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Effective Documentation in Aging 
Care: Cognitive-Communication 

Disorders

Amber B. Heape, ClinScD, CCC-SLP, CDP

Moderated by: 
Amy Natho, MS, CCC-SLP, CEU Administrator, SpeechPathology.com

Need assistance or technical support?

§ Call 800-242-5183

§ Email customerservice@SpeechPathology.com

§ Use the Q&A pod
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How to earn CEUs

§ Must be logged in for full time requirement

§ Log in to your account and go to Pending Courses 

§ Must pass 10-question multiple-choice exam with a
score of 80% or higher 
§ Within 7 days for live webinar; within 30 days of registration for   

recorded/text/podcast formats

§ Two opportunities to pass the exam

Effective Documentation in 
Aging Care: Cognitive
Communication Disorders

Amber Heape, ClinScD, CCC-SLP, CDP
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Learning Outcomes
After this course, participants will be able to:
§ Identify requirements specific to Medicare for 

skilled therapy documentation.
§ Describe key features of effective documentation 

for evaluation and daily notes.
§ Explain how to evaluate daily documentation and 

appraise for clinical skill.

Why is Our Documentation 
Important?

§ Part of medical record
§ Shows our clinical decision making
§ Allows members of the IDT reading documentation 

to ascertain what our value is to this patient
§ It’s part of our ethical responsibility
§ Payment depends on it



3/26/2019

4

Ethical Practice Standards
ASHA Code of Ethics- Principle I, Section Q:
“Individuals shall maintain timely records and accurately record and bill for 
services provided and products dispensed and shall not misrepresent 
services provided, products dispensed, or research and scholarly 
activities conducted.”

Principle II, Section D:
“Individuals shall enhance and refine their professional competence and 
expertise through engagement in lifelong learning applicable to their 
professional activities and skills.”

Principle III, Section E:

“Individuals' statements to the public shall provide accurate and complete 
information about the nature and management of communication 
disorders, about the professions, about professional services, about 
products for sale, and about research and scholarly activities.”
ASHA Code of Ethics, 2016

Whose Documentation Rules do We 
Follow?

1. CMS (Medicare, Medicaid)
§ Fiscal Intermediaries

2. Insurance Companies

3. Professional Practice Standards 

4. Employer
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Our Patients with Cognitive Communication 
Disorders

§ Individuals with severe dementia have more than twice the Annual 
Medicare cost per patient (Zhu et.al, 2017)

§ The cost of caring for patients with cognitive impairments is equal or 
higher than the cost of care for heart disease and cancer (Amjad et.al, 
2016)

§ Patients with cognitive impairments have higher rehospitalization rates 
(Lin et.al, 2016)

§ 50% of adults with dementia have at least 1 hospitalization and ER visit 
each year (Amjad et.al, 2016)  

§ Decreased continuity of care between providers negatively impacts 
healthcare spending.

Rehabilitation or Habilitation?
§ Rehabilitation addresses skills that were previously known then lost 

(recovery of function).

§ Rehabilitation through SLP services occurs when “The skills of a 
therapist are necessary to safely and effectively furnish a recognized 
therapy service whose goal is improvement of an impairment or 
functional limitation.”  (MBPM, Ch.15)

§ We must be reasonable in our prognoses
§ Rehabilitation should occur when spontaneous recovery does not occur or is not 

expected
§ Improvement is evidenced by successive objective measurements whenever 

possible 

§ Habilitative services are used to establish skills that have not yet been 
learned at an age-appropriate developmental level (Grooms, 2016)

§ Habilitation or maintenance services are skilled if:
§ They require skills of a therapist due to medical complications or 

complexity that require a therapist to perform the procedure.
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Skilled Rehabilitative Services 
According to Medicare Benefit Policy Manual (Section 220.2)

§ ”Evaluations and reevaluations;

§ Establishment of treatment goals specific to the patient’s disability or 
dysfunction and designed to specifically address each problem identified in the 
evaluation;

§ Design of a plan of care addressing the patient’s disorder, including 
establishment of procedures to obtain goals, determining the frequency and 
intensity of treatment;

§ Continued assessment and analysis during implementation of the services at 
regular intervals;

§ Instruction leading to establishment of compensatory skills;

§ Selection of devices to replace or augment a function (e.g., for use as an 
alternative communication system and short-term training on use of the device 
or system); and

§ Training of patient and family to augment rehabilitative treatment. Training of 
staff and family should be ongoing throughout treatment and instructions 
modified intermittently as the patient’s status changes. ”

Normal Spontaneous Recovery:  
What does Research Tell Us?

§ Infection
§ Typical antibiotic course is 3-6 days for UTI, with most symptoms clearing within 

24-48 hours upon initiation of antibiotics in elderly women  (Lutters and Vogt-
Ferrier, 2008)

§ Sepsis survivors in elderly had a marked increase in severe cognitive impairment 
(Shankar-Hari & Rubenfeld, 2016).  Iwashnyna et.al, 2010 reported that these 
elderly “may be left with moderate/severe cognitive deficits and functional 
disabilities” that persisted 8 year post-initial testing.  Spontaneous recovery did not 
occur when untreated.  Sepsis may alter the structure or function of neurological 
regions (Gotz et.al, 2014)

§ Anesthesia
§ Patients who undergo anesthesia and surgery are at an increased risk of cognitive 

decline due to increased neurotoxicity (Chen et.al, 2014)  The brain is particularly 
vulnerable at the beginning or end of life (Hudson & Hemmings, 2011).

§ Post Operative Cognitive Dysfunction (Hudson & Hemmings, 2011) may be long-
lasting if not addressed.  Some studies suggest that normal cognitive recovery 
occurs within 6 hours post-op (Krenk et.al, 2014)

§ Prolonged Hospitalization
§ Delirium may often be present during hospitalization, with a mean duration of 4 

days.  Longer than that significantly increases likelihood of prolonged cognitive 
impairment, which may not recover without intervention (Pandharipande et.al, 
2013)
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Therapy Services
§ Must be reasonable (amount acceptable under standards of clinical 

practice)

§ Must be necessary (medical necessity statement and narrative)

§ Must be specific to an effective treatment for the clinical condition that 
requires the skills of a therapist (medical and tx dx)

§ Must be of a complexity and sophistication that the services required 
can be safely and effectively performed only by the SLP. (skilled)

§ Is not approved simply because it was provided by a SLP…it must REQUIRE the 
SLP

§ May be to improve a patient’s function, maintain current function, 
prevent or slow deterioration of function

Medicare Benefit Policy Manual, 2017

Documentation MUST include
Objective Evaluation
§ Medical and treatment diagnoses that support services

§ Appropriate CPT codes related to the treatment plan

§ A strong reason for referral and medical necessity statement

§ Standardized, objective measurement and description of deficits

§ Appropriate goals (ST and LT), expected outcomes, and anticipated 
levels of improvement appropriate for discharge plans

§ Type, amount, duration, and frequency of services

Progress Notes

§ Objective analysis of progress

§ Updates to goals, treatment approach (What do we do if no 
progress?)

Daily Notes

§ Interventional, not observational!
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Evaluation
§ STRONG Reason for Referral

§ Tell the story!
§ Matching medical diagnosis in narrative
§ Show why the patient requires ST- what are we seeing?
§ Why won’t the patient recover on his/her own?

§ STRONG Medical Necessity
§ Paint a clear but firm picture of what may happen to the patient

§ Is the patient at risk of not meeting PT/OT goals due to deficits
§ Will the patient require AL or LTC if no intervention made?
§ Will the patient be able to effectively reintegrate into the 

community?
§ Major safety deficits including fall, injury, possibly death?

What does that look like?

Examples
Medical Dx:  Hip Fracture (example S72.143A)
Cognitive Linguistic Treatment Dx:  R41.841 or R48.8

Reason for Referral:  This 65 year old female presents post-hospitalization and 
surgery for hip repair after fall at home. Both the prolonged hospitalization and 
potential anesthesia effects have placed the patient at an increased risk of 
cognitive/language deficits.   The patient’s family has reported confusion since 
surgery that has not spontaneously resolved.  It is questionable if the decline 
existed before the fall, leading to the hip fracture.  Evaluation revealed mild 
cognitive impairment, which without intervention could progress into more severe 
decline or dementia, limiting the patient’s independence and increasing burden of 
care.
Medical Necessity:  Skilled ST is necessary to improve cognitive linguistic skills in 
order to maximize rehabilitation potential , including potential with PT/OT, and 
improve independent cognitive linguistic functioning for return home with 
decreased risk of fall.  Without therapy, patient is at risk for continued decline, 
putting her at risk for falls, injury, rehospitalization, or requiring long-term care.  
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Examples
Medical Dx:  N39.0 (UTI)

Cognitive Linguistic Treatment DX:  R41.841

Reason for Referral:  This 71 year old female presents to speech therapy with 
impairments in concentration and cognitive planning for the past 1 week due to 
UTI.  The patient was admitted to the hospital with altered mental status due to 
UTI, which has had time to resolve, as the UTI was treated with antibiotics.  The 
patient has not spontaneously recovered, showing a decline from ModI to 
Min/modA in cognitive linguistic planning and higher level functional abilities for 
IADLs of financial and medication management, short-term memory recall, 
problem solving for safety, and sequencing of daily tasks.  Left untreated, this 
would prevent the patient from returning home independently at prior level of 
function.

Medical Necessity:  Skilled ST is necessary to improve cognitive linguistic skills in 
order to maximize rehabilitation potential , including potential with PT/OT, and 
improve independent cognitive linguistic functioning for return home.  Without 
therapy, patient is at risk for inability to safety complete high level tasks, putting 
her at risk for falls, injury, rehospitalization, or requiring long-term care.  

Examples
Medical Dx:  BKA; Gangrene (example- I70.261)

Treatment DX:  R41.841

Reason for Referral:  Patient presents post-BKA due to gangrene.  PT 
reported difficulty following directions and safety issues during evaluation.  
Septic infection, as well as anesthesia provided during surgery, may have 
caused cognitive linguistic decline.  Patient is 4 days post-surgery, with no 
spontaneous recovery, warranting skilled intervention to address deficits and 
rehabilitate.

Medical Necessity:  Without therapy, patient is at risk for continued decline, 
leading to potential for fall with injury, decreased safety awareness while 
patient tries to learn use of prosthetic, and inability to care for himself safely at 
prior level of function.
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Examples
Medical Dx:  Dementia, unknown etiology (example F03.90)

Treatment DX:  R47.01

Reason for Referral:  Patient is a long-term resident referred to therapy 
from nursing with c/o patient agitation with staff, multiple safety 
concerns, and declining ability to effectively communicate with staff, 
since patient was diagnosed with the flu 2 weeks ago.  Patient has a 
history of dementia, but at last diagnosis was in the mild stage.  Current 
evaluation shows decline in cognition, culminating in a major decline in 
expressive and receptive language skills. Acute change may be related 
to recent illness, therefore some effect may be reversible if addressed in 
a timely fashion.  

Medical Necessity:  Without therapy, patient is at risk for inability to 
follow simple directions, declining safety, social isolation, decreased 
quality of life, and inability to communicate for basic needs with staff.

Assessment is NOT “One Size Fits All!”

§ If we are administering the same assessment to all patients, we are not 
being patient-specific with our clinical decision-making.

§ If we typically give a language/cognitive staging assessment, it is best 
practice to add appropriate supplemental testing, appropriate for that 
GDS level

§ Appropriate assessments should take into consideration:
§ Patient’s prior levels of function and anticipated functional needs
§ Accepted standards of practice for diagnosis
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Typical Tests for Language/Cognition Staging

§ BCRS
§ SLUMS
§ MOCA
§ BIMS

Other supplemental tests for Language/ Cognition
(typically using the 92523 and 92507 codes)

§ BCAT
§ SAGE
§ RUDAS
§ MIS
§ Mini-Cog
§ TYM
§ Short IQCODE
§ Geriatric Depression 

Scale
§ BOMC

§ Medi-Cog
§ MedMaIDE
§ EFPT
§ FAST
§ Etc. (including 

executive function, 
reading, writing 
assessments)
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Patients with Primary Progressive Aphasia 
due to Dementia

§ Make sure you are coding aphasia appropriately
§ Neurological condition for medical dx (CVA, Parkinsons, 

Dementia)
§ Language-based goals

Examples of Assessments:
§ Aphasia Handicap Scale
§ Aphasia Rapid Test
§ MAST
§ FAST
§ MCST
§ Visual Field/Attention Probe
§ Aphasia Needs Assessment
§ Aphasia Categories of Communicator Checklist

Can/ Should ST Treat Patients with 
Dementia?

§ ST Intervention can include:

§ Remediating deficient areas (when possible)

§ Teaching the patient to compensate for deficits 
with areas that are still unimpaired.

§ Teaching the patient and staff strategies and 
activities to slow decline.

§ Activities to help functional skill

§ Make sure goals are appropriate!
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Interactive Poll:
Appropriate Goals?

Click on goals that you think are appropriate for each stage of 
the GDS:

§ Medication management for GDS 3

§ Answering yes/no questions for GDS 3

§ Safety awareness for GDS 4

§ Finance management for GDS 5

§ Attention to task and sequencing for GDS 5

§ Verbalizing wants/needs for GDS 6

§ Answering wh questions for GDS 7

Appropriate Goals?

§ Medication management for GDS 3

§ Answering yes/no questions for GDS 3

§ Safety awareness for GDS 4

§ Finance management for GDS 5

§ Attention to task and sequencing for GDS 5

§ Verbalizing wants/needs for GDS 6

§ Answering wh questions for GDS 7
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Progress Notes
§ Updated by the 10th visit

§ Why should we assure timely documentation?

§ What variables influence the patient’s condition?
§ What factors influence the SLP’s decision to provide more services?

§ Justification for continued tx

§ Objective measurements of the patient’s response to therapy:
§ Is pt making progress toward goals?
§ “Regression and plateaus can happen during treatment. It is recommended 

that the reasons for lack of progress be noted and the justification for 
continued treatment be documented if treatment continues after regression 
or plateaus.” (MBPM, 2017)

§ Current level, projected goal, and discharge status for each established goal
§ Update goals when necessary!
§ Sometimes, smaller increments are better!  Relate to function!

§ Any absences from therapy during this reporting period

§ SKILL that the clinician provided during this period

Daily Note Documentation

Requires:

§ Date of treatment

§ Time treated

§ Skilled treatment activity or intervention (to justify 
billing code)

§ Must be linked to an established goal

§ Signature and professional designation of therapist
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What is Skill?
§ Clinical expertise

§ Clinical knowledge

§ Clinical judgment (assessment and establishment of 
goals)

§ Decision-making skills (changes based on patient needs, 
adjusting complexity of task, cueing hierarchy, etc.)

§ Selection of devices to compensate for or augment a 
function

§ Clinical education or instruction to provide patient and/or 
caregiver training

Daily Note Skill
§ Just because services are billed doesn’t mean that they are 

appropriate or were skilled.
§ Notes should be interventional in nature, not observational
§ Notes should display a progressive nature
§ The way to document this is to write a skilled daily note:

§ Describes what ONLY the SLP can do within a session
§ Patient performance/response to strategies, 

interventions, etc.
§ Read it back to yourself….if a CNA could do it, it’s not 

skilled!
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Interactive Survey: 
Skill or no Skill?
Check each of the following phrases that you think are skilled:
§ Tolerated well

§ Observed patient in task

§ Continue POC

§ Plateau

§ Max potential
§ Patient completed (with rote tasks)

§ Analyzed patient performance

§ Assessed patient’s current functional abilities

No Skill!  What to do Instead….
§ Tolerated well- Document the patient’s response to the task or cueing 

and any adjustments made by the therapist.

§ Observed patient- consider your verbiage!

§ Continue POC- Doesn’t really tell you anything.  What adjustments will 
be made next treatment, or what goals do you anticipate progressing?

§ Plateau- Why continue treatment?  Do you continue doing the same 
thing?

§ Max potential- Who are we to judge this?

§ Patient completed (with rote tasks)- Doesn’t require the skills of a 
therapist!

These are skilled with some elaboration…
§ Analyzed patient performance

§ Assessed patient’s current functional abilities
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Wording to Cue Skilled Notes…

Analyzed Assessed
Demonstrated Developed
Educated Evaluated
Facilitated Graded
Incorporated Implemented
Inhibited Instructed
Modeled Progressed
Provided Reviewed 
Selected Trained

Use Evidence-Based Practice Language 
in Documentation!
§ Montessori Approach

§ Validation Therapy

§ Computer Assisted Cognitive 
Interventions

§ Melodic Intonation Therapy

§ Reciprocal Scaffolding

§ Script Training

§ Spaced Retrieval

§ Chunking Strategy

§ Chaining
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Interactive Poll:
Skill or No Skill? 

§ Patient seen in therapy gym.  Patient completed 
medication management activity with 8/10 correct.  
Patient wrote down PRN meds to recall.  Answered 
questions about safety with 8/10 correct.

To be skilled…

§ Assessed patient’s ability to appropriately sequence 
and sort medication for safety upon return home.  
Provided verbal cues and redirection for patient errors 
in 2/10 attempts.  Determined that PRN medication is 
where the patient struggles the most.  Developed a 
graphic cue strategy and instructed patient in use of list 
in order to track medication administration.  Evaluated 
patient’s ability to identify unsafe situations and trained 
patient in effective mitigation of these scenarios.  
Patient verbalized understanding and correctly 
identified 8/10 safety violations.

§ Appropriate for GDS 3/4
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Interactive Poll:
Skill or No Skill? 
§ Assessed patient’s nonverbal communication of 

wants/needs and pain.  CNA present for the assessment 
and provided input on patient’s usual patterns.  Patient 
assessment revealed nonverbal communication behaviors: 
grimace when in pain, and grasps nearby objects or people 
when she is in need of something.  Attempted use of 
communication board for hungry, thirsty, and bathroom 
scenarios.  Patient was resistive today, so strategy will be 
attempted again tomorrow.  Patient reacted positively to 
music stimuli, and calmed when instrumental music was 
provided.   

Skill or No Skill?

§ Good skill!!

§ Appropriate for GDS late 6-7
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Interactive Poll:
Skill or No Skill? 

§ Patient seen bedside.  Oriented x 3.  Patient 
answered wh questions about personal 
information with 80% accuracy.  Recalled 
information in 5/10 attempts.

To be skilled…

§ Assessed patient orientation in order to gauge cognitive 
status with orientation  x 3.  Modified treatment activities in 
difficulty due to positive gains.  Facilitated patient’s ability to 
answer questions regarding environment and personal 
information in order to increase communication with 
medical providers, as patient has a doctor’s appointment 
this week.  Provided visual cues and demonstrated 
strategies for use to patient.  Patient was able to return 
demonstrate x 2.  Instructed patient in use of spaced 
retrieval strategy for short-term memory.  Patient successful 
in up to 4 minute intervals with semantic cues for initiation.

§ Appropriate for GDS 4, early 5
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Interactive Poll:
Skill or No Skill? 
§ Assessed word finding in multi-modal treatment 

using verbal and gestural facilitation of naming with 
patient successful in 6/10 attempts.  Initiated use 
of reciprocal scaffolding, which patient responded 
to positively.  Modified technique for patient 
success.  Educated family on successful use of 
script training approach for patient to communicate 
basic needs and pain with caregivers.  Analyzed 
additional script training needs through family input, 
which will be implemented in future sessions.

Skill or No Skill?

§ Good skill!!

§ Appropriate for GDS 5/6
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Interactive Poll:
Skill or No Skill? 

§ Developed graphic cues for patient due to 
perseveration of “where am I?”  Patient was able 
to utilize graphic cue in 2/5 attempts.  Errorless 
learning approach utilized to redirect patient in 
simple communication tasks with staff.  Instructed 
CNA staff on effective communication with 
patient:  i.e. using short sentences, yes/no 
questions instead of open-ended ones.  Staff 
verbalize compliance. 

Skill or No Skill?

§ Good skill!!

§ Appropriate for GDS 5/6
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Other Skilled Sentences
ü Utilized semantic cues for word retrieval tasks of functional objects in 8/10 

attempts.
ü Assessed patient’s convergent naming abilities utilizing a Montessori 

approach of functional items with 8/10 correct.
ü Facilitated functional task for written language expression with verbal cues 

provided to increase attention to task.  Patient performed for up to 5 minutes 
before redirection needed.

ü Modeled appropriate writing in Montessori tasks while providing template to 
cue patient in progress toward agraphia goals.

ü Implemented graphic cueing for short term recall of functional facility activities.  
Verbal cueing provided to identify date and time.

ü Instructed patient in orientation activities for improved socialization and 
communication.  Patient identified date using graphic cues in 5/7 attempts

ü Facilitated tasks to decrease acalculia, including grouping of money types, in 
order for patient to independently purchase snack items when desired.  
Patient grouping at 8/10 correct.

ü Instructed patient in numerical reasoning task to improve independence in 
finance management.  Patient performing correctly in 8/10 attempts with 
verbal and visual cues.

ü Facilitated sequencing of ADL task utilizing a Montessori approach with task 
breakdown to 3 steps for patient success- 8/10 attempts correct.

Major Take-Away

§ Documentation is your chance to demonstrate 
how awesome you are and how you help change 
your patients’ lives!

§ Look at your documentation…read it!

§ Use visual cues to remind you of skill
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