehabilitation

Specialty is self-reported by the licensee. It does not necessarily indicate specialty board certification. Check directly
with the Specialty Member Board for current certification status.

Dispensing: Yes

Supervising Physician Status: Not Approved

Future Status : Active

Begins: 01/01/2020

Expires: 12/31/2021

https://omb.oregon.gov/clients/ormb/public/TermsOfService.aspx
http://www.oregon.gov/OMB/licensing/Pages/License-Definitions.aspx
http://www.oregon.gov/OMB/licensing/Pages/License-Definitions.aspx
http://www.oregon.gov/OMB/licensing/Pages/License-Statuses.aspx


Please note that Corrective Action Orders, Corrective Action Agreements, and Consent Agreements are public records,
however they are not disciplinary and are removed from this website upon completion. Copies of any public Orders or
Agreements are available through a license verification request .

There are no current or prior Board orders or agreements on file for this licensee.

Malpractice
Malpractice claim information is compiled by the Oregon Medical Board from claim reports it receives from primary
insurers; public bodies required to defend, save harmless and indemnify an officer, employee or agent of the public; a
self-insured entity; or a health maintenance organization. Claim reporting and disclosure requirements are governed by
ORS 742.400.

The settlement of a medical malpractice claim may occur for a variety of reasons that do not necessarily reflect
negatively on the professional competence or conduct of the provider. Therefore, there may be no disciplinary action
appearing for a licensee, even though there is a closed malpractice claim on file. A payment in the settlement of a
medical malpractice action does not create a presumption that medical malpractice occurred. This database represents
information from reporters to date. Please note: Not all reporters may have submitted claim information to the Board.

For malpractice claim information, click here.

Oregon Medical Board
1500 SW 1st Ave, Suite 620
Portland, OR 97201
Phone: (971) 673-2700 

http://www.oregon.gov/OMB/ombforms1/request-licensee-info-verification.pdf
https://omb.oregon.gov/clients/ormb/public/VerificationMalpractice.aspx?EntityID=1450077
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