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502.
INTERMEDIARY MEDICAL REVIEW (MR) OF PART B OUTPATIENT

SPEECH-LANGUAGE PATHOLOGY (SLP) SERVICES 

A.
General.--SLP services are paid only if they meet all requirements established by Medicare guidelines and regulations.  Intermediaries conduct focused MR of outpatient therapy claims.     Billing and utilization data is analyzed and the review is targeted to those claims, services, or providers where there is greatest risk of inappropriate program payment. (See §500.1.)    Each bill for SLP services subjected to FMR must be supported with adequate medical documentation.   These are payable SLP services.  Intermediaries will inform you if and when you are required to submit medical information with the claim.  They will also inform you as to their reason for requesting the medical information.

These instructions identify documentation requirements for SLP claims that you may be asked to submit to your intermediary for MR.

B.
Bill Review.-- Intermediaries evaluate bills based upon the following data which you must submit on your bill:

o
Facility and Patient Identification.--Patient name, provider number, HICN, age;

o
Diagnosis.--List, by ICD-9-CM code, the primary diagnosis for which SLP services were first furnished.  Follow with other Dx(s) applicable to the patient or that influence care (e.g. communication disorder diagnosis);

o
Duration.--Includes the total length of time you furnish SLP services (in days) from the date treatment was initiated for the diagnosis (including the last day in the current billing period);

o
Number of Visits.-- Includes the total number of patient visits completed since you initiated SLP services for the diagnosis being treated.  Enter the total number of visits to date (including the last visit in the billing period) rather than for each separate billing (value code 52);

o
Date of Onset (Occurrence Code 11).--The date of onset of the primary SLP diagnosis for which you furnished SLP services;

o
Date Treatment Started (Occurrence Code 35).--Includes the date services were initiated for the primary SLP Dx being treated; and

o
Billing Period.--When SLP services began and ended in the billing period ("FROM/THROUGH" dates).

C.
Focused Medical Review -- An intermediary may also select a bill for focused review or intensified review.  When a bill is selected for this type of review, the intermediary's MR staff  reviews the bill  in conjuction with the medical information that you submitted.   For example, when additional medical information is needed by that intermediary, you may be asked to submit the following data:

o
Date of Last Certification.--The date on  which the physician last certified the plan of treatment; 

o
Medical History.--Information that is pertinent to, or that influences, the SLP treatments or tests furnished.   This may include prior history and treatment by the referring physician, when available.  If  a history of previous SLP treatment is not available, provide a general summary regarding the patient's past relevent medical history recorded during the initial evaluation or through 
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contact with the referring physician.   The patient's medical history, as it relates to SLP, must include 
the date of onset and/or exacerbation of the illness or injury.  Describe the level of function prior to the current exacerbation or onset.

If applicable, you should also inlcude history of treatments from a previous provider for patients who have transferred to you for additional treatment.  Be specific.  For chronic conditions, give the date of the change or deterioration in the patient's condition and a description of the changes that necessitate skilled SLP.

A speech-language pathology initial assessment (excluding routine screening) is reasonable and necessary when there is an expectation that either restorative services or establishment of a maintenance program will be appropriate for the patient's condition.  The assessment establishes the baseline data necessary for assessing expected rehabilitation potential, setting realistic goals, and measuring communication status at periodic intervals.

Include in the initial assessment objective baseline diagnostic testing (standardized or nonstandardized), interpretation of test results, and clinical findings.  If baseline testing cannot be supplied for any reason, note this in the initial assessment or progress notes along with the reasons. Also, include in the assessment a statement of the patient's expected rehabilitation potential.

Reassessments are covered only if the patient exhibits a change in motivation, clearing of confusion, or the remission of some other medical condition which previously contraindicated SLP services. Periodic routine reassessments (e.g., monthly, bimonthly) for a patient undergoing a SLP program are considered a part of the treatment session and are not covered as separate assessments.  Submit an initial assessment or reassessment when it is reasonable and necessary based on the patient's condition, even though the expectations are not realized, or when the assessment determines that skilled services are not needed.

o
Plan of Treatment.--The plan of treatment must contain the following information:

1.
Type and nature of care to be furnished;

2.
Functional goals and estimated rehabilitation potential;

3.
Treatment objectives;

4.
Frequency of visits; and

5.
Estimated duration of treatment.

a. 
Functional Goals.--The speech-language pathologist must write the functional goals to reflect the level of communicative independence the patient is expected to achieve outside of the therapeutic environment.  Reflect in the functional goals the final level the patient is expected to achieve.

Be realistic and ensure that the functional goals have a positive effect on the quality of the patient's everyday life.

Factors may change or influence the final level of achievement.  If this occurs, explain the factors that led to the change of the functional goal.  Examples of functional communication goals in achieving optimum communication independence are the ability to:

-
Communicate basic physical needs and emotional status;

-
Communicate personal self-care needs;
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-
Engage in social communicative interaction with immediate family or friends; and

-
Carry out communicative interactions in the community.

NOTE:
The term "communication" includes speech and language, as well as voice skills.

A functional goal may reflect a small, but meaningful, change that enables the patient to function more independently in a reasonable amount of time.  For some patients, it may be the ability to give a consistent, functional "yes" and "no" response.  For others it may be the ability to demonstrate a competency in naming objects using auditory/verbal cues.  Others may receptively and expressively use a basic spoken vocabulary and/or short phrases, and still others may regain conversational language skills.

b.
Treatment Objectives.--Document the specific steps designed to reach a functional goal.  When the patient achieves these objectives, the functional goal is met.

c.
Frequency of Visits.--Estimate the frequency of treatment to be furnished (e.g., 3x/week).

Rarely, except during an assessment, should a session last longer than 30 to 60 minutes.  If you use longer times, justify them.  Note on the assessment that the patient is exceptionally alert, the number of appropriate activities needing skilled intervention is greater than average, or special staff/family requires training.

d.
Estimated Duration of Treatment.--Specify the estimated time over which the services are to be furnished.  Express the time in days, weeks, or months.

o
Progress Reports (Treatment Summary for Billing Period).--Document and report:

a.
The initial functional communication status of the patient at your provider setting;

b.
The present functional status of the patient for this reporting period;

c.
The patient's expected rehabilitation potential; and

d.
The changes in the plan of treatment.

Where a valid expectation of improvement exists at the time services are initiated, or thereafter, the services are covered even though the expectation may not be realized. However, in such instances, they are covered only until no further significant practical improvement can be expected.  Document in your progress reports that the patient's condition continues to improve significantly in a reasonable and generally predictable period of time.  

"Significant" means a generally measurable and substantial increase in the patient's present level of communication, independence, and competence compared to when treatment was initiated.  Do not interpret the term "significant" so stringently that you do not submit a claim simply because of a temporary setback in the patient's progress. For example, a patient may experience a new intervening 
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medical complication or a brief period when lack of progress occurs.  Submit the claim if there is still reasonable expectation that significant improvement in the patient's overall functional ability will occur.  However, the speech-language pathologist and physician must document any lack of progress and explain the need for continued  intervention.

Include a short narrative progress report and objective information in a clear, concise manner.  This provides the intermediary with evidence of the patient's progress in meeting the plan of treatment, along with any changes in the goals or treatment plan.  Attach new plans to the original.  However, ensure that an overall treatment plan with final goals and enough objective information is present with each claim to indicate progress toward meeting all goals.

Consistent reporting is important.  For example, if you report that the patient can produce an "m" 25 percent of the time, and later report 40, 60, 90 percent, the intermediary may believe treatment is ending.  Document the final goal and the objectives to clarify progress toward the final goal and the steps needed to reach it.  

The speech-language pathologist might state that the final goal is "the ability to converse in a limited environment."  One underlying SLP goal might be to "reduce the apraxia sufficiently so the patient can initiate short intelligible phrases with a minimum of errors."  The short-term goals demonstrate that the patient's ability to initiate easier phonemes comes before other more difficult phonemes.  The speech-language pathologist has a linguistically and neurologically sound basis for working on one phoneme production before initiating another.  

The speech-language pathologist might choose to work on a group of phonemes having a "feature" in common before another group.  For example, working on all bilabials (since the patient can easily see the movement), might be desired prior to sounds that are produced more intraorally.

Choose how you want to demonstrate progress.  However, choose a method and use measures that generally remain the same for the duration of treatment. Interpret reports of test scores or comparable measures and their relationship to functional goals in progress notes or reports.  Diagnostic testing should be appropriate to the communication disorder.

While a patient is receiving SLP treatment, the speech-language pathologist reassesses the patient's condition and adjusts the treatment.  However, if the speech-language pathologist changes the method used to demonstrate progress, document the reasons.  Also include how the new method relates to the previous documentation.  In addition, include an explanation and interpretation of the assessment results. 

o
Level of Complexity of Treatment.--Document the level of complexity of the services furnished by the speech-language pathologist and not what the patient is asked to do.  For example, ask the patient to repeat a word and the speech-language pathologist analyzes the response and gives the patient feedback that he/she uses to modify the response.  The speech-language pathologist may ask staff or family to repeat the activity as a reinforcement. However, it is the speech-language pathologist's analysis that makes the activity skilled.

o
Reporting of New Episode or Condition.--Occasionally, a patient who receives, or who has previously received SLP services experiences a new illness.  Document the significance of any change to the communication capabilities.  Provide any pertinent pre- or post-episodic objective documentation in nursing notes or physician reports.  If the patient is receiving treatment, you may lengthen the documentation.  If the patient has completed treatment, document the significant change in the communication status that warrants a new treatment plan.
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o
 Certification and Recertification.--A physician must certify and recertify SLP services.  They must be furnished while the patient is under the care of a physician and furnished under a written plan of treatment established by the physician or a qualified speech-language pathologist providing the services.  If a speech-language pathologist establishes a plan, the physician must periodically review the plan.  The plan of care must be established (reduced to writing by either professional or you when you make a written record of the oral orders) before treatment is started.  

When outpatient SLP services are continued under the same plan of treatment, the physician must certify, at intervals of at least every 30 days, that there is a continuing need for them.  The physician who reviews the plan of treatment must sign the recertification.  Any changes to the treatment plan established by the speech-language pathologist must be in writing and signed by the speech-language pathologist or by the attending physician.  The physician may change a plan of treatment established by the speech-language pathologist.  The speech-language pathologist may not alter a plan of treatment established by a physician.

D.
Qualified Speech-Language Pathologist.--A qualified speech-language pathologist:

o
Is licensed, if applicable, by the State in which he/she  practices; or

o
Is eligible for a certificate of clinical competence in SLP granted by the American Speech-Language-Hearing Association; or

o
Meets the educational requirements for certification and is in the process of accumulating the required supervised experience.

E.
 SLP Forms.--Submit documentation on a specific form (e.g., Form HCFA-700 and Form HCFA-701 or facsimile of  Form HCFA-700 and Form HCFA-701) copies of documentation from your original record. Your information must be complete; if not, your intermediary returns the bill for additional information.  Instead of a hardcopy form, your intermediary may require MR information be submitted in an electronic format (i.e., Form HCFA-700 and Form HCFA-701 electronic format).  Contact your intermediary for guidance on use of the hardcopy or electronic Form HCFA-700 and Form HCFA-701.

The intermediary requires and assesses the same type of information used by a physical therapist to properly treat the patient.   

F.
Examples of Skilled and Unskilled Procedures.--

o
Skilled Procedures.--Skilled procedures include the following:

1.
Diagnostic and assessment services to ascertain the type, causal factor(s), and severity of speech and language disorders.  Reassessment, if the patient exhibits a change in functional speech or motivation, clearing of confusion, or remission of some other medical condition that previously contraindicated SLP services;

2.
Design of a treatment program relevant to the patient's disorder(s). Continued assessment of the patient's progress during the implementation of treatment, including documentation and professional analysis of the patient's status at regular intervals;
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3.
Establishment of compensatory skills (e.g., air-injection techniques, word finding strategies);

4.
Establishment of a hierarchy of speech-language tasks and cuing that directs a patient toward communication goals;

5.
Analysis related to actual progress toward goals; and

6.
Patient and family training to augment restorative treatment or to establish a maintenance program.

o
Unskilled Procedures.--Unskilled procedures include the following:

1.
Nondiagnostic/nontherapeutic routine, repetitive and reinforced procedures (e.g., the practicing of word drills without skilled feedback);

2.
Procedures that are repetitive or reinforcing of previously learned material that the patient or family is instructed to repeat;

3.
Procedures that may be effectively carried out with the patient by any nonprofessional (e.g., family member, restorative nursing aide) after instruction and training is completed; and

4.
Provision of practice for use of augmentative or alternative assessment communication systems.

NOTE:
It is only after the patient has established a high level of consistency of performance in a task with the speech-language pathologist that unskilled techniques can be implemented.

G.
Examples of Statements Supporting and Not Supporting Coverage.--

o
Statements Supporting Coverage.--Typically these have an objective component, which is compared to previous reporting, and demonstrate progress toward a stated functional goal.

EXAMPLES:
"Mr. Smith achieved 75 on the word subtest on the Johnson Test of Aphasia compared with last month's score of 50 on the same subtest."  

"Mr. Jones achieved a combined score of 352 on the A, B, C, D, and E subtests this month compared with an overall score of 250 for these SAME subtests last month."

"Mrs. Jones achieved the next steps in the treatment plan outlined last month (see attached sheet).  If she continues at this rate, she should complete treatment within the next 2 months."
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"Mrs. Jones achieved 75% (7.5 out of 10 or 75 out of 100) on word naming.  This compares to last month's score of 50% (5.0 out of 10 or 50 out of 100)."

NOTE:
Base the percent on a real number count.  Show interpretation of scores in progress notes or summary information.  Your narrative should contain references to objective scoring, comparison to previous scores, or to the treatment plans with present status compared to previous status.  Provide this information and the functional goal in narrative or as an attachment.

o
Statements Not Supporting Coverage.--Typically, these statements are subjective. They do not demonstrate progress toward a stated functional goal, or a comparison to previous test scores.

EXAMPLES:
"Mrs. Jones is very concerned about going home.  She has started smoking again and is causing family problems as well as physical problems."

"Speech somewhat slurred today."

"Mr. Smith more consistent in responses."

"Mr. Jones has shown significant improvement in his ability to make himself understood."

"Patient is now able to inject air 80% of the time."

"Mrs. Smith achieved 75% accuracy on word naming task.  (No comparison to a previous report)."

"Auditory comprehension improved from moderately impaired to mildly impaired (by itself, does not offer sufficient objective information)."

H.
Resumption of Treatment.--Document the patient's conditions and circumstances that justify resuming treatment after it has been delayed.  Examples include:

o
Patient became more alert, attentive, cooperative;

o
Patient shows rehabilitation potential;

o
Medical complications cleared;

o
Environmental change improves motivation or communicative capabilities;

o
Progressive nature of disorder warrants further treatment; and

o
Drug or other medical treatment is reduced or ended.
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502.1
Other MR Considerations.--

A.
Disorders Typically Not Covered for the Geriatric Patient.--

o
Stuttering (except neurogenic stuttering caused by acquired brain damage):

1.
Fuency Disorder;

2.
Cluttering;

3.
Disprosody; and

4.
Disfluency;

o
Myofunctional Disorders, e.g., tongue thrust; and

o
Behavior/Psychological Speech Delay.

B.
Maintenance.--Submit claims when the specialized knowledge and judgment of a qualified speech-language pathologist is required to design and establish a maintenance program.  By the time the patient's restorative program is complete, the maintenance program should have been designed, with instructions to patient, supportive personnel, or family.  Do not submit a separate charge for establishing the maintenance program immediately after the restoration program is completed.

Provide adequate treatment justification for reestablishing a maintenance program, e.g., loss in previous functional abilities occurs, intervening medical conditions develop, or recent difficulty in communicating with care-givers arises.

Document the initial assessment using standardized testing (if possible) to establish baseline data. This is critical if the patient returns for care at a future date.  Show that the maintenance program is designed by the qualified speech-language pathologist appropriate to the capacity and tolerance of the patient, and the treatment objectives of the physician.

Your maintenance program will be considered established when it has been designed to fit the patient's level of function and when instructions to the patient and supportive personnel have been completed sufficient for them to safely and effectively carry it out. Give reasonable assurances that this has occurred.  After that point, the services are not considered reasonable and necessary.

C.
Group or Individual Treatment.--Generally, no Medicare payment may be made for group treatment and social or support groups such as stroke clubs or lost cord clubs.  

D.
Total Laryngectomy.--A total laryngectomy is the surgical removal of the larynx.  You may have to document the following services:

o
Pre-op/post-op sessions as part of the assessment to inform the patient, family, and staff about alternative communication methods; and 

o
Provide an immediate means of communication following surgery.  Include assessment and a description of any reasonable and necessary treatment to establish a means of communication using esophageal speech, an artificial larynx (electronic or pneumatic device), a tracheoesophageal puncture prosthesis, and/or other alternate communication methods.
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E.
Partial Laryngectomy.--A partial laryngectomy is the surgical removal of part of the larynx.  Documentation includes the following information:

o
Voice problems that require assessment and treatment;  

o
Pre-op/post-op sessions as part of the assessment to inform the patient, the family, and staff about voice problems;  

o
Assessment, and 

o
Type of treatment for the voice disorders, including baseline objective data and progress notes.

F.
Total Glossectomy.--Total glossectomy is the surgical removal of the tongue. Total glossectomy results in articulation problems that require assessment and may require treatment.  Include the following information in your documentation:

o
Pre-op/post-op sessions as part of the assessment to inform the patient, the family, and staff about articulation disorders. These sessions also provide an immediate means of communication following surgery and/or to establish an effective maintenance program; and 

o
Assessment and type of treatment for the articulation disorders.  Documentation for articulation treatment involves instruction of compensatory techniques and alternate communication methods if needed.

G.
Partial Glossectomy.--Partial glossectomy is the surgical removal of part of the tongue.  Documentation should indicate the following information:

o
Articulation problems that require assessment and treatment.  It may include pre-op/post-op sessions to inform the patient, family, and staff about articulation disorders and to provide an immediate means of communication following surgery; and  

o
The assessment and type of treatment for the articulation disorders including baseline objective data and progress notes.  Documentation for articulation treatment involves instruction of compensatory techniques and alternate communication methods if needed.

H.
Congential Disorders.--Include in your documentation the following information:

o
Substantiate the need, e.g., no previous treatment; the patient's speech-language communicative capabilities have recently deteriorated; new, special techniques or instruments have become available; or intervening medical complications have affected SLP communication.  

Submit claims for maintenance or short-term treatment only if your objective documentation supports a reasonable and necessary need.

I.
Alzheimer's Disease.--(Chronic brain syndrome, organic brain syndrome).  Indicate in your objective documentation the patients' condition, alertness, and mental awareness.  Justify that services are needed for establishment of a maintenance program.
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J.
Chronic Conditions.--Submit claims for patients with chronic conditions such as MS, ALS, Parkinson's Disease or Myasthenia Gravis when you document a need for short-term care or establish a maintenance program.  Submit clear documentation concerning any prior care or maintenance program for the same condition.  Submit claims for short-term intervention to improve oral and laryngeal strength, speech intelligibility, or vocal intensity only when your documentation supports the need to increase function or to establish a maintenance program.







Next page is 5-71.
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503.
INTERMEDIARY MEDICAL REVIEW FOR PART B OUTPATIENT 


OCCUPATIONAL THERAPY (OT) SERVICES

A.
General.--OT services are paid only if they meet all requirements established by Medicare guidelines and regulations.  Intermediaries conduct focused MR of outpatient therapy claims.     Billing and utilization data is analyzed and the review is targeted to those claims, services, or providers where there is the greatest risk of inappropriate program payment. (See §500.1.)    Each bill for OT services subjected to FMR must be supported with adequate medical documentation.   These are payable OT services.  Intermediaries will inform you if and when you are required to submit medical information with the claim.  They will also inform you as to their reason for requesting the medical information.

These instructions identify documentation requirements for OT claims that you may be asked to submit to your intermediary for MR.

B.
Bill Review.-- Intermediaries evaluate bills based upon the following data which you must submit on your bill:

o
Facility and Patient Identification.--Patient name, provider number, HICN, age;

o
Diagnosis.--List, by ICD-9-CM code, the primary diagnosis for which OT services were first furnished.  Follow with other Dx(s) applicable to the patient or that influence care (e.g. communication disorder diagnosis);

o
Number of Visits.-- Includes the total number of patient visits completed since you initiated OT services for the diagnosis being treated.  Enter the total number of visits to date (including the last visit in the billing period) rather than for each separate billing (value code 51);

o
Date of Onset (Occurrence Code 11).--The date of onset of the primary OT diagnosis for which you furnished OT services;

o
Date Treatment Started (Occurrence Code 35.--Includes the date services were initiated for the primary OT Dx being treated; and

o
Billing Period.--When OT services began and ended in the billing period ("FROM/THROUGH" dates).

C.
Focused Medical Review.--An intermediary may also select a bill for focused review or intensified review.  When a bill is selected for this type of review, the intermediary's MR staff  reviews the bill  in conjuction with the medical information that you submitted.   For example, when additional medical information is needed by that intermediary, you may be asked to submit the following data:

o
Date of Last Certification.--The date on  which the physician last certified the plan of treatment; 

o
Medical History.--Provide information regarding prior OT treatment for the current condition, progress made, and treatment by the referring physician, when available.  If a history of previous OT treatment is not available, you may provide a general summary regarding the patient's past relevant medical history obtained during the initial evaluation with the patient/family (if reliable) or through contact with the referring physician.  Describe the level of function prior to the current exacerbation or onset.
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Include in the patient's medical history the date of onset or exacerbation of the illness or injury.  If the patient has had prior therapy for the same condition, submit that history with the patient's current assessment.  

The intermediary may ask you to submit the history of treatments from a previous provider for patients who have transferred to you.  If a surgical procedure is involved, state the date and the name of the surgical procedure.  For other diagnoses, such as arthritis, the date of onset (if unknown) may be the date the patient first required medical treatment.  For other types of chronic diagnoses, document the date of the change or deterioration in the patient's condition and a description of the changes that necessitate skilled OT.  

o
Evaluation.--Submit the initial OT evaluation (exclude routine screening) when it is reasonable and necessary to determine if there is an expectation that either restorative or maintenance services are appropriate.  Submit reevaluation when the patient exhibits a demonstrable change in physical functional ability necessitating revised treatment goals, or when required for ongoing assessment of the patient's rehabilitation needs.  

Approve an initial evaluation or reevaluation determined to be reasonable and necessary based on the patient's condition even when the expectations are not realized or when the evaluation determines that the patient does not need skilled rehabilitation.  Submit the physician's pertinent evaluations, progress notes, and opinions about the patient's need for rehabilitation services when they are available.

The evaluation must establish the physical and cognitive baseline data necessary for assessing expected rehabilitation potential, setting realistic goals, and measuring progress.  The patient's functional deficits and level of assistance needed forms the basis of the OT treatment goals.  Use objective tests and measurements (when possible) to establish baseline data.

Document the patient's functional loss and the level of assistance requiring  skilled OT intervention resulting from:

1.
Activities of Daily Living (ADL) Dependence - The individual requires skilled assistance in handling his/her ADL.  These activities include, but are not limited to, significant 

physical and/or cognitive functional loss or loss of previous functional gains in the ability to:

a.
Feed, 

b.
Eat, 

c.
Drink;

d.
Bathe;

e.
Dress; 

f.
Perform personal hygiene;

g.
Groom; or

h.
Perform toileting.
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ADL dependence could include management and care of orthotic or other adaptive equipment or other customized therapeutic adaptations.

2.
Functional Limitation.--The individual is dependent upon  skilled OT intervention in such areas as functional training, observation, assessment, and environmental adaptation due to, but not limited to:

a.
Lack of awareness of sensory cues or safety hazards;

b.
Impaired attention span;

c.
Impaired strength;

e.
Coordination;

f.
Abnormal muscle tone;

g.
Range of motion limitations;

h.
Impaired body scheme;

i.
Perceptual deficits;

j.
Impaired balance/head control; or

k.
Environmental barriers; and

3.
Safety Dependence/Secondary Complications - A safety problem exists when a patient without skilled OT intervention cannot function in a manner that is physically and/or cognitively safe.  This may extend to the activities of daily living or to acquired secondary complications that could intensify medical sequelae such as fracture nonunion or skin breakdown. Safety dependence may be documented by high probability of falling, lack of environmental safety awareness, swallowing difficulties, abnormal aggressive/destructive behavior, severe pain, loss of skin sensation, progressive joint contracture, and joint protection/preservation requiring skilled OT intervention to protect the patient from further medical complications.

If the goal for a patient is to increase functional abilities and to decrease the level of assistance needed, the initial evaluation must measure the patient's starting functional abilities and level of assistance required.

o
Plan of Treatment.--Include specific functional goals and a reasonable estimate of when they will be reached (e.g., 6 weeks).  It is not adequate to estimate "1 to 2 months on an ongoing basis." Include specific OT procedures, frequencies, and duration of treatments.  Submit changes in the plan of treatment with the progress notes.

The plan of treatment must contain the following information concerning the OT treatment forwarded to the intermediary:

1.
Type of Procedures - Include the specific nature of the therapy to be provided; 

2.
Frequency of Visits - Include an estimate of the frequency of treatment to be furnished (e.g., 3x week);
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3.
Medical documentation must justify the intensity of services furnished. This is crucial when treatments are given more frequently than 3 times a week;

4.
Estimated Duration.--Include the length of time over which the services are to be furnished.  Express in days, weeks, or months;

5.
Diagnoses.--Document the diagnosis if different from the medical diagnosis. Base the OT diagnosis on objective tests whenever possible;

6.
Functional OT Goals (Short or Long-Term).--Include the occupational therapist's and/or physician's description of what functional physical/cognitive abilities the patient is expected to achieve.  Factors may change or influence the final level of achievement.  If this occurs, document those which led to the change in functional goal(s); and 

7.
Rehabilitation Potential.--Include the occupational therapist's and/or physician's expectation concerning the patient's ability to meet the established goals.

o
Progress Reports (Treatment Summary for Billing Period).--Document and report:

1.
The initial functional status of the patient;

2.
The patient's present functional status and progress (or lack of progress) for this reporting period.  Include clinical findings (amount of physical and/or cognitive assistance needed, range of motion, muscle strength, unaffected limb measurements, etc.) present treatment; and

3.
The patient's expected rehabilitation potential.

Where you anticipate improvement when you initiate OT services, or anytime thereafter, the services are covered even though you may not realize the expectation.  However, in such instances, the OT services are covered only to the point where no further significant practical improvement can be expected.  Document in progress reports or status summaries this continued expectation.

"Significant" means a generally measurable and substantial increase in the patient's present level of functional independence and competence compared to the level of function at the time you initiate treatment.  Do not interpret the term "significant" so stringently that you do not submit a claim simply because of a temporary setback in the patient's progress.  For example, a patient may experience a complicating condition or a brief period when lack of progress occurs.  Intermediaries approve claims if the services are reasonable and necessary, and if there is still reasonable expectation that significant improvement in the patient's overall safety or functional ability will occur.  However, the occupational therapist or physician should document such lack of progress and briefly explain the need for continued skilled OT intervention.

Provide treatment information regarding the current status of the patient during the course of the billing period.  Update in progress notes and any needed re-evaluation(s) the baseline information provided at the initial evaluation.  If there is a change in the plan of treatment, document it in accordance with §242.3.  Additionally, when a patient is carried over from one billing period to another, reflect in the progress report(s) a comparison between the patient's current functional status and that obtained during the previous billing and the initial evaluation.
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Medical review of rehabilitation claims is conducted with an understanding that the patient may need skilled intervention, and improvement in a patient's condition may occur even where a patient's full or partial recovery is not realized.  For example, a terminally ill patient may begin to exhibit ADL, 

mobility and safety dependence requiring OT services.  The fact that full or partial recovery is not possible or rehabilitation potential is not present is not the deciding factor.  The deciding factor is always whether the services are considered reasonable, effective treatment for the patient's condition and require the skills of an occupational therapist, or whether they can be safely and effectively carried out by nonskilled personnel without the occupational therapist's supervision.  Document the reasons for OT intervention as well as goals of such care. 

It is essential that you document updated status through clear, concise, and objective progress notes. Stress objective tests and measurements when practical.  The occupational therapist selects the appropriate method to demonstrate current patient status.  However, the method chosen, as well as the measures used, should be consistent during the treatment duration.  If the method used to demonstrate progress changes or the occupational therapist uses comparable measures, document the reasons for the change, including how the new method relates to the old.  The intermediary must have an overview of the purpose of treatment goals in order to compare the patient's current functional status to that in previous reporting periods.

Documentation of the patient's current functional status and level of assistance required compared to previous reporting period(s) is of paramount importance.  The deficits in functional ability must be clear.  Occupational therapists must document functional improvements (or lack thereof) as a result of their treatments.  State documentation of functional progress, whenever possible, in objective, measurable terms.  The following illustrates these principles and demonstrates that significant changes may occur in one or more of these assistance levels:

a.
Change in Level of Assistance.--Document assistance levels by describing the relationship between functional activities and the need for assistance. Within the assistance levels of minimum, moderate, and maximum, there are intermediate gradations of improvement based on changes in behavior and response to assistance. Document improvements at each level.  Compare the current cognitive and physical level achieved to that achieved previously.  While the need for cognitive assistance often is the more severe and persistent disability, the requirement of physical assistance often is the major obstacle to successful outcomes and subsequent discharge.  Document the levels as follows:

--
Total Assistance.--The need for 100 percent assistance by one or more persons to perform all physical activities and/or cognitive assistance to elicit a functional response to an external stimulation.

Total assistance is required if your documentation indicates the patient is only able to initiate minimal voluntary motor actions and that the skill of an occupational therapist is required to develop a therapeutic program or to implement a maintenance program to prevent or to minimize deterioration.

A cognitively impaired patient requires total assistance when your documentation shows external stimuli are required to elicit automatic actions such as swallowing or responding to auditory stimuli. Document what OT skills are needed to identify and apply strategies for eliciting appropriate, consistent automatic responses to external stimuli.
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--
Maximum Assistance.--The need for 75 percent assistance by one person to physically perform any part of a functional activity or cognitive assistance to perform gross motor actions in response to direction.

A patient requires maximum assistance if your documentation shows that maximum OT physical support and proprioceptive stimulation is needed for performance of each step of an activity every time it is performed.

Document the specific need for OT proprioceptive stimulation or one-to-one demonstration by the occupational therapist due to lack of cognitive awareness of other people or objects in the environment.

--
Moderate Assistance.--The need for 50 percent assistance by one person to perform physical activities or constant cognitive assistance to sustain/complete simple, repetitive activities safely.

Document that your patient requires moderate assistance by indicating  that moderate OT physical support and proprioceptive stimulation is needed for the patient to perform a functional activity, every time it is performed.

Submit records that state how a cognitively impaired patient, at this level, requires intermittent one-to-one demonstration or intermittent cuing (physical or verbal) throughout the performance of the activity.  Moderate assistance is needed when your documentation indicates that the therapist/caregiver needs to be in the immediate environment to assist the patient through a sequence to complete a functional activity. Document how this level of assistance requires a halt to continuing repetition of a task and to what extent assistance is needed to prevent unsafe, erratic or unpredictable actions that interfere with appropriate sequencing.

--
Minimum Assistance.--The need for 25 percent assistance by one person for physical activities and/or periodic, cognitive assistance to perform functional activities safely.

A physically impaired patient requires minimum assistance if your documentation indicates that activities can only be performed after physical setup by the therapist or caregiver, and if physical help is needed to initiate or sustain an activity.  Document any review of alternate procedures, sequences and methods that may be required.

A cognitively impaired patient requires minimal assistance if your documentation indicates the patient needs help in performing known activities to correct repeated mistakes, to check for compliance with established safety procedures, or to solve problems posed by unexpected hazards.

--
Standby Assistance.--Is the need for supervision by one person for the patient to perform new activity procedures that were adapted by the therapist for safe and effective performance.

A patient requires standby assistance when errors and the need for safety precautions are not always anticipated by the patient.

--
Independent Status.--No physical or cognitive assistance is required to perform functional activities.
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Indicate in your documentation that patients at this level are able to implement the selected courses of action, consider potential errors, and anticipate safety hazards in familiar and new situations.

b.
Change in Response to Treatment Within Each Level of Assistance.--Document significant improvement in a patient's condition.  Indicate any change in one or more of the following categories of patient responses within any assistance level.  

--
Decreased Refusals.--Document that the patient responds by refusing to attempt performance of an activity because of fear or pain.  Document what activity and performance is refused, the reasons, and how the OT plan addresses them.

These responses are often secondary to a change in medical status or medications.  If refusals continue over several days, put the therapy program on "hold" until the patient is willing to attempt performance of functional activities.  

For the cognitively impaired patient, document refusal to perform that escalates into aggressive, destructive, or verbally abusive behavior if the patient is pressed by the therapist or caregiver to perform.  In these cases, consider a reduction in these behaviors significant.  However, you must still document these behaviors.  Include the skilled OT provided to reduce the abnormal behavior.

For the psychiatrically impaired patient, refusals to participate in an activity frequently are symptoms of the diagnosis.  Document the skilled OT furnished, and if the patient is contacted regularly.  Describe how the patient is actively encouraged to participate.

--
Increased Consistency.--Document the increase in consistency of performance of functional tasks within the same level of assistance.

Document that the patient responds by inconsistently performing functional tasks from day-to-day or within a treatment session. Document the skilled OT furnished to address this problem.

--
Increased Generalization.--The patient may respond by applying previously learned concepts and performance of one activity to another similar activity.  Document the increased scope of activities the patient can perform, the type of activities, and the OT services rendered.

c.
A New Skilled Functional Activity is Initiated.--Two examples of new skilled functional activity are:

--
Teaching of lower body dressing that is added to a current program of upper body dressing; and

--
Increasing the ability to perform personal hygiene activities for health and social acceptance.

d.
A New Skilled Compensatory Technique is Added.--(With or without adapted equipment.)  Two examples include the following:

--
Teaching a patient techniques such as one-handed shoe tying; and

--
Teaching the use of a button hook for buttoning shirt buttons.

Rev. 1 
5-77

503 (Cont.)
MEDICAL REVIEW
04-98

e.
Length of Time in Treatment.--Reflect in your documentation an acceptable length of time in treatment for various disorders as determined by the patient's functional abilities and progress.

6.
Level of Complexity of Treatment.--Document the level of complexity of the services furnished by the occupational therapist and not what the patient is asked to do.  

Examples of complexity of treatment:

a.
Skilled OT.--Indicate the severity of the physical/emotional/perceptual/cognitive disability requires complex and sophisticated knowledge to identify current and potential capabilities.  In addition, document instructions required by the patient and/or the patient's caregivers.  Document the special services provided by an occupational therapist to decrease or eliminate limitations in functional activity performance imposed by illness or disability.  Document the underlying factors that interfere with the performance of specific activities.  Some of these factors could be cognitive, sensory, or perceptual deficits.

Document how the occupational therapist modified the specific activity by using adapted equipment, making changes in the environment and surrounding objects, altering procedures for accomplishing the task, and providing specialized assistance to meet the patient's current and potential abilities.  Skilled services include, but are not limited to, reasonable and necessary:

--
Patient evaluations;

--
Determinations of effective goals and services with the patient and patient's caregivers and other medical professionals;

--
Analyses and modifications of functional tasks (document the tasks involved);

--
Determinations that the modified task obtains optimum performance through tests and measurements;

--
Instruction of the task(s) provided to the patient/family/ caregivers; and

--
Periodic re-evaluations of the patient's status with  corresponding readjustment of the OT program.

Document any period of practice furnished for the patient or patient's caregivers to learn the steps of the task, to verify the task's effectiveness in improving function, and to check for safe and consistent activity performance.

b.
Nonskilled OT.--When your documentation indicates a patient has attained the therapy goals or has reached the point where no further significant improvement can be expected, the skills of an occupational therapist are not required to maintain function at the level to which it has been restored.  Examples of maintenance procedures include the following:

--
Daily feeding programs after the adapted procedures are in place;

--
Routine exercise and strengthening programs; 

--
The practice of coordination and self-care skills on a daily basis; and
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--
Presenting information on energy conservation or pacing, but not having the patient perform the activity.

Submit a claim because the patient requires the judgment and skills of the occupational therapist to design a safe and effective maintenance program and make periodic checks of its effectiveness.  Do not submit claims where the services of an occupational therapist are used in carrying out the established maintenance program.  

7.
Reporting on New Episode or Condition.--Occasionally, a patient who is receiving or who has received OT services, experiences a new illness.  Document the significance of any change to the patient's functional capabilities.  This may be by pre and post-episodic through nursing notes or physician reports.  If the patient is receiving treatment, it might be lengthened.  If the patient has completed treatment for the functional deficit, document a significant change in the functional status that warrants a new treatment plan.

503.1
Other MR Considerations.--

A.
Pain.--Describe the presence or absence of pain and its effect on the patient's functional abilities.  Submit a description of its intensity, type, changing pattern, and location at specific joint ranges of motion to materially aid correct MR decisions. Describe the limitations placed upon the patient's ADL, mobility and/or safety, as well as the subjective progress made in the reduction of pain through treatment.

B.
Therapeutic Programs.--Support in your objective documentation the skilled nature of the program and/or the need for the design and establishment of a maintenance OT program.  Generally, the goals should be to increase functional abilities in ADL, mobility or patient safety.  Document the goals and type of program provided.

Submit claims when you must render the therapeutic program by, or under, the supervision of an occupational therapist because of documented medical complications, the condition of the patient, or complexity of the OT employed.  For example, while functional ADL may often be performed safely and effectively by nonskilled personnel, the presence of fracture nonunion, severe joint pain, or other medical or safety complications may warrant skilled OT intervention to furnish the service or to establish a safe and effective maintenance program.  In these cases, the complications and the skilled services they require must be documented by physician orders and OT notes.  Include the patient's losses or dependencies in ADL, mobility and safety.  The possibility of adverse effects from improper performance of an otherwise unskilled service does not make it a skilled service.  Provide documentation to support why skilled OT is needed for the patient's medical condition and safety.

Document establishment and design of a maintenance exercise program to fit the patient's level of ADL, function, and any instructions supportive personnel or family members need to safely and effectively carry it out.  Re-evaluation may be approved when your documentation indicates it is reasonable and necessary for readjusting the maintenance program to meet the patient's changing needs.  Provide adequate justification for readjusting a maintenance program, e.g., loss of previous functional gains.
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C.
Cardiac Rehabilitation Exercise.--OT is not covered when furnished in connection with cardiac rehabilitation exercise program services (see Coverage Issues Manual §35-25) unless there also is a diagnosed non-cardiac condition requiring it, e.g., where a patient who is recuperating from an acute phase of heart disease may have had a stroke that requires OT.  (While the cardiac rehabilitation exercise program may be considered by some a form of OT, it is a specialized program conducted and supervised by specially trained personnel whose services are performed under the direct supervision of a physician.) 

D.
Transfer Training.--Describe the patient's functional limitations in transfer ability that warrant skilled OT intervention.  Include the special transfer training needed to perform functional daily living skills and any training needed by supportive personnel or family members to safely and effectively carry it out.  Transfer training may be approved only when your documentation supports a skilled need for evaluation, design and effective monitoring and instruction of the special transfer technique for safety and completion of the functional activities of daily living or mobility task.  

If your documentation supports only repetitious carrying out of the transfer method, once established and monitored for safety and completion, it will be considered noncovered care.

E.
Fabrication of and Training in Use of Orthoses, Prostheses and Adaptive Equipment.--Submit claims for reasonable and necessary fabrication of orthoses, prostheses, adaptive equipment, and any reasonable and necessary skilled training needed in their safe and effective use.  Indicate the need for the device and training required.  Document the patient's functional limitations.

F.
OT Forms.--Submit documentation on a specific form (e.g., Form HCFA-700 and Form HCFA-701 or facsimile of Form HCFA-700 or Form HCFA-701).  Your intermediary may also ask for copies of documentation from your original record.  Your information must be complete; if not, your intermediary returns the bill for additional information.  Instead of a hardcopy form, your intermediary may require that MR information be submitted in an electronic format (i..e., Forms HCFA-700 and Form HCFA-701 electronic format).  Contact your intermediary for guidance on use of the hardcopy or electronic Forms HCFA-700 and Form HCFA-701.  The intermediary requires and assesses the same type of information used by an occupational therapist to properly treat the patient.

G.
Certification and Recertification.--To meet Medicare guidelines, a physician must certify and recertify OT services.  They must be furnished while the patient is under the care of a physician. They must be furnished under a written plan of treatment established by the physician or a qualified occupational therapist providing such services.  If the occupational therapist establishes the plan, the physician must periodically review the plan.  Establish a plan of care (reduced to writing by either professional or you when you make a written record of the oral orders) before you start treatment.  

When you continue OT services under the same plan of treatment for a period of time, the physician must certify at intervals of at least every 30 days that there is a continuing need for them.  Obtain the recertification at the time the plan of treatment is reviewed since the same interval is required for the plan's review. The physician who reviews the plan of treatment must sign the recertification.  Any changes to the treatment plan established by the occupational therapist must be in writing and signed by the occupational therapist or by the attending physician.  The physician may change a plan of treatment established by the occupational therapist.  However, the occupational therapist may not alter a plan of treatment established by a physician.
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503.2
Occupational Therapy Availability.--There may be instances where two or more disciplines are providing therapy services to the same patient.  There may also be occasions where these services are duplicative.  Your intermediary uses your documentation to determine if duplication exists.  The following are some examples where there is not a duplication of services:

o
Transfers.--Physical therapy instructs the patient in transfers to ascertain the level of safety with the techniques.  Occupational therapy instructs and utilizes transfers as they relate to the performance of daily living skills, e.g., transfer from wheelchair to bathtub for bathing.

o
Pulmonary.--Physical therapy teaches the patient an adapted breathing program.  Occupational therapy carries the breathing retraining program into activities of daily living training.

o
Hip Fractures/Arthroplasties.--Physical therapy instructs the patient in hip precautions and gait training.  Occupational therapy carries out and reinforces the precautions when training the patient in activities of daily living, e.g., lower extremity dressing, toileting, and bathing.

o
CVA.--Physical therapy utilizes upper extremity neurodevelopmental (NDT) techniques to assist the patient in positioning the upper extremities on a walker and in gait training. Occupational therapy utilizes upper extremity neurodevelopmental (NDT) techniques to increase the functional use of upper extremities for dressing, bathing, grooming, etc.
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504.
SPECIAL INSTRUCTIONS FOR BILLING DYSPHAGIA

Your intermediary reviews your billing of dysphagia claims for speech-language pathology (SLP), occupational therapy (OT) and physical therapy (PT) services.

A.
Medical Workup.--It ensures that you select patients for this type of therapy only after a proper medical diagnostic evaluation by a physician. Document the medical workup by the physician to determine a preliminary diagnosis, form the basis of estimates of progress, and to establish whether the difficulty involves the oral, pharyngeal, or esophageal phase of swallowing.  This may involve collaboration with therapists or speech-language pathologists.

B.
Dysphagia Criteria - Oral, Pharyngeal, or Esophageal (upper one third) Phase of Swallowing.--Document your patient's level of alertness, motivation, cognition, and deglutition.  In addition, for payment, at least one of the following conditions must be documented:

o
History of aspiration problems or aspiration pneumonia, or definite risk for aspiration, reverse aspiration, chronic aspiration, nocturnal aspiration,  or aspiration pneumonia.  Nasal regurgitation, choking, frequent coughing up food during swallowing, wet or gurgly voice quality after swallowing liquids or delayed or slow swallow reflex.

o
Presence of oral motor disorders such as drooling, oral food retention, leakage of food or liquids placed into the mouth.

o
Impaired salivary gland performance and/or presence of local structural lesions in the pharynx resulting in marked oropharyngeal swallowing difficulties.

o
Incoordination, sensation loss, (postural difficulties) or other neuromotor disturbances affecting oropharyngeal abilities necessary to close the buccal cavity and/or bite, chew, suck, shape and squeeze the food bolus into the upper esophagus while protecting the airway.

o
Post-surgical reaction affecting ability to adequately use oropharyngeal structures used in swallowing.

o
Significant weight loss directly related to nonoral nutritional intake (g-tube feeding) and reaction to textures and consistencies.

o
Existence of other conditions such as presence of tracheostomy tube, reduced or inadequate laryngeal elevation, labial closure, velopharyngeal closure, laryngeal closure, and cricopharyngeal dysfunction.

C.
Esophageal (lower two thirds) Phase of Swallow.--Esophageal dysphagia (lower two thirds of the esophagus) is regarded as difficulty in passing food from the esophagus to the stomach.  If peristalsis is inefficient, patients may complain of food getting stuck or of having more difficulty swallowing solids than liquids.  Sometimes these patients will experience esophageal reflux or regurgitation if they lie down too soon after meals.
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Inefficient functioning of the esophagus during the esophageal phase of swallowing is a common problem in the geriatric patient.  Swallowing disorders occurring only in the lower two thirds of the esophageal stage of the swallow have not generally been shown to be amenable to swallowing therapy techniques. An exception might be made when discomfort from reflux results in food refusal. A therapeutic feeding program in conjunction with medical management may be indicated and could constitute reasonable and necessary care.  You may submit for payment a reasonable and necessary assessment of function, prior to a conclusion that difficulties exist in the lower two thirds of the esophageal phase, even when the assessment determines that skilled intervention is not appropriate.

D.
Assessment.--Document professional assessments indicating history, current eating status, and clinical observations such as: 

o
Presence of a feeding tube; 

o
Paralysis; 

o
Coughing or choking; 

o
Assessment of oral motor structure and function; 

o
Oral sensitivity; 

o
Muscle tone; 

o
Cognition; 

o
Positioning; 

o
Laryngeal function; 

o
Oropharyngeal reflexes; and

o
Swallowing function.  

This information is used by the intermediary to determine the necessity for further medical testing, e.g., videofluoroscopy, upper GI series, endoscopy.  

If you conduct videofluoroscopic assessment (modified barium swallow), document that the exact diagnosis of the swallowing disorder cannot be substantiated through oral exam and there is a question whether aspiration is occurring.  The videofluoroscopy assessment should be conducted and interpreted by a radiologist (often with assistance and input from the physician and/or individual disciplines).  The assessment and final analysis and interpretation should document a definitive diagnosis, identification of the swallowing phase(s) affected, and recommend the treatment plan. The analysis by an individual discipline may be submitted as a separate line item charge.

E.
Care Planning.--Delineate goals and type of care planned specifically addressing each problem identified in the assessment such as:

o
Patient caregiver training in feeding and swallowing techniques;

o
Proper head and body positioning; 

o
Amount of intake per swallow; 

o
Appropriate diet; 

o
Means of facilitating the swallow; 

o
Feeding techniques and need for self help eating/feeding devices; 

o
Food consistencies (texture and size); 

o
Facilitation of more normal tone or oral facilitation techniques;

o
Oromotor motor and neuromuscular facilitation exercises to improve oromotor control; 

o
Training in laryngeal and vocal cord adduction exercises;

o
Compensatory swallowing techniques; and

o
Oral sensitivity training.
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As with all rehabilitation services, your documentation must indicate a reasonable expectation that the patient will make material improvement within a reasonable period of time.

F.
Professional Services.--Services are sometimes performed by speech-language pathologists, occupational therapists and physical therapists in concert with other health professionals.  Services may be documented as performed by a team with each member performing uniques roles.  Do not document duplicate services.  Clearly delineate roles. Services may include, but are not limited to the following example:

EXAMPLE:
One professional assisting with positioning, adaptive self help devices, inhibiting abnormal oromotor and/or postural reflexes while another professional is addressing specific exercises to improve oromotor control, determining appropriate food consistency form, assisting the patient in difficulty with muscular movements necessary to close the buccal cavity or shape food in the mouth in preparation for swallowing.  Another professional might address a different role, such as increasing muscle strength, sitting balance and head control.  

G.
Chronic Progressive Diseases.--Patients with progressive disorders, such as Parkinson's disease, Huntington's disease, Wilson's disease, multiple sclerosis, or Alzheimer's disease and related dementias, do not typically show improvement in swallowing function.  Your documentation may indicate a plan of care for  short-term assistance/instruction in positioning, diet, feeding modifications, and in the use of self help devices.  

Document short-term assistance/teaching and establishment of a safe and effective maintenance dysphagia program.  For chronic diseases such as cerebral palsy, status post-head trauma or stroke (old) document monitoring of swallowing function with short-term intervention for safety and/or swallowing effectiveness.  Relate the documentation to either loss of function, or potential for change.  As with other conditions/disorders, the reasonableness and necessity of services must be evident in your documentation.  Include: 

o
Changes in condition or functional status; 

o
History and outcome of previous treatment for the same condition; or

o
Any other information which would justify the start of care.

H.
Nasogastric Tube or Gastrostomy Tube.--Documentation of the presence of a nasogastric or gastrostomy tube does not preclude a need for treatment.  Removal of a nasogastric or gastrostomy tube may be an appropriate treatment goal.

I.
Safety.--Although your documentation must indicate appropriate treatment goals to improve a patient's swallowing function, it must also indicate that the treatment is designed to ensure that it is safe for the patient to swallow during oral feedings. Improving the patient's safety and quality of life by reduction or elimination of alternative nutritional support systems and advancement of dietary level, with improved nutritional intake should be the primary emphasis and treatment goal. Your documentation must be consistent with these goals and indicate the reasonableness and need for skilled intervention. 
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J.
Skilled Level of Care.--Include documentation of ongoing dysphagia treatment to support the need for skilled services such as skilled observation, treatment, and diet modification.  Documentation which is reflective of routine, repetitive observation or cuing may not qualify the services as skilled rehabilitation.  

For example, documentation indicating repeat visits in which the health professional appears only to be observing the patient eating a meal, reporting on the amount of food consumed, providing verbal reminders (e.g., slow down or cough) in the absence of any other skilled assistance or observation would suggest a nonskilled or maintenance level of care.  Maintenance programs are covered to the point where they are established safely and effectively for the patient.

K.
Professional Qualifications.--Swallowing rehabilitation is a highly specialized service.  Ensure that professionals rendering care have the necessary specialized training and experience to properly treat the dysphagia.  

L.
Consultation.--Intermediaries are encouraged to seek consultation/advise from the American Speech-Language-Hearing Association, American Occupational Therapy Association, or American Physical Therapy Association. 
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