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PDPM 2019

Overview

Welcome and Introductions

PDPM Training 2019
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Agenda

Introductions

Speed Learning

• Current Market

• PDPM Basics

• VBP, QRP and PBJ

Group Discussion

• Providers’ response to the changes

• Impact on various business models

Group Exercises

MDS Essentials

Models for Clinical Success

Aegis Model and Plan

Anayltics

Models for Financial Success
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Most Common Reimbursement for SNFs

Speed Learning – Current Market
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Payer Type Payment Model Avg. Daily 
Rate

ALOS

Medicare RUG‐IV $500‐590 25‐28 days

Medicaid Daily State Rate $200‐280 23‐26 days

Commercial Per Diem (3 Tier)
Tier 1 – Basic (no therapy)
Tier 2 – Therapies, Wounds, etc.
Tier 3 – Complex (Vents)

Tier 1 ‐ $225
Tier 2 ‐ $275
Tier 3 ‐ $500

15‐17 days

Medicare 
Advantage

Percent of RUG‐IV or Per Diem $385‐450 15‐17 days

Special Needs 
Plans (SNP)

Percent of RUG‐IV or Per Diem $385‐450 15‐17 days

Current Reimbursement Model for SNFs under Medicare

• SNF Prospective Payment System (PPS) established July 1998

• PPS is a Case‐Mix Adjusted model which was intended to predict the cost to treat 

patients based on Dx, Service Utilization, resources use

• PPS is based on three primary predictors of cost

o Clinical Characteristics

o Activities of Daily Living

o Skilled Services Received

• Re‐allocated money (some win/lose) from Cost Plus model

• Initial decreases in utilization followed by expansion in services and utilization 

• Several variations of RUG since inception

• Current RUG‐IV uses MDS 3.0 assessment tool

Speed Learning – Current Market

5

SNF MDS 3.0 Assessment

• assigns patients to one of 66 utilization groups (aka: Case Mix Groups)

• Therapy minutes a key driver of reimbursement based on RUG

• Intensive documentation requirements (MDS ‐ 45 pages)

• CMS assigns a Case Mix Index (CMI) to each RUG based on avg cost

• Separate CMIs for Therapy and Nursing services

• Outcomes not reflective of utilization 

• CMI is multiplied by the base rate to determine the payment for each day of care

Speed Learning – Current Market
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Speed Learning – Current Market
Managed Care Growth in Medicare
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• SNP programs can vary from specific populations to types of patients

o Acute care SNP examples include HIV or Diabetes 

o Patients must have meet the targeted criteria to enroll in SNP

o SNP programs receive capitation from CMS (Medicare) and are 
responsible for all costs of care related to the patient under that 
defined benefit

• I‐SNP programs cover intuitional patients

o Cross over between Acute / Long‐Term 

o Patients must be institutionalized in order to join

o Includes Dual Eligible patients

o Largest Vendor – United (OPTUM)

o Payers can implement their own reimbursement models

o Reimbursement is BELOW Medicare
• Provider organizations targeting SNP to move to top line premium role

Speed Learning – Current Market
Special Needs Plan (SNP) Expansions

8

Speed Learning – Current Market
Special Needs Plan (SNP) Expansions
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What has changed?
CMS Perspective (Acumen Study)

• CMS contracted Acumen in September 2012 to identify and evaluate possible alternatives to 

the existing SNF PPS therapy reimbursement model 

• After initiation the scope was expanded to develop alternatives to SNF PPS case‐mix 

methodology 

• RCS‐1 introduction in 2017 received significant provider comments 

• Acumen published Technical Report in April 2018

• Key Finding:

o RUG‐IV payment model determined primarily by number of therapy minutes did not 

yield significant correlation to outcomes

o The current payment model does not fully consider the wide range of clinical 

characteristics that influence the relative resource use of SNF residents 

• Recommendations:

o Remove therapy minutes as a determinant of payment 

o Create a separate payment component for NTA services 

10

What has changed?
CMS Perspective (Acumen Study) ‐ Continued

Advantages of PDPM model

• Removes therapy minutes as the basis for therapy payment

• Establishes separate case‐mix‐adjusted component for NTA services

• Increased payment for medically complex beneficiary services

• Enhances payment accuracy for nursing services

• Improves targeting of resources by dividing single therapy component into three separate 

case‐mix‐adjusted components: PT, OT, and SLP 

• Provides additional resources to facilities for treating potentially vulnerable populations

• Enhances payment accuracy for all SNF services by: 

1) basing payment for each component on predicted resource utilization associated with 

clinically‐relevant resident characteristics and

2) introducing variable per‐diem payment adjustments to track changes in resource use 

over a stay 

11

What has NOT changed?

Medicare Benefit Policy Manual, Chapter 8

30 – Skilled Nursing Facility Level of Care ‐ General

Care in a SNF is covered if all of the following four factors are met:

• The patient requires skilled nursing services or skilled rehabilitation services, i.e., services 

that must be performed by or under supervision of professional or technical personnel; are 

ordered by a physician and the services are rendered for a condition for which the patient 

received inpatient hospital services or for a condition that arose while receiving care in a SNF 

for a condition for which he received inpatient hospital services;

• The patient requires these skilled services on a daily basis; and

• As a practical matter, considering economy and efficiency, the daily skilled services can be 

provided only on an inpatient basis in a SNF.

• The services delivered are reasonable and necessary for the treatment of a patient’s illness or 

injury, i.e., are consistent with the nature and severity of the individual’s illness or injury, the 

individual’s particular medical needs, and accepted standards of medical practice.  The 

services must also be reasonable in terms of duration and quantity.

12
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What has NOT changed?

SNF Responsibilities that Remain Unchanged Under PDPM

• Skilled requirements (Chapter 8)

• Requirements of Participation 

• Phase 3 – November28, 2019

• Survey and Certification 

• Annual Payment Rate Update

• Consolidated Billing

• SNF Quality Programs (5 Star)

• Quality Reporting Program

• Value Based Purchasing Program

• Payroll Based Journal Reporting

13

What has changed?

14

RUG‐IV vs PDPM

Minutes of Therapy drive reimbursement
Two care components (Therapy, Nursing)
Extensive reporting / documentation

Payments tied to Patient Condition 
Five care components (PT, OT, SLP, Nursing, NTA)

Reduced administrative burden

Rate 

Component PT OT SLP Nursing NTA
Non Case‐

Mix
Per Diem 

Amount $61.16 56.93 $22.83 $106.64 $80.45 $95.48

What has changed?
PDPM Base Rate

15

Rate 

Component
PT OT SLP Nursing NTA

Non Case‐

Mix
Per Diem 

Amount
69.72 $64.03 $28.76 $101.88 $76.86 $97.25

TABLE 3:  FY2020 UNADJUSTED FEDERAL RATE PER DIEM - URBAN

TABLE 3:  FY2020 UNADJUSTED FEDERAL RATE PER DIEM - RURAL
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• Patient classifications are used for each of the components (PT, OT, SLP, NTA and 

Nursing)

• Breakdown of criteria for classification

PDPM Patient Classification

16

Component Criteria

PT Clinical Category, Functional Score

OT Clinical Category, Functional Score

SLP Presence of Acute Neurologic Condition, SLP‐related 
Comorbidity or Cognitive Impairment, Mechanically‐altered 
Diet, Swallowing Disorder

NTA NTA Comorbidity Score

Nursing Same as RUG‐IV

• Clinical categories are assigned based on the primary reason for the SNF stay

• NEW MDS item I0020B is used to then map to one of the ten PDPM clinical 

categories.

• Section J of MDS used to adjust clinical classifications

PDPM Clinical Category

17

Reversed scoring between RUG vs PDPM

• RUG-IV utilized Section G with a Higher score meaning increased dependence

• PDPM utilizes Section GG where Higher score meaning increased independence

Payment Differences between RUG vs PDPM

• RUG-IV payments increase with dependence within a given RUG

• PDPM has no direct relationship between increased dependence and increased 

payments

CMS Example: 

For the PT & OT component, payment for three clinical categories is lower for the most and 

least dependent patients (who are less likely to require high therapy amounts of therapy), 

compared to those in between (who are more likely to require high amounts of therapy

Functional Scoring under PDPM

18

16
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PT & OT specific Clinical Categories

19

What has changed?
PDPM Case Mix PT / OT 

20

• Case Mix has several element used determine classification
o Clinical Category for stay 
o Functional Status

• Additionally, PDPM transitions from section G of MDS under RUG-IV to GG to 
account for both early and late loss ADL areas

Clinical Category
PT & OT Function 

Score
PT & OT             

Case Mix Group
PT CMI OT CMI

Major Joint Replacement or Spinal Surgery 0 ‐ 5 TA 1.53 1.49

Major Joint Replacement or Spinal Surgery 6 ‐ 9 TB 1.70 1.63

Major Joint Replacement or Spinal Surgery 10 ‐ 23 TC 1.88 1.69

Major Joint Replacement or Spinal Surgery 24 TD 1.92 1.53

Other Orthopedic 0 ‐ 5 TE 1.42 1.41

Other Orthopedic 6 ‐ 9 TF 1.61 1.60

Other Orthopedic 10 ‐ 23 TG 1.67 1.64

Other Orthopedic 24 TH 1.16 1.15

Medical Management 0 ‐ 5 TI 1.13 1.18

Medical Management 6 ‐ 9 TJ 1.42 1.45

Medical Management 10 ‐ 23 TK 1.52 1.54

Medical Management 24 TL 1.09 1.11

Non‐Orthopedic Surgery and Acute Neurologic 0 ‐ 5 TM 1.27 1.30

Non‐Orthopedic Surgery and Acute Neurologic 6 ‐ 9 TN 1.48 1.49

Non‐Orthopedic Surgery and Acute Neurologic 10 ‐ 23 TO 1.55 1.55

Non‐Orthopedic Surgery and Acute Neurologic 24 TP 1.08 1.09

What has changed?
PDPM Case Mix SLP

21

• SLP has three elements
o Clinical Category for stay – Acute Neurologic or Non-Neurologic
o Cognitive status and/or presence of a SLP-related comorbidity  (12 dx groups)
o Presence of Swallowing Disorder and Mechanically Altered Diet

Presence of Acute Neurologic 
Condition, SLP Related Comorbidity,  
or Cognitive Impairment

Mechanically Altered Diet or 
Swallowing Disorder

SLP Case Mix 
Group

SLP Case Mix 
Index

None Neither SA 0.68

None Either SB 1.82

None Both SC 2.67

Any one Neither  SD 1.46

Any one Either SE 2.34

Any one Both SF 2.98

Any two Neither SG 2.04

Any two Either SH 2.86

Any two Both SI 3.53

All three Neither SJ 2.99

All three Either  SK 3.70

All three Both SL 4.21

19

20
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SLP has twelve comorbidities under PDPM

• SLP comorbidity flag combines conditions and services

• Only the presence of only one of the following required for patient to qualify:

SLP Comorbidities

22

Which team members are involved?

• Speech Therapists – altered diets, swallowing disorders, Speech/Lang deficits, 

cognition, co-morbidities

• Dieticians – altered diets

• MDS/Nursing – diagnosis coding for co-morbidities, cognitive assessments

• Physicians – diagnosis coding for co-morbidities, swallowing disorders

• Psychologists. Occupational Therapists – cognitive assessments

SLP Case Mix coding: Operational Considerations

23

• PDPM uses the same basic structure as RUG-IV, except for the following changes: 

• Collapsed functional nursing groups from 43 to 25

• Function score – Section G (ADL scores) replaced by 7 items from Section GG of 

the MDS 3.0

• Same Section GG items used for PT/OT with exception of Oral Hygiene and 

walking

• Depression Score

• Influences the resultant Nursing Group

• HIV/AIDS

• 18% payment adjustment for nursing component only

Nursing Component

24

22

23
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What has changed?
PDPM Variable Per Diem Adjustment Factor

25

• Acumen study identified variations of 
utilization across the different 
modalities of PT, OT and NTA

• To compensate for the cost in 
relationship to the utilization days, a 
per diem adjustment factor was added 
as seen here
o PT/OT factor reduces gradually 

over time as is seen in these 
modalities

o NTA has an sharp decrease after 
day 3, then remains constant over 
time. Note the first 3 days are a 
factor of 3.0, reflective of the load 
at the beginning of the stay

NTA and Comorbidity Coding

26

• Comorbidity score is a weighted count of comorbidities
• Comorbidities associated with high increases in NTA costs grouped into 

various point tiers
• Points assigned for each additional comorbidity present, with more 

points awarded for higher-cost tiers
• Comorbidities and extensive services for NTA classification are derived from 

a variety of MDS sources, with some comorbidities identified by ICD10-CM 
codes reported in Item I8000

• HIV/AIDS remains a SNF claim reported adjustment (8 pts)

NTA Score Range NTA Case Mix Group NTA Case Mix Index

12+ NA 3.24

9 – 11 NB 2.53

6 – 8 NC 1.84

3 – 5 ND 1.33

1 – 2 NE 0.96

0 NF 0.72

Assessments

27

• MDS 3.0 will still be the basis for Assessments under PDPM
• Schedule is altered as follows: 

• IPA/OSA (see next slide)
• OBRA-related assessments not impacted by PDPM

25

26
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IPA / OSA

28

Interim Payment Assessment (IPA) is OPTIONAL
• Used to report a change in the patient’s PDPM classification
• ARD: Determined by the provider
• Changes payment beginning on the ARD until the end of the Part A 

stay or until another IPA is completed
• Does not re-set variable per diem adjustment 
• Distinct item set to be used for IPA

Optional State Assessment (OSA)
• Solely to report on Medicaid-covered stays, per requirements set forth 

by their state
• Allows providers in states using RUG-III or RUG-IV models as the 

basis for Medicaid payment to do so.  
• CMS originally published that CMS support for legacy payment models 

would end September 30, 2020.
• Modified now stating there is no definitive time frame

Transition to PDPM

29

• There is NO transition period between RUG-IV and PDPM
• RUG-IV ends on 9/30/2019
• PDPM effective on 10/1/2019

• Billing beginning on Oct 1, 2019 requires all providers to complete an IPA 

with an ARD no later than Oct 7, 2019

• Variable Per Diem - 10/1 is considered day 1 even if stay began prior

• “Transitional IPAs” with an ARD after 10/7/19 will be considered late 

and penalties applied for late assessments

What has changed?
How does it affect SNFs?

30

If PDPM continues, as is, effective FY20:
Reimbursement

• FY20 2.5% rate increase to SNFs

• Variable Per Diem introduced

• Therapy stays > 20 days assessed ~2% payment reduction after day 20 for each 

additional 7 days 

• Reimbursement for patient condition, not service(s) performed

• Increased reimbursement for non‐therapy patients will cause providers to target 

these admissions

• While budget neutral in the aggregate, PDPM changes how payment is made 

which can impact UPL calculations. States will need to evaluate need for revisions 

in UPL calculations

• Therapy remains significant spend under PDPM (~$9.7b FY17) and presents 

opportunity for market shifts

28

29
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What has changed?
How does it affect SNFs?

31

If PDPM continues, as is, effective FY20:

Documentation / Reporting

1) Five Day Assessment sets patient condition category for pricing

2) If patient condition changes, providers can conduct Interim Payment Assessment (IPA) to 

change condition category for the stay

3) 2 new therapy reporting requirements to discharge assessment (minutes / days)

4) FY20 CMS to displaying SNFs changes in self‐care & mobility during stay and discharge

5) SNF QRP changes; 

• 2% penalty for non‐submission of QRP remains

• Reporting SNF outcome measures would be expanded from 1 to 2 years

6) VBP Incentives (+/‐) remain with enhancements to FY19 policies, adjustment to scoring and 

Extraordinary Circumstances Policy (ECE)

SNF Value‐Based Purchasing (VBP) aims to reward quality and improve health care:

• Effective 10/1/18 DOS, SNFs will have an opportunity to receive incentive payments based on 

performance on the specified quality measures

• Payment determination in FY 2019 include:

o 2% of SNFs’ Medicare payments withheld to fund incentive payments

o 60% of the total amount withheld from SNFs’ Medicare payments for that FY will be paid 

as incentive payments to SNFs based on their performance in the program

o bottom 40% of SNFs must receive less in incentive payments than they would otherwise 

receive

o SNF 30‐Day All Cause Readmission Measure (SNFRM) ‐ counted regardless of whether 

the beneficiary is readmitted to the hospital directly from the SNF or has been 

discharged from the SNF (Excludes planned readmissions)

o Transition from CY to FY:

VBP Overview

32

SNF VBP Performance Score: 
• By statute CMS can distribute only 60% of the total dollars withheld
• Minimum performance for earn back is < ~20.4% ‐ those at ~16.4% or less 

will score better
• SNFs assigned SNF VBP Performance Scores based on their SNFRM RSRRs 

in the applicable baseline and performance periods
• SNF VBP Performance Scores range from 0 to 100 points
• SNFs are assigned values for both their improvement from baseline year to 

the performance year and achievement in the performance period
• Performance score is the higher of a SNF’s achievement score or 

improvement score
• For SNFs that only have performance period data, the achievement score 

will equal the performance score
• SNFRM data already available in nursing home compare

VBP ‐ Scoring

33
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Quality Reporting Program 

(QRP) for all SNFs to submit 

data. Failure to do so results in 

2% penalty. Includes:

o SNF QRP Assessment‐Based Quality 

Measures (falls, pressure ulcers, % 

of pts with admit/discharge 

assessment/care plan)

o SNF QRP claims‐based measures

o At least 80% of assessments must be 

100% complete for all required 

elements

o Data used to determine compliance 

for FY2019 payments is from CY2017

QRP Overview

34

Short Name Measure Name & Data Source

Resident Assessment Instrument Minimum Data Set

Pressure Ulcer Percent of Residents or Patients With Pressure Ulcers That Are New or Worsened 
(Short Stay)  (NQF #0678)*

Pressure Ulcer/Injury Changes in Skin Integrity Post‐Acute Care:  Pressure Ulcer/Injury

Application of Falls Application of Percent of Residents Experiencing One or More Falls with Major 
Injury (Long Stay)  (NQF #0674)

Application of Functional 
Assessment/Care Plan

Application of Percent of Long‐Term Care Hospital (LTCH) Patients with an 
Admission and Discharge Functional Assessment and a Care Plan that Addresses 
Function (NQF #2631)

Change in Mobility Score Application of IRF Functional Outcome Measure: Change in Mobility Score for 
Medical Rehabilitation Patients (NQF #2634)

Discharge Mobility Score Application of IRF Functional Outcome Measure: Discharge Mobility Score for 
Medical Rehabilitation Patients (NQF #2636)

Change in Self‐Care Score Application of IRF Functional Outcome Measure: Change in Self‐Care Score for 
Medical Rehabilitation Patients (NQF #2633)

Discharge Self‐Care Score Application of IRF Functional Outcome Measure: Discharge Self‐Care Score for 
Medical Rehabilitation Patients (NQF #2635

DRR Drug Regimen Review Conducted With Follow‐Up for Identified Issues – Post 
Acute Care (PAC) Skilled Nursing Facility (SNF) Quality Reporting Program (QRP)

Claims‐Based

MSPB SNF Medicare Spending Per Beneficiary (MSPB) – Post Acute Care (PAC) Skilled Nursing 
Facility (SNF) Quality Reporting Program (QRP)

DTC Discharge to Community – Post Acute Care (PAC) Skilled Nursing Facility (SNF) 
Quality Reporting Program (QRP)

PPR Potentially Preventable 30‐Day Post‐Discharge Readmission Measure for Skilled 
Nursing Facility (SNF) Quality Reporting Program (QRP)

• PBJ Policy Manual (V2.5) 11‐19‐2018 and PBJ Policy Manual FAQ 11‐19‐201 

updates: 

• Guidance on the meal break policy

• Reporting hours for “Universal Care Workers”

• Two new CASPER reports available for providers to help ensure data is submitted 

accurately: 

• 1704S Daily MDS Census Summary Report ‐ daily MDS‐based resident census 

for each day in a quarter

• 1704D Daily MDS Census Detail Report ‐ list of the residents that the MDS‐

based census is comprised of on a given date or dates

• Evidence‐Base Standards – Nursing Staffing levels

• No registered nurse on‐site change from => 7 days to => 4 days per quarter will 

trigger 1 Star Staffing (April 2019)

More information on these reports can be found at:

https://qtso.cms.gov/reference‐and‐manuals/casper‐reporting‐users‐guide‐pbj‐providers

PBJ / Star‐Rating

35

HIPPS Coding

36

PDPM HIPPS algorithm is revised as 

follows:

• Character 1: PT/OT Payment Group

• Character 2: SLP Payment Group

• Character 3: NTA Payment Group

• Character 4: Nursing Payment Group

• Character 5: Assessment Indicator

34
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PDPM Drivers: 
Achieving Outcomes and Financial Viability Requires…

Accuracy in Coding

• ICD‐10 – Primary reason for the SNF Stay

• Functional Score:  MDS Section GG – 10 items for Physical and 
Occupational Therapy; 7 of those 10 items for Nursing (unlike Section G –
ADL Index; with Section GG, the higher the functional score, the greater 
the level of independence

Clinical picture of the patient:  coding all of the MDS items related to mood, 
cognition, co‐morbidities (active diagnoses, all systems), special 
treatments/procedures/programs/services, nutrition, swallowing, 
medication, skin conditions, prior surgeries
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Cultural Changes Related to PDPM

Patient Centered Care Planning, All‐staff Communication

MDS Coordinators

• Increased face to face patient assessment

• Validation of supportive documentation

• Oversight in completion of MDS; with a elevated focus on “high impact” items 

under PDPM

Therapy – Nursing Collaboration

• Eliminating metric‐based therapy; focus on clinical picture of the patient

• Section “O” – reporting therapy minutes and days for compliance with 

concurrent/group utilization (evaluation minutes still not included)

• Section GG collaboration – coding the patient’s “usual baseline performance” 

prior to the benefit from therapy intervention
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Latest Updates from Proposed Rule

SNF PPS Proposed Rule Published by CMS April 19, 2019

• Proposed Payment Update:  2.5% for FY 2020 (increase is aggregate payment 

of $887 million, compared to FY2019

• PDPM Changes

• Proposes to change the definition of group therapy in a SNF to match the 

definition in the IRF setting – “a qualified rehabilitation therapist or 

therapy assistant treating  two to six patients at the same time who are 

performing the same or similar activities.”

• Proposes using a subregulatory process to provide “non‐substantive” 

updates to ICD‐10 codes used in PDPM through the PDPM website

• Proposes to officially change regulation text to reflect changes in the MDS 

assessment schedule already finalized in the FY2019 Final Rule.  The text 

will call for “an initial patient assessment” to be completed “no later than 

the 8th day of post‐hospital SNF care”
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Latest Updates from Proposed Rule

SNF PPS Proposed Rule Published by CMS April 19, 2019

• Quality Reporting Program (QRP)

• Beginning with FY2022, proposed to adopt two process measures related 

to requirement for “transfer of health information” –

• 1) to the PAC provider.  The measure will assess whether or not a current 

reconciled medication list is provided to the subsequent provider when a 

patient is discharged or transferred from current PAC setting (% of stays with a 

discharge assessment indicating that a current reconciled medication list was 

provided) 

• 2) to the Patient.  The measure will assess whether or not a current reconciled 

medication list is provided to the patient, family or caregiver when a patient 

was discharged from a PAC setting to a private home/apartment, a board and 

care home, assisted living, group home, transitional living or home under home 

health or hospice (% of stays with a discharge assessment indicating that a 

current reconciled medication list was provided to patient, family or caregiver at 

the time of discharge) 

40

Latest Updates from Proposed Rule

SNF PPS Proposed Rule Published by CMS April 19, 2019

• Quality Reporting Program (QRP)

• Proposes to update the specifications to Dicharge to Community QRP 

measure to exclude baseline nursing facility (NF) residents from the 

measure

• Proposes to collect standardized patient assessment data and other data 

required to calculate quality measures using the MDS on all patients, 

regardless of payer source

41

Latest Updates from Proposed Rule

SNF PPS Proposed Rule Published by CMS April 19, 2019

• Quality Reporting Program (QRP)

• Measure remains the same – SNF 30‐day All‐cause Readmission Measure
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Provider Preparedness

• Suggestions from AANAC sponsored podcast – “PDPM Tips from the Trenches”

• Amy Phipps, Sava Senior Care

• Focus on your admission processes

• Consider developing an admission checklist so you know you are getting the 

information that you need

• Morning meeting NTA Tool

• Team discussion around NTA dx and co‐morbidities

• Highlight your most frequent and cross check

• “GG Huddles”

• To ensure baseline GG scores obtained within the first 3 days

43

Provider Preparedness

• Suggestions from AANAC sponsored podcast – “PDPM Tips from the Trenches”

• Amy Phipps, Sava Senior Care

• Cognitive Assessments / Indicators of Depression

• BIMS / PHQ9

• Who is doing these at your facility?

• Consider having therapy involved – recommends OT

• Primary Diagnosis

• Critically important.  Use some sort of “scrubber”

• https://www.aanac.org/LTC‐NAC‐

Chat?_cldee=bWFyay5iZXNjaEBhZWdpc3RoZXJhcGllcy5jb20%3d&recipientid=lead‐

a47c03f675dbe81180fb000d3a01109b‐

7117727149ee467182fc7dfc9a381879&esid=506ae9cf‐8467‐e911‐8100‐

000d3a01109b
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• Consider that the 2017 MDS did not 

include all of the new items sets for PDPM

• Therapy delivery of minutes were a 

priority

• Identification of patient characteristics 

were not

Necessary response to the change in payment 

model:

• Accurate ICD‐10 coding (Primary reason 

for the SNF stay)

• Accurate coding of Section GG for PDPM 

Functional Score

• Accurate coding of the “high impact” MDS 

items that can influence the 5 case mix 

components

Is the CMS Provider Impact Analysis Reliable?

Content Training Timeline
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Provider Impact File
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This document was created strictly for internal use of Aegis Therapies and its subsidiaries and related companies 
and is not to be reproduced without the express written permission of the Corporate  Law department. This is 
furnished as a reference  to be used by licensed professionals who are in sole and exclusive control of all practice 
issues,  treatment advice and clinical decisions. ATS‐00358‐17

Questions?
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