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359.

SNF DENIAL PARAGRAPHS

The SNF paragraphs cover common reasons SNF services are noncovered under Medicare. They may be used as inserts on SNF notices of noncoverage as specified in §358.1.

Where there is no paragraph to explain the reason you or the URC believe services to be noncovered, develop or modify the language to fit the situation.

Forward to your intermediary for submission to HCFA language which you develop and use frequently.  The language will be reviewed and included in the manual as appropriate.

NOTE:
If applicable, substitute therapy and type of therapist for skilled nursing and skilled nurse.

If applicable, substitute URC for we, e.g., we or URC believe that the services you received are noncovered.

If applicable for admission denial letters, adjust the verb inflections or tense.
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SNF-1
Condition.--Nonskilled care - full denial.

Paragraph.--Medicare covers medically necessary skilled nursing care needed on a daily basis.  You only needed oral medications, assistance with your daily activities and general supportive services. There is no evidence of medical complications or other medical reasons that required the skills of a professional nurse or therapist to safely and effectively carry out your plan of care.  Therefore, we believe that your care cannot be covered under Medicare.

SNF-2
Condition.--Specific nonskilled service provided - no skilled care (full denial).

Paragraph.--Medicare covers medically necessary skilled care needed on a daily basis. You only needed (specify service).  This does not require the skills of a licensed nurse to perform the service or to manage your care.  Since you needed neither skilled nursing nor skilled rehabilitation on a daily basis, we believe your stay is not covered under Medicare.

SNF-3
Condition.--Specific nonskilled service provided - (partial denial).

Paragraph.--Medicare covers medically necessary skilled care needed on a daily basis. You only needed (specify service) after (Date).  Since you no longer required skilled nursing and did not need skilled rehabilitation on a daily basis, we believe your stay beginning (Date) is not covered under Medicare.  

SNF-4
Condition.--Observation and management of care plan--no significant change.

Paragraph.--Medicare covers medically necessary skilled care needed on a daily basis. You needed skilled nursing care beginning (Date) to observe and evaluate your condition. There is no indication of further likelihood of significant changes in your care plan or of acute changes or complication in your condition.  Since you no longer need skilled nursing or skilled rehabilitation services on a daily basis, we believe your stay after (Date) is not covered under Medicare.
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SNF-5
Condition.--Observation and management of care plan - condition improved.

Paragraph.--Medicare covers medically necessary skilled care needed on a daily basis. Because of your condition, you needed a skilled nurse from (Date) through (Date) to evaluate and manage your care plan.  Your condition has improved so the services you need can safely and effectively be given by nonskilled persons.  Since you no longer require skilled nursing and did not need skilled rehabilitation on a daily basis, we believe your stay is not covered under Medicare after (Date).

SNF-6A
Condition.--Teaching and training activities - partial denial.

Paragraph.--Medicare covers medically necessary skilled nursing or rehabilitation services you need including teaching and training activities for a reasonable time where progressive learning is demonstrated.  You had learned to perform the tasks ordered by your physician by (Date) but the therapist continued services.  Since you did not need skilled services after that date, we believe your stay is not covered under Medicare beginning (Date).

SNF-6B
Condition.--Teaching and training activities - no skilled service

Paragraph.--Medicare covers medically necessary skilled nursing or rehabilitation services you need including teaching and training activities for a reasonable time where progressive learning is demonstrated.  You needed only to be reminded to follow the physician's instructions.  This does not require the skills of a professional nurse or therapist.  Therefore, we believe that this service is not covered under Medicare.

SNF-6C
Condition.--Teaching and training activities - little or no progress.

Paragraph.--Medicare covers medically necessary skilled nursing or rehabilitation services you need including teaching and training activities for a reasonable time where progressive learning is demonstrated.  You received teaching and training for a reasonable time but demonstrated you were not able, at this time, to learn or make progress to perform the activities ordered by your physician. Therefore, we believe that skilled services are not covered under Medicare after (Date).
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SNF-7
Condition.--Nursing not needed for foley care.

Paragraph.--Medicare covers daily skilled nursing care related to the insertion, sterile irrigation and replacement of urethral catheter if the use of the catheter is reasonable and necessary for the active treatment of a disease of the urinary tract or for patients with special medical needs.  Skilled nursing is not considered medically necessary when urethral catheters are used only for mere convenience or the control of incontinence. Since your catheter was inserted for convenience or the control of your incontinence, we believe that your care is not covered under Medicare.

SNF-8
Condition.--Repetitive exercises - partial denial.

Paragraph.--Medicare covers medically necessary skilled rehabilitation services.  The medical information shows that the only therapy services you needed beginning (Date) were repetitive exercises and help with walking.  These do not generally require the skills or the supervision of a qualified therapist.  There was no evidence of medical complications which would have required that services be performed by a qualified therapist.  We believe therapy services are not covered under Medicare after (Date).

SNF-9
Condition.--Therapy services for overall fitness and well-being.  (Skilled therapy is physical therapy, occupational therapy, and/or speech-language pathology).

Paragraph.--Medicare covers medically necessary skilled rehabilitation services when needed on a daily basis.  The therapy services you received were for your overall fitness and general well-being. They did not require the skills of a qualified (specify) therapist to perform and/or to supervise the services.  Since you did not need skilled nursing or skilled rehabilitation services, we believe your stay is not covered under Medicare.

SNF-10
Condition.--Therapy to maintain function after a maintenance program has been established.

Paragraph.--Medicare covers medically necessary skilled rehabilitation services to establish a safe and effective program to maintain your functional abilities.  This program was established and beginning (Date), the (specify) therapy services you received were to carry out this program.  These services do not require the supervision or skills of a (specify) therapist and, therefore, we believe that the services are not/would not be covered under Medicare.
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SNF-11
Condition.--Specific skilled service is not reasonable and necessary (service not specific or effective).

Paragraph.--Medicare covers medically necessary skilled care when needed on a daily basis.  The (specify service(s)) you received is/are considered a skilled service by Medicare.  However, based on the medical information provided, this/these services(s) is/are not considered a specific and/or effective treatment for your condition.  Since the services(s) you received was/were not reasonable or necessary for the treatment of your condition, we believe your stay is not covered under Medicare.

SNF-12
Condition.--No material improvement in relation to therapy services required - full denial.

Paragraph.--Medicare covers medically necessary skilled rehabilitation services when needed on a daily basis.  The (specify) therapy services provided was/were not reasonable in relation to the expected improvement in your condition.  In this case, since you do not need skilled nursing on a daily basis and the therapy services are not considered reasonable and necessary, we believe, your stay is not covered under Medicare.

SNF-13
Condition.--No material improvement in relation to therapy services required - partial denial.

Paragraph.--Medicare covers medically necessary skilled rehabilitation services when needed on a daily basis.  While you required skilled (specify) therapy from (Date) to (Date), the medical information shows that the (specify) therapy services after that time is not reasonable in relation to the expected improvement in your condition.  In this case, since you do not need skilled nursing on a daily basis and the therapy services are not considered reasonable and necessary, we believe, your stay after (Date) is not covered under Medicare.

SNF-14
Condition.--Frequency not reasonable and necessary.

Paragraph.--Medicare covers medically necessary skilled care when needed on a daily basis.  Although (specify service) generally requires the skills of a (nurse, physical therapist, speech-language pathologist, occupational therapist), the frequency with which
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the service is given must be in accordance with accepted standards of medical practice. The service(s) you received is/are not normally needed on a daily basis.  The medical information does not show medical complications which require the services to be performed on a daily basis.  In this case, the services are not considered reasonable and necessary.  Since you did not need skilled nursing  or skilled rehabilitation on a daily basis, we believe your stay is not covered under Medicare.

SNF-15
Condition.--Skilled rehabilitation services not received daily - no skilled nursing.

Paragraph.--Medicare covers medically necessary skilled rehabilitation services when needed on a daily basis.  Although you required skilled (specify) therapy, you did not receive therapy on each day that it was available in the facility.  Therefore, you do not meet the requirement for daily skilled rehabilitation services.  Since you also did not need daily skilled nursing, we believe that your stay is not covered under Medicare.

SNF-16
Condition.--Skilled nursing services not daily.

Paragraph.--Medicare covers medically necessary skilled care needed on a daily basis. Although you required skilled nursing services, you do/did not need them on a daily basis. Because you do/did not need daily skilled nursing or skilled rehabilitation, we believe Medicare will not cover your stay.
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360.

PAYMENT UNDER LIMITATION OF LIABILITY

When it is determined that the beneficiary's stay is not covered but both you and the beneficiary are entitled to limitation of liability, the Medicare program may pay for the noncovered services up to the date of notice and if you determine that more time is needed to arrange postdischarge care, for a grace period of l day (24 hours) after the date of notice to you or to the beneficiary, whichever is earlier.  (See §§356 and 358 for definition of notice.)  If it is determined that even more time is required in order to arrange postdischarge care, 1 additional "grace period" day may be paid for.

If you are given notice as described above, advise the beneficiary in writing of the determination made.  Give your written notice to the beneficiary on the same date you receive notice from the intermediary.  Where you fail to give the beneficiary such timely notice, the beneficiary is protected from liability until he receives the notice.

For example, if you received notice of noncoverage from the intermediary on February l5 but failed to advise the beneficiary until February l9, the beneficiary is protected from liability through February l9--the date on which he first received notice.  However, you are entitled to program payment only through the date--February l5--on which you received notice, and for whatever "grace period" is allowed thereafter.  In a case in which you received notice from the intermediary on February l5 but failed to give the beneficiary notice until the next day--February l6--the beneficiary and you are protected from liability under the "grace period" if it is determined that more time is needed to arrange postdischarge care, only for the additional day--February l6 unless it is determined that even more time is required to arrange postdischarge care, in which case 1 additional "grace period" day may be paid for.

NOTE:
The "grace period" is applicable only where circumstances have permitted program payment under §1879; i.e., limitation of liability was applicable both to the beneficiary and you.  Where an intermediary concurs with a URC's decision that covered care has ended, any payments made during the "grace period" after the URC's notice are made under the authority of that statutory provision (§l8l4 of the Act) rather than under §l879.

362.

APPLICABILITY OF THE LIMITATION OF LIABILITY PROVISION TO CLAIMS FOR ANCILLARY AND OUTPATIENT SNF SERVICES PAYABLE UNDER PART B 

The limitation of liability provision applies to SNF claims involving ancillary and outpatient services, where reimbursement is sought under Part B.  The intermediary determines whether limitation of liability applies to these claims when the basis for the denial is that services were not reasonable or necessary (under §l862(a)(l) of the Act).
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362.l
Determining Beneficiary Liability in Claims for Ancillary and Outpatient Services.--A presumption is made that the beneficiary did not know that items or services are not covered unless there is evidence to the contrary.  Indication in the claims file that the beneficiary received notice prior to receiving the noncovered ancillary or outpatient services is evidence to the contrary which rebuts the presumption in the beneficiary's favor.  Follow the definitions of notice to the beneficiary in §358.

362.2
Determining SNF Liability in Claims for Ancillary and Outpatient Services.--The application of the limitation of liability provision to ancillary and outpatient services payable under Part B depends upon whether a favorable presumption applies.

A.
SNF Entitled to Favorable Presumption.--If you are entitled to a favorable presumption for your inpatient services payable under Part A, the favorable presumption extends to your claims for ancillary and outpatient services payable under Part B.  Your claims are processed under the presumption that you did not know or have reason to know that these services were not covered.  If it is determined that you are submitting an excessive number (see §370.l) of noncovered claims for your ancillary and outpatient services and the noncovered claims relate to a particular service, such as laboratory tests or physical therapy services, the favorable presumption is withdrawn for that type of service rather than for all ancillary or outpatient services.  The withdrawal of the favorable presumption for ancillary and outpatient services does not affect your favorable presumption of your inpatient claims.

If you are engaged in providing outpatient physical therapy services through a unit connected with your inpatient facility, and the inpatient portion of your facility is entitled to a favorable presumption, the outpatient portion of your facility also receives a favorable presumption initially.

B.
SNF Not Entitled to Favorable Presumption.--If you do not meet all the criteria for a favorable presumption with respect to your inpatient claims, you cannot receive a favorable presumption for your ancillary and outpatient services claims.  As with Part A inpatient claims, to have your liability waived, you have to establish in an individual claim that you did not know and could not have been expected to know that the items or services are not covered.

362.3
Withdrawal of Favorable Presumption.--If the intermediary determines that you have submitted an excessive number of claims for noncovered ancillary and outpatient services in a particular category, you are advised that your favorable presumption for the specific type of service (e.g., physical therapy, laboratory), is being withdrawn.  The notice specifies  the type of service involved.  In order to reestablish the favorable presumption, you must show that you can distinguish effectively between covered and noncovered services for at least a three month period.
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370.

INDEMNIFICATION PROCEDURES FOR CLAIMS FALLING WITHIN THE LIMITATION OF LIABILITY PROVISIONS

Section 1879(b) of the Act provides that when you are held liable for the payment of expenses incurred by a beneficiary for noncovered items or services and you request and receive payment from the beneficiary or any person(s) who assumed financial responsibility for payment of expenses, the Medicare program indemnifies the beneficiary or other person(s).  Further, any such indemnification payments are considered overpayments to you.

The limitation of liability provision does not apply to third party payors, such as Medicaid.  If you are determined liable, you may seek payment from a third party payor.

370.1
Determining the Amount of Indemnification.--In accordance with §1879(b) of the Act, the beneficiary or other person(s) are indemnified for actual charges paid to you rather than the usual allowable charges as  determined by the Medicare program or established per diem rates that apply to you.  Additionally, §4096 of P.L. 100-203 (OBRA of 1987) revises certain limitation of liability requirements for idemnification under §1879(b) of the Act.  A beneficiary qualifying for indemnification for denied items and services furnished on or after January 1, 1988, is not responsible for paying deductible and coinsurance charges related to the denied claim.  Where such idemnification payment is made, the beneficiary's Medicare utilization record is not charged for the denied items and services furnished.

370.2
Notifying the SNF .--After the intermediary reviews the claim and determines the indemnification amount, you  are notified of the proposed action.  The essential elements of this written notice are:

o
An explanation of the items and services for which you are liable with reference to the original notice;

o
A statement of the provision of §l879 which allows the program to indemnify the beneficiary and recover an overpayment from you;
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o
An explanation of the amount determined payable to the requester for indemnification;

o
A statement that the amount determined to be payable by the intermediary will be paid to the requester and that it constitutes an overpayment to the provider which will be recovered from future Medicare payments made to it;

o
A statement encouraging the provider to refund any amount(s) already collected; and

o
The opportunity for the provider to question the amount determined payable by the intermediary, in writing, within 15 days.


Appeals of Payment Determinations
380.

SKILLED NURSING FACILITY PROTEST OF PAYMENT DETERMINATIONS

Attempt to resolve with your intermediary any differences involving payment for services that arise from the application of the cost formula or the amount payable in a specific case.  (See Provider Reimbursement Manual, §§ 2426ff. for instruction concerning providers' rights to request a hearing on disputed cost reports.)

38l.
SKILLED NURSING FACILITY'S RIGHT TO APPEAL INITIAL DETERMINATION

UNDER THE WAIVER OF LIABILITY PROVISION (See §§ 35lff.)

Section 1879(d) of the Act establishes that the provider has a right to challenge through the appeals process and the courts an intermediary's decision that items or services furnished are not covered because they are not reasonable and necessary or constitute custodial care (§1862(s)(1) or 9)).   If a beneficiary is partially liable for the noncovered items or services, the intermediary must first establish that the beneficiary will not exercise his appeal rights.  (See § 383.)  If the beneficiary chooses not to appeal, the provider has the right to appeal both the coverage and waiver of liability decisions. However, a provider does not have a right to appeal when neither the beneficiary nor the provider is liable, e.g., when the entire noncovered portion of the stay is paid under §1879.  This means that the provider may appeal an initial determination that (1) items or services are not covered because they are not reasonable and necessary or constitute custodial care, and (2) either the beneficiary or the provider knew or could reasonably have been expected to know that such items or services were not covered provided that the beneficiary does not exercise his appeal rights.

If the beneficiary appeals such initial determinations, then the provider is made a party to the appeals determination.
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382.
SITUATIONS WHERE SNF MAY INITIATE APPEAL UNDER THE WAIVER OF LIABILITY PROVISION

A provider may initiate an appeal only if the ultimate liability rests with the provider or with the beneficiary and it has been determined that the beneficiary will not exercise his appeal rights if (1) the beneficiary's liability was not waived for all or a portion of the items or services and the beneficiary or his representative has stated in writing that he does not intend to request a reconsideration; or (2) the beneficiary's liability was entirely waived in the initial determination.

383.

BENEFICIARY PROTESTS AND APPEALS OF PAYMENT DETERMINATIONS

A.
Hospital Insurance Program.--An individual dissatisfied with any determination of the amount of benefits payable on his behalf under Part A may have his claim reconsidered by the intermediary.

If he is not satisfied with the reconsideration determination and the amount in controversy is $100 or more, he may request a hearing by an Administrative Law Judge of the Bureau of Hearings and Appeals.  If he disagrees with the Administrative Law Judge's decision, he may request that the Appeals Council review the decision.  If still dissatisfied with the final decision of the Administration, and the amount in controversy is $1,000 or more, the individual may initiate action for Federal court review of the claim.

1.
Beneficiary Representation by Skilled Nursing Facility.--To be represented by a SNF the beneficiary must execute a form SSA-1696-U4, Appointment of Representative, in addition to the appropriate reconsideration or hearing request.  The SSA-1694-U4 form must contain the signed acceptance of an authorized official of the SNF being appointed.

When the appeal involves either services that constitute custodial care or are not reasonable and necessary and thus the application of the limitation of liability provisions under §1879 of the Act (see §350ff.), the SNF representative (attorney or non-attorney) must waive in writing any right to payment from the beneficiary for these services.  The intermediary must obtain the written waiver even when the claim is initially paid under the limitation of liability provision, i.e., when it finds that neither the SNF nor the beneficiary is liable.  This waiver requirement is intended to insure against conflict of interest.

A SNF representative (including an attorney) cannot charge the beneficiary a fee in connection with such representation.

The costs incurred by a SNF in representing a beneficiary in an unsuccessful appeal are not allowed as reasonable costs in determining its Medicare reimbursement.
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B.
Medical Insurance Program.--An individual dissatisfied with the denial of a request for payment of Part B benefits or the amount of such benefits paid is entitled to a review by the intermediary.  If dissatisfied with the promptness with which his initial request for payment is acted upon or with the outcome of the review determination, he is entitled to a hearing by a hearing officer of the intermediary.

A claimant's right to a Part B hearing is dependent upon a showing that there is $100 or more in controversy.  

In the case of Part B provider services, the provider's intermediary will conduct the Part B review and hearing.

A patient dissatisfied with a payment for the services of a facility-based physician is entitled to a review by the Part B carrier to which the bill for the physician's services was submitted for payment.  If still dissatisfied, he is also entitled to a hearing by the carrier.

C.
SNF and Social Security Office Role in Beneficiary Protests.--Handle patient protests concerning charges for items or services you furnish, if simply amenable to explanation or correction.  If the patient wishes to protest the health insurance determination on his request for payment or the promptness of payment, refer him to his social security office.  The social security office can offer assistance to the beneficiary in determining his appeal rights and answer specific questions about the appeal procedures. Assistance can also be provided the individual in completing the necessary forms for requesting reconsideration or hearing.

384.

REOPENING AND REVISION OF MEDICARE CLAIMS DECISIONS

A decision on a Part A or Part B Medicare claim may be reopened for any reason (and revised if found to be incorrect) within 1 year after the date of the decision.

After 1 year but within 4 years after the date of the initial decision, it may be reopened for "good cause," i.e., because (1) new and material evidence is furnished, (2) a clerical error has been made, or (3) there is an error on the face of the evidence; i.e., on the basis of all of the evidence on file at the time the decision was made, it is clear that the decision was incorrect.

A decision may be reopened at any time, if (1) the decision was procured by fraud or similar fault; or (2) correction of a clerical error or an error on the face of the evidence would make the decision more favorable to the claimant.
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