
Tender Touch 
Rehab Services

Track 4:

Clinical 
Programs & 

Documentation

Program 
Development

1. “Maintaining independence in ADL &  mobility is 
critically important.……… Functional decline can 
lead to depression, withdrawal, social isolation, 
and complications of immobility, such as 
incontinence and pressure ulcers.” (MDS manual O-35)

2. State surveyors expect Nursing Homes to 
ensure that resident’s function at their optimal 
level of independence and that any functional 
declines are addressed immediately

Why is Program Development 
important?

Jimmo vs. Sebelius:
The Medicare Improvement Standard

Background:
In 2011, a class action lawsuit (Jimmo vs. Sebelius) was filed against 
Medicare because they were denying coverage based on the 
“Improvement Standard.”
This meant that coverage was denied if a patient did not improve 
The class action suit fought this and in 2012 the plaintiffs won their 
case against Medicare.

The Settlement
Medicare coverage is available for skilled services to maintain a pt’s
condition.
The determining factor for Medicare coverage is whether the skilled 
services of a therapist are needed, andnot whether the patient 
improves.
Medically necessary services are coverable by Medicare if the 
services are necessary to“maintain a condition, or prevent or slow 
down decline.”

What this Means

Chronic patients may receive the care they need to maintain 
function and prevent or slow down decline.

However, Medicare Coverage standards still apply.

This means that services must be skilled in nature and could 
only have been provided by a therapist.

The important question to ask is whether the skilled services 
of a therapist are needed, and not necessarily whether the 
resident will improve.

Always remember that documentation must support the skilled 
services provided.

Tender Touch makes screening and clinical 
program development a priority to ensure all 
residents achieve and maintain optimal physical, 
mental, and psychosocial well-being

There are Screening programs and Clinical 
programs

Programs, Screening Policies, and forms are all 
posted in Chapter 4 of the P&P manual 

Common Data Z Drive > Facilities > All 
Facilities P&P > P &P  sections 1-10

Program Development



Program Development

Screening Programs

•Annuals/Quarterlies
•New admit / Re-admit
•Referrals    
•Falls
•Restorative Amb / RNP
•Splinting 

•Modified Diets
•Weight Loss
•Thickened Liquids 
•Peg Tube
•Discharge Follow-up 
•Equipment Follow-up

Program Development

Screening

Screens may include: chart review, MDS 
review, nursing communication, observation, 
cueing.
A Therapist may not treat a patient or make any 
change without an MD order.  If hands on is 
required, consider requesting evaluation orders.
When performing a screen, also consider if the 
resident is appropriate for another discipline.

Screening Log
A screening book should be kept with a copy of all 
screens in alphabetical or chronological order 

A screening log is kept at the front of the book 
indicating name, date, reason and outcome of screen

Clinical Programs
(include but are not limited to)

•Falls Prevention
•Walk to Dine
•Contracture Mgmt / ROM
•Bed / WC Positioning
•Restraint Reduction
•AM ADL
•Prosthetics / Orthotics
•Rehab Dining
•Toileting

•Cognition / Dementia
•Wound Care
•Cardiac Rehab
•Pain / Edema Mgmt
•Communication

•Quality Measure 
Trigger (QM): (See 
upcoming slide)



Fall Management Program Identifying Patients with 
Positioning Needs

Rehab Dining

Quality Measures Report
A Facility generated report that lists patients who 

trigger on certain clinically related areas  

Triggers are based on information entered into the MDS

QM report is used to monitor a facility’s quality of care 

Can also serve as a basis for state survey

Many triggers are rehab related and may indicate that 
rehab services are required 

Report includes %’ile comparisons to state and nat’l avg’s

These percentiles contribute to facility’s Five Star Rating

* = an area with a high percentile rank (> 75%) 

Measures are publicly posted for all to see

Trigger area



Patient 
names listed 

here.  
Screen pts 
who trigger 

in applicable 
areas

X = pt trigger

REHAB RELATED MEASURES

Mod-severe pain (does it affect fxn?)

Hi Risk press ulcers (positioning? Modalities?)

New or worsened pressure ulcers (positioning? Modalities?)

Physical Restraint (bed or chair)

Falls / Falls w/ major injury 

Excessive Weight Loss  (5% last mos or 10% last 6mos) 

Increased ADL Help

Move indep worsened 

Improvement in function  (higher numbers are better)      

How can rehab help?

Rehab should get a copy of the QM 
reports at least quarterly
Pts who trigger should be screened for 
possible rehab intervention 
Rehab should communicate with nursing 
so patients are referred BEFORE they 
trigger (UR mtg, careplan mtg)

Productivity and 
Scheduling

Productivity and Scheduling

Productivity measures billable patient 
treatment minutes divided by therapist payroll 
minutes.
It is used to help assess the staffing needs at 
a facility.
Productivity may also indicate that a clinical 
program requires further assessment 

Scheduling
Therapists should follow their schedule as 
clinically appropriate.
If treatment or sessions are missed, notify the 
Rehab Director 
If a therapist or patient is absent, a schedule 
may be readjusted.
Therapists can view their schedules and 
productivity in OPTIMA under “my workplace” 
or on reports



Documentation
Documentation

Why is good documentation so important?

If it wasn’t documented it wasn’t done.

Indicates to the provider what you did.
Justifies the services rendered.

Ensures that the services provided will 
be reimbursed by the provider.

It protects the therapist in case of an 
incident or question.

Documentation
What is the provider looking for?
Services that are ordered by a physician
Services that are reasonable and necessary
Services requiring the skills of a therapist; ie, complex, 
sophisticated, judgment, knowledge 
Justifiable reason for referral w/ realistic potential
Services directly related to a written plan of  care (POC)
Goals to : 

return patient to Prior Level Of Function in a 
reasonable amount of time  OR
maintain a condition, or prevent or slow  down decline

What is Considered Skilled 
Treatment?

Formal or specialized testing with 
interpretation of results 
Review & management of complexities 

Adjustments to POC in response to 
progress or lack of progress

Skilled terminology (gait/grasp pattern etc)

Skilled treatment approaches (NDT/PNF etc)

Clinical reasoning

(Remember Jimmo vs Sebelius)

Required Documentation

Physician Orders (facility specific)

Evaluation 
Care Plans (facility specific)

Daily Treatment Encounter Note (TEN)
Weekly Progress Note

Re-certification 

Discharge Summary

Physician’s Orders 
Evaluation: Required prior to evaluation.  Dated                  
and written in hard chart.  “9/18/05 PT/OT/ST eval” 

Treatment Clarification (POC): Clarifies plan of care. 
Include disc, frequ, duration, tx plan.  “OT tx 5x/wk x 4 
wks for ADL trng, transfer, ROM, etc”

Change in Plan: Any change in frequ, duration, modality, 
equipment, diet, etc, needs an MD order

Re-certification: Must re-certify POC every 90 days for 
Med B and as per policy for other payers  “Cont PT 5x/wk
x 2 wks for gait training and therex”

Discharge: U pon DC from services unless pt expires or 
goes to hosp.  “DC ST”

All MD orders must be signed by MD/NP/PA 



Documentation
The following documentation is completed in OPTIMA:

Evaluation
Billing with Daily Treatment Encounter Note (TEN)
Progress Note 
Re-certification
Discharge Summary

Workflow:
Different payers and different states have different 
workflow timeline requirements
OPTIMA will prompt you when a note is due

Evaluations: 
Selected Sections
Onset Date: Onset date of this course of tx. 

Reason for Referral: Justifies necessity for rehab. 
One of the most important parts of the claim. Explain 
why you are treating the patient now.

HPI: Hx of Present Illness: Explain background 
factors leading up to current problem/referral.

Prior Level of Function: should reflect functional 
status prior to current illness, exacerbation, or injury.  
Establishes baseline for LTG

Medical Diagnosis: (the cause)  the 
underlying medical diagnosis causing the 
need for treatment, eg, Parkinson’s

Treatment Diagnosis : (the effect) the 
resultant symptoms that you as a therapist are 
treating, eg, difficulty ambulating

Evaluations: 
Selected Sections

GOALS:
Goals must be reasonable for patient potential 
LTG: status expected by DC. Generally to return to
Prior Level of Function or to the level expected by the 
next transition, ie home, etc
STG: status expected w/in ~1- 2 wks or by next re-ecert
Must have objective measures
Must be functional
Must address specific patient deficits 
Task breakdown - the more you break down the 
task/goal the more focused your treatment will be

Evaluations: 
Selected Sections

Care-plans
Follow facility policy
May use facility specific form or Tender Touch form -
(see next slide)
Completed by each discipline treating
Completed:

At time of evaluation
When any change in intervention occurs, eg.
giving a splint, restraint, cushion, etc
At time of DC

Sections include:  
Problem, Goal, Intervention, Target Date



Treatment Encounter Note (TEN)
Skilled treatment is billed by CPT codes 

Each CPT code billed must be described in the TEN  

TENs should describe the skilled activities performed

TENs should not be repetitive or look the same from pt to pt

Document skilled intervention specific to patient   

Indicate vendor consults, positioning trials, etc

Avoid duplication of activities; e.g. 97530 (PT&OT)

Indicate refusal /sick if applicable (missed visits must be 
accounted for)
A Therapist must see a patient no less than every 10th visit 
between assistant visits

Optima will prompt you via the AVR report (Assist Visits Remain)

Progress Note / Recert / 
DC Summary

STG should be updated as pt progresses. Don’t just click 
“continue” each week
Make sure status on notes correlate w/status on TENs
Progress doesn’t have to occur in every goal every week, but 
there should be an overall demonstration of progress 
If no progress is made for 2 weeks, consider modifying goals, 
or explain why stated goals are still appropriate
Document Patient/Caregiver/Family training (DC planning, etc)
If D/C location changes, explain reason and possibly modify 
LTG
Re-certification: describe progress made thus far, and why 
services are being continued
D/C Summary : All goals must be addressed and a reason 
should be given for unmet goals. DC summary should include 
DC recommendations or RNP

E- signatures
All billing and documentation must be e-
signed by the treating therapist 

Assistants notes must be co-signed by a 
supervising therapist

Sharing of e-signature passwords is 
forbidden and grounds for termination.

E-signatures should be applied daily or 
as soon as possible for proper workflow.

Common Documentation Errors
Boxes left blank
Unrelated medical or treatment dx
Old onset date
Goals better than prior level of function

Prior level of function being the same as evaluation status
Vague reason for referral
Treatment not being skilled in nature (ie. repetitive tasks)
Lack of measurable or functional progress without 
justification
Unreasonable length of treatment without justification
Duplication of services between disciplines  (97530)

Recommendations:
Be focused and concise – don’t ramble.
Document everything you do, even unsuccessful 
attempts, at positioning or splinting
Be positive 
Never leave a problem hanging. If you document a 
concern, indicate how you addressed it.  

Eg: refusals, lack of motivation, unable to follow 
directions – what are you doing to address this?

Use skilled terminology
Relate all progress to function
Documentation should be specific to patient and 
look different from patient to patient
Read what you wrote and ensure it makes sense 
and tells a story

Keeping up with Documentation
Incomplete notes cause multiple problems!

Holds up weekly closeouts!  
Therapist may be unavailable to co-sign if assistant note is 
late

Can’t end case in OPTIMA if DC summary not complete, and 
can’t complete DC summary if previous notes aren’t done

In order to stay on top of your notes:
Print out the list of documentation due DAILY .

Check the AVR report to ensure compliance with 
therapy/assistant visits
Go to “Reports,” click on “Document due dates report.” Set 
“days ahead” to “0” to show what is overdue and due today.
The therapist who works with the patient on the date the note 
is due is the one who should complete the note.



MACs and their LCDs
Medicare contracts with different intermediaries to administer the 
Medicare program throughout the country. 
These intermediaries are called MACs : Medicare Administrative 
Contractors
Each state has a different MAC:

NY: NGS
VA: Palmetto
NJ,MD, PA,NH, CT, DC, DE: Novitas Solutions

Each intermediary publishes their own LCD: Local Coverage 
Determination
The LCD describes the MACs interpretation of Medicare guidelines
LCDs define each CPT code, and describe activities that constitute 
Skilled Services
Different LCD’s are published for different services, ie PT/OT, Dysphagia, 
wounds, etc
Therapists should be familiar with their state’s LCD
Copies of LCD’s can be found: Common to all > LCD > select state > 
select LCD type

Each MAC has a review department to review claims for 
medical necessity 

MACs may conduct pre-pay reviews (before they pay the claim), 
or post pay reviews, (after they pay the claim)

If a MAC does not think a claim meets coverage criteria, they 
will deny the claim and take back money

MACs use LCD’s as the basis for their definition of skilled care

Providers have a right to appeal denials

When a claim is requested, the provider has 30 days to return 
the claim or it is automatically denied!
Claim submission requires not only rehab doc, but ALL facility 
doc regarding that pt; including nsg notes, hosp records, etc

Tender Touch reviews ALL documentation prior to submission 

We rely on our team to ensure we get ALL documents in a 
timely manner.  Time is of essence; the 30 day clock is ticking! 

Medical Review Process

OPTIMA

OPTIMA

Tender Touch uses OPTIMA for:

Clocking in/out & logging PTO

Billing 
Documentation

Reporting
Program Monitoring

Therapists are trained on site

Therapist Daily Workflow 
Clock-In

Schedule

Obtain from Sup or print from “Assignment Board” 

Identify remaining Assistant Visits, if applicable

Treat patients

Inform Supervisor of any missed visits/treatments

Daily Activity Log (DAL)

Log patient treatments / Billing

Complete TEN ( indicate refuse/sick if applicable)

E-sign and/or co-sign billing



Therapist Daily Workflow: 
Documentation

Print “Documentation Due Dates Report.” Filter 
to “0” to see documents overdue or due today 
Complete documentation
E-sign and/or co-sign documents 

Hotlist – Check Hotlist for pertinent items to resolve 
(trained on-site)
Clock-Out

Reconcile time
Put in PTO, if applicable
Sign Labor – must be done before biweekly payroll 
(can be done daily or weekly)

Additional OPTIMA Reports

Labor Log – to view punch in/out times at 
selected facility

Labor Details – to monitor overtime and view 
total time worked  across all facilities worked 
that week (look at column “on-site total” to 
view total hrs worked across all sites)

Productivity and Efficiency by Therapist

TRACK 4 
COMPLETED

Please Proceed to Track 5 
to Continue Training


