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Outline

• Brief overview of the PDPM payment system compared to the obsolete 
RUG-IV system

• The specific components of each case mix group 
• The influence of Dieticians on each case mix group
• Discuss the “At Risk for Malnutrition”
• The unintended consequences of PDPM
• Things we learned about ourselves after 1 year of PDPM
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CMS 
Intentions on 

PDPM

• Improve payment accuracy and appropriateness 
by focusing on the patient, rather than the 
volume of services provided 

• Significantly reduce administrative burden on 
providers

• Eliminate excessive services that do not affect 
patient outcomes

• Improves SNF payments to currently 
underserved beneficiaries without increasing 
total Medicare payments

• Intended to be Budget Neutral
• *Expand PDPM model to all type of payers

Benjamin Adduru, DPT, MSHCM, QCP
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Therapy
$430.00

Nursing
$203.00

Therapy + Non-Case Mix
$530.00

Non-Case Mix
$100.00

RU
G

 IV

Therapy Case 
Mix

$330.00

Nursing Case 
Mix

$98.00

Final Case Mix
$430.00
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PDPM

Total 
Payment 

=
$585.00

PT

OT

SLP

$100.00
NTA

Nursing

Baseline

$90.00

$85.00

$100.00

$150.00

$60.00
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Five Case Mix Scores

NURSING

NTA
SPEECH THERAPYa

OCCUPATIONAL THERAPY
PHYSICAL THERAPY

Physical Therapy
Clinical Category & GG 
Functional Score
Occupational Therapy
Clinical Category & GG 
Functional Score
Speech Therapy
Acute Neurologic, SLP Comorbidity, 
Swallowing Dysfxn, Modified Diet

Non-Therapy Ancillary (NTA)
Medical Condition & 
Extensive Services
Nursing
Nursing RUG IV (25 
Categories) – GG Function 
Score, Depression, RNP.
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Patient Driven Payment Method (PDPM)

Baseline Rate

Major Joint Replacement
Other Orthopedic

Non-Orthopedic Surgery
Medical Management

Functional Score
Section GG 

Eating, Hygiene, 
Toileting, Bed Mobility, 

Transfers. Walking

NTA
Capturing Medical 
Complexities and 

services
Point System 0-12+

Skilled Nursing Services
Capturing Skilled 
Services Provided 

Based on 25 nursing 
RUG categories

Medicare Rate
Rate is Determined by 
Day 7 or 8
ONE Assessment  (most 
common)
NTA Variable Rate
PT & OT Variable Rate

Medical Diagnosis
ICD-10 SLP

Comorbidities, Neurologic, 
Cognition, Mechanical Diet 

& Dysphagia

7

Active DiagnosisThe Primary Reason 
for Skilled Nursing 

Home Services

PDPM AcceptableSpecific & Distinct

ICD 10

Peeling the Layers of a Diagnosis Code
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PT & OT CMI
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Nursing CMI
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Nursing CMI
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SLP CMI
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Swallowing Disorder
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Swallowing Disorder
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Mechanically Altered Diet
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Parenteral Feeding

17

Parenteral Feeding
• Presence of parenteral/IV feedings at K0510A while a resident % of artificial 

intake at K0710A while a resident. 
• HIGH: In order to qualify, the resident must receive 51% or more of total calories 

by artificial route. (7 NTA Points)
• LOW: If the resident receives 26–50% and 501cc/day at K0710A and K0710B, 

then the resident would qualify for low-intensity parenteral/IV feedings for three 
points. (3 NTA Points)

• Accurate calculation by the dietitian during the seven-day look-back period is 
required. 

1. Review the intake records to determine actual intake through parenteral/IV or 
tube-feeding routes

2. Calculate the portion of total calories received through artificial routes, 
requiring a calculation of total calories by mouth and artificial route.

Benjamin Adduru, DPT, MSHCM, QCP
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Parenteral 
Feeding

• Parenteral/IV feeding—The following fluids may be included 
when there is supporting documentation that reflects the 
need for additional fluid intake specifically addressing a 
nutrition or hydration need. 

• This supporting documentation should be noted in the 
resident’s medical record according to State and/or internal 
facility policy:
— IV fluids or hyperalimentation, including total parenteral 

nutrition (TPN), administered continuously or intermittently
— IV fluids running at KVO (Keep Vein Open)
— IV fluids contained in IV Piggybacks
— Hypodermoclysis and subcutaneous ports in hydration 

therapy
— IV fluids can be coded in K0510A if needed to prevent  

dehydration if the additional fluid intake is specifically needed for 
nutrition and hydration. Prevention of dehydration should be 
clinically indicated and supporting documentation should be 
provided in the medical record.

Benjamin Adduru, DPT, MSHCM, QCP
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Malnutrition or 
at Risk for Malnutrition
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Possible Risks 
for Malnutrition 
in the Nursing 

Home

• Body weight of less than 
100 pounds

• 5% or more weight loss in 
one month (not intended)

• 10% or more weight loss in 
six months (not intended)

• Presence of pressure sores
• Nutrition received by tube 

feeding
• History of malnutrition
• Laboratory values 

indicative of malnutrition 
or dehydration

• Depression
• Limited mobility and 

needing assistance to 
eat

• Poor communication
• Medication side 

effects (ex. dry mouth)
• Teeth problems
• Restricted diet
• Poor eating habits and 

decreased intake at 
meals

• Chewing and 
swallowing problems

• Mental impairment

https://sweeneylawfirm.com/content/malnutrition
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Prevalence of 
Malnutrition Risk 
and the Impact of 
Nutrition Risk on 

Hospital Outcomes

• Analysis included data from 9959 adult patients from 601 
wards. The overall prevalence of malnutrition risk (MST 
score ≥2) was 32.7%. On nutrition Day, 32.1% of patients 
ate a quarter of their meal or less. Hospital mortality 
hazard ratio was 3.24 (95% CI: [1.73, 6.07]; P-value < 
0.001) for patients eating a quarter compared with those 
who ate all their meal and increased to 5.99 (95% CI: 
[3.03, 11.84]; P-value < 0.0001) for patients eating 
nothing despite being allowed to eat.

• This study provides the most robust estimate of 
malnutrition risk in U.S. hospitalized patients to date, 
finding that approximately 1 in 3 are at risk. Additionally, 
patients who have diminished meal intake experience 
increased mortality risk. These results highlight the 
ongoing issue of malnutrition in the hospital setting.

Benjamin Adduru, DPT, MSHCM, QCP

Journal of Parenteral and Enteral Nutrition 
https://onlinelibrary.wiley.com/doi/abs/10.1002/jpen.1499
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Mini 
Nutritional 
Assessment

MNA
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NTA Case Mix

0
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0 1-2 3-5 6-8 9-11 12+

Medical complexities, + co-morbidities + skilled

services = higher case mix scores.

+$233

+$314
+156.00+$27

+$70

Base $
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Variable Per Diem Rate
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Longer Stay, Less Pay
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PDPM Calculator
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Unintended 
Consequences 

of PDPM

• The prospect of higher payments for greater patient 
complexity could lead some SNFs to selectively admit sicker 
patients, who may require levels of care that are beyond a 
given SNF’s abilities

• Hospitals—incentivized to reduce lengths of stay—are 
discharging patients “sicker and quicker.”

• Substituting SNF care for hospital care has led to higher 
readmission rates for patients with certain conditions

• PDPM incentivizes shorter SNF stays and less therapy, which 
may have negative consequences for some patients. Although 
shorter SNF length of stay has not been associated with worse 
outcomes,12,13 findings of prior research suggest that less 
therapy can lead to decreased functional improvement, higher 
readmission rates, and a lower likelihood of discharge to the 
community.14-16

Benjamin Adduru, DPT, MSHCM, QCP

Am J Manag Care. 2020;26(4):150-152. https://doi.org/10.37765/ajmc.2020.42831
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PDPM is 
Budget 

Neutral?

“The illusion of PDPM budget-neutrality is 
already over. We should enjoy the largesse 
while it lasts but prepare for the inevitable 
correction long before 2020’s back-to-
school sales are over.”    Marc Zimmet

Benjamin Adduru, DPT, MSHCM, QCP

A majority (91.5 percent) of facilities had a 
higher PDPM rate than they would have 
achieved under the previous payment 
structure, Resource Utilization Group 
(RUG).

29
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https://www.claconnect.com/-/media/files/presentations/pdpmpostimplementation061620.pdf
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https://revcycleintelligence.com/news/cms-proposes-patient-driven-pay-for-skilled-nursing-facilities
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Where do we 
go from 
here?

• CMS expanded/expanding the PDPM payment 
model across all post-acute care providers.

• Other payers including Managed Care HMO’s 
and Medicaid have begun their transition to 
PDPM

• SNF providers are expecting an adjustment with 
payment rates to make it truly budget neutral.

• SNF providers must be prepared for close 
scrutiny to account for the incoming CMS audits 
from its contractors.

• Traditional Fee for Service Medicare will 
continue to phase out as HMO’s, Bundled 
Payments, and ACO’s will continue to grow and 
dominate the payment model. 

Benjamin Adduru, DPT, MSHCM, QCP
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What We Learned About 
Ourselves

• We need better competencies on ICD-10 Coding
• We need closer hospital partnerships including faster and 

more robust information exchange
• MDS Coordinators need to be more than just coders but 

investigative clinicians
• We need to be more sophisticated in clinical 

documentation to support the resident complexities.
• Identifying complexities created an opportunity to care 

plan more thoroughly and provide interventions that 
otherwise may have been missed.

• SNFs need to invest in training to care for higher level 
medically complex patients.

• Taking shortcuts will result in compliance risk.
• We were not a collaborative IDT as we thought.

Benjamin Adduru, DPT, MSHCM, QCP
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Collaboration = Better Patient Care

MDS Coding

The therapists
report this on 
Section GG &

BIMS…

The resident is on 
thickened liquids
and is at risk for 

malnutrition

Let me tell you about 
my Nursing Admission 

Assessment.

It’s PDPM Huddle 
Time!
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Patient Driven Payment Method
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