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OBJECTIVES

• Review various levels of care​

• Discuss criteria for SNF stay and Medicare coverage

• Understand staffing constraints and regulations affecting skilled nursing facilities​

• Discuss who may or may not be an ideal SNF candidate

• Discuss some insider DO THIS and DON'T DO THATs to make SNF transitions more successful
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How often and where?



What Qualifies as 
SNF Level of Care

Management and Evaluation of a care plan

Observation and Assessment of a 
condition(s)

Teaching and Training

Direct skilled nursing services

Direct skilled therapy services (PT, OT, or 
SLP)



Medicare Coverage

• When and how long does Medicare cover care in a skilled nursing facility? 

• Up to 100 days per benefit period

• Benefit period ‘resets’ after 60 days out of SNF and hospital

• How much is covered by the Original Medicare Plan?

Daily Copayment: $194.50



SNF Staffing

DO
• Be aware that the only requirement for nursing is to 

have 8 hours of RN coverage in every 24 hour period 
for each patient

• Know that most of the direct nursing care is done by 
LPNs

• Know that most of the direct nursing care is spent in 
med pass

• Know that CNA ratios are set by the State. In Oregon 
it is 7:1 on day shift, 9.5:1 on eves, and 17:1 on night 
shift

DON’T 



Regulatory Considerations

DO

Chair alarm, bed alarm, fall mat

PRN Antipsychotics

Scheduled Antipsychotics

Sitters/PSA

In general, SNFs cannot do physical restraints (even chair/bed alarm, fall matts, bed rails) or chemical 
restraints. Antipsychotics can be used for mood disorders or psychiatric conditions and cannot be used 

PRN. Patients have to be off of IV antipsychotics and PSA/video monitor prior to discharge. 

DON’T



House Provider to Follow 

• For a census of 75 patients, the Medical Director (aka house provider) might be following about 

75% (55 patients)

• A physician is required to see a patient within 30 days of admit to a SNF

• Variable on site coverage

• A typical rounds list for the Medical Director can be from 12 to 20 patients. So not every patient is 

seen each time the MD is in the building.

• After initial visit has occurred they may be put on the rounds list to be seen by the nursing staff, by 

patient or family request, or by the provider’s request as a follow-up. Medicare requires that they 

be seen by a medical provider once every 30 days during SNF admission



House Provider to Follow

• DON’T assume that a tenuously stable condition will automatically get close monitoring

• DO set up the house provider for success by writing predictive orders at discharge
• Scheduled lab draws

• Stop dates

• Weight-triggered PRN dosing for Lasix

• Voiding trial orders

• Medication taper schedule

• DO Consider a patient’s mobility for outpatient follow-up
• Cost of transportation

• Activity tolerance

• DO pick up the telephone to provide a warm hand off



Regulatory Considerations for Orders



Regulatory Considerations for Orders

DON’T
• Orders cannot be written in a range

• Medication orders that are incomplete cannot 
be followed

DO
• Can use a pain scale to write for a range

• Oxycodone 2.5 mg every four hours as 
needed for pain scale of 1-4. Oxycodone 5 mg 
every four hours as needed for pain scale of 5-
10.

• Order needs med, dosage, route of 
administration otherwise it will not get 
administered. Technically also need an 
indication for the medication 



Regulatory Considerations for Orders

DON’T
• Schedule II medications cannot be dispensed 

with incomplete information or without a 
hard copy prescription

• PRN pain medications cannot be offered by 
offered by SNF nursing staff

• Gabapentin and Pregabalin. Don’t try to make 
sense out of the fact that some SNFs require 
paper Rx.

DO
• Remember to include DEA #, quantity and 

indication on your prescription. Cannot 
include refills so consider dispensing a 
sufficient quantity

• Unlike the hospital, PRN pain medications 
cannot be offered to patients. If you have a 
patient that is unlikely to advocate for 
themselves, consider writing for scheduled 
medications

• Err on the side of caution and write a hard 
copy prescription for questionable pain 
medications



SNifF Potpourri

CPAP
DO: Skilled nursing facilities do allow CPAP/BiPAP

DON'T: SNFs do not allow auto-titrate settings. Need to specify home settings on discharge orders.

Oxygen
DO: SNFs do have oxygen concentrators

DON'T: SNFs do not automatically titrate oxygen. Consider writing titration orders for oxygen or putting in custom oxygen 
goals for COPD patients

Imaging
DO: SNFs do have EKG and mobile imaging available

DON'T: SNFs don't usually have echo and obtaining U/S to rule out DVT can sometimes be a struggle

Labs
DO: SNFs do have lab capability

DON'T: SNFs don't usually have lab processing more than once daily



SNifF Potpourri

Medication 
Reconciliation

DO: SNFs do provide medication reconciliation and education to patients 
regarding new medications

DON'T: SNFs don't always make an effort to resume home medications at 
discharge. Consider writing for home DM medications, inhalers, etc at hospital 
discharge rather than assuming the SNF will resume them at discharge

Medical 
Records

DO: SNFs usually have read only access for EPIC

DON'T: House Providers don't always have Epic access. It is sometimes accessed 
by an admit nurse and they deem what info is critical for the house provider to 
know.



Ideal SNF Candidate?

Sharon P • 83 y.o. female, lives in private home with 14 
stairs leading into the house. Independent 
with ADLs and iADLs. Maintains frequent 
contact with her children who live outside of 
the area.

• Admitted to hospital after a ground level 
fall resulting in a small SAH. Non-displaced 
left humerus fracture and left 8th and 9th rib 
fractures

• Hospital course complicated by difficulties 
with pain control and delirium

• All medical issues stabilized, including 
delirium but she is now requiring a walker for 
ambulation.



Ideal SNF Candidate?

Norma J
• 88 yo female who lives at a local memory care unit. 

Her only medical issues are moderate to severe 
dementia, osteoporosis and essential hypertension.

• Norma was sent to the hospital for 
worsening confusion and was found to have a UTI.

• Hospitalization was prolonged due to struggles with 
anxiety and restlessness. Had a VMT for a good 
portion of her stay due to impulsivity with mobility. 
Transitioned to a bed alarm.

• Worked with PT and felt to be below her baseline and 
at risk for falls. They are recommending SNF.



Ideal SNF Candidate?

Frank M
• 87 y.o. male, lives in ALF. Cognitively is sharp 

but needs assistance with medication 
management and ADLs.

• Has had a difficult last 12 months with 
3 hospitalizations for CHF, Acute 
encephalopathy secondary to acute dehydration, and 
now a pelvic fracture secondary to a ground level fall.

• His family is asking you about the process of applying 
for Medicaid as he is reaching the end of his savings.

• Joe’s medical issues have stabilized and we are able to 
control his pain with scheduled pain medications, 
however, he is now ambulating with a walker and is a 
one person assist.



Ideal SNF Candidate?

Flint, et al. n engl j med 380;5 nejm.org January 31, 2019



Goals of Care
DO ask yourself, “do I think this person is 
nearing end of life?” and consider if SNF is in 
this person’s best interest.



Tools for Transition-Goals of Care 
Discussions

https://oregonpolst.org/health-professionals/

https://oregonpolst.org/health-professionals/


Tools for Transition-Goals of Care 
Discussions

https://www.oregon.gov/oha/PH/ABOUT/Documents/Adv

ance-Directive.pdf

https://oregonpolst.org/advance-directives



Tools for Transition-Goals of Care 
Discussions

• https://www.ariadnelabs.org/serious-illness-
care/

• https://washingtonacp.org/goals-of-care-
discussions-for-the-hospitalist-workshop/

• https://www.uptodate.com/contents/discussi
ng-goals-of-care

• https://www.vitaltalk.org/clinicians/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4592692/

https://www.ariadnelabs.org/serious-illness-care/
https://washingtonacp.org/goals-of-care-discussions-for-the-hospitalist-workshop/
https://www.uptodate.com/contents/discussing-goals-of-care
https://www.vitaltalk.org/clinicians/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4592692/


Hospital Discharge Considerations

DO THIS
• Consider what services a patient has at baseline 

and what may be the best setting for your 
patient

• Keep in mind that SNFs are highly regulated and 
have strict criteria for orders

• Consider writing for scheduled pain medications 
for patients who may not be able to advocate for 
themselves

• Set your patient and house provider up for 
success by writing predictive orders and giving a 
warm hand off.

• Complete a POLST if discussions have been had 
about limiting care

DON’T DO THAT
• Discharge to rehab just because they qualify

• Leave out route of administration, dose and 
indication for medications in your orders

• Assume that a PRN medication will be 
administered because it is on the MAR

• Assume that a patient will be seen right away or 
have close monitoring for disease stability

• Leave it for the a potentially less experienced or 
involved person to complete it



Contact Info

• DO THIS
• Contact me if you have any questions about SNF

Jessica Wright PA-C

Wrighjes@ohsu.edu

(503) 494-6433

Thank you to the NW Regional Hospital Medicine conference committee for inviting me to speak on this 
important topic.

mailto:Wrighjes@ohsu.edu


References

• http://www.medpac.gov/docs/default-source/data-book/jun18_databookentirereport_sec.pdf

• https://www.medicare.gov/basics/costs/medicare-costs

• https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=280568

• https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=91092

• Flint, et al. n engl j med 380;5. January 
2019. https://www.nejm.org/doi/full/10.1056/NEJMp1809354

• Flint, et al. JAGS, 67;11. November 2019. https://doi.org/10.1111/jgs.16128

• https://oregonpolst.org/health-professionals/

• https://www.oregon.gov/oha/PH/ABOUT/Pages/ADAC-Forms.aspx

• https://oregonpolst.org/advance-directives

http://www.medpac.gov/docs/default-source/data-book/jun18_databookentirereport_sec.pdf
https://www.oregon.gov/DHS/COVID-19/Pages/LTC-Facilities.aspx
https://www.oregon.gov/DHS/COVID-19/Pages/LTC-Facilities.aspx
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=91092
https://www.nejm.org/doi/full/10.1056/NEJMp1809354
https://doi.org/10.1111/jgs.16128
https://oregonpolst.org/health-professionals/
https://www.oregon.gov/oha/PH/ABOUT/Pages/ADAC-Forms.aspx
https://oregonpolst.org/advance-directives

