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nurse consulting, restorative nursing programs, fall management, QAPI, and 
infection control, and has provided training on these topics for State and National 
organizations.
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Objectives

1. Participants will identify the components of PDPM that impact 
reimbursement.

2. Participants will identify common areas of missed 
reimbursement opportunity and how to avoid them.

3. Participants will be able to identify interdisciplinary 
assessment strategies to maximize timely data gathering and 
communication of MDS information.

PDPM – What Could Go Wrong?!!!

• “The logic of the model itself promotes inaccuracy. For example, 
the facility is required to report the “primary” diagnosis with an 
ICD-10-CM code, but since many of the diagnoses that might 
truly be driving the need for the SNF admission will cause the 
claim to be returned to provider, the facility is forced to pick 
something else to get the claim through. The model also 
contains multiple pathways to enhanced reimbursement that 
are frankly at odds with coding rules and norms…”

• Gallagher, Chris  RAC Monitor
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Where Should You Focus?

• Section A – ARD     

• Section C – BIMS 

• Section D – Mood

• Section GG – Functional Abilities

• Section I – Diagnosis 

• Section J – Health Conditions

• Section K – Swallowing/Nutritional Status

• Section M – Skin Conditions

•  Section O – Special Treatments, Procedures, and Programs

Section A – ARD

• ARD range of Days 1-8 of the SNF Part A skilled stay.

• No longer based on therapy minutes, Day 8 may not be best.

• Setting too late – may miss capturing hospital treatments (i.e. 
IV fluids, parenteral feeding – SCH).
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Section C – BIMS 

• Cannot capture this for cognitive 
impairment if not conducted during 
the lookback period.  

• Cannot do the staff assessment for 
Cognition if interview should have 
been done (Exception – Unexpected 
Discharge for skilled resident).

• If conducted on Day 1 and ARD is set 
on Day 8, BIMS not done within the 
required timeframe.

• Medicaid Case Mix – BIMS interview 
completion must be dated on the MDS 
as completed during the lookback or 
not validated.  Not accepting 
supporting forms.

Section C – BIMS Potential Impact

• BIMS score 12 or lower captures Cognitive Impairment for the 
SLP category.

• 3 criteria (*with swallowing s/sx and mech. altered diet): 
• Acute Neurologic Condition

• SLP related Comorbidity

• Cognitive Impairment 

• CMI ranging from 3.98 ($108.85) for all three (with both *) to 
0.64 ($17.50) with none (and neither *).
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Section D – Mood

• Cannot capture this for 
depression if not conducted 
during the lookback period. 

• Cannot do the Staff Assessment 
if interview should have been 
completed.

• Medicaid Case Mix – Mood 
interview must be dated on the 
MDS as completed during the 
lookback or not validated.  Not 
accepting supporting forms.
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Section D –  Mood Potential Impact

• PHQ-9 or PHQ-9-OV with score of 10 or higher

• Impacts 3 Nursing Categories
• Special Care High (CMI range 1.76 -$224.72 without,  to 2.27 - $289.83 

with)

• Special Care Low (CMI range 1.35 - $172.37 without, to 1.97 – $251.53 
with)

• Clinically Complex (CMI range 0.89 - $113.64 without, to 1.77 $225.99 
with)
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Section GG – Functional Abilities

Section GG – Lookback periods
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Section GG – Functional Abilities

PT/OT Section GG (10 items 0-24) Nursing Section GG (7 items 0-16)
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Section GG – Functional Abilities

• Staff documenting must 
understand “usual” 
performance and “helper”.

• Staff documenting must 
understand the components 
of each GG item (e.g., eating: 
not enteral feeding; lying to 
sitting on side of bed:  without 
back support) 

• Some GG items averaged for 
the score.

• Must be completed during the 
specified lookback.

• Kentucky Medicaid Case Mix: 
Must have documented 
evidence of IDT 
“collaboration”.

Section I – Diagnosis
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Impact of I: Diagnosis on PDPM

• Diagnoses coded on the MDS 
must be supported by 
documentation in the medical 
record.
• 1. Documented by MD/APRN or 

equiv. in the last 60 days

• 2. Documentation supports 
active in the last 7 days
• Progress notes
• Most recent H&P, Disch. 

Summary, Transfer notes
• Recent exacerbation as indicated 

by:
• Positive study, test, or procedure

• Presence of abnormal s/sx 
attributable to ongoing or 
decompensated disease

• Ongoing therapy with meds or 
other interventions to manage the 
condition that requires monitoring

Impact of I: Diagnosis on PDPM

• Primary Diagnosis
• PT and OT components (Major joint replacement, Medical Management)
• Acute Neurologic for SLP (ALS, CVA, Dysphagia [169 codes only])

• Additional Diagnosis
• SLP component (Swallowing Disorder: Dysphagia)
• Nursing component (COPD, CP, Parkinson’s, Pneumonia, Hemiplegia)
• NTA (MS, COPD, DM, Morbid Obesity, Inflammatory Bowel Disease)

• Documentation must support what is coded in Section I (i.e., 
documented by MD/APRN in last 60 days and proof Dx. are active in 
the last 7 days.

19

20



Section I - Diagnosis

• Assign primary Dx. that affects all 
disciplines if possible (IDT 
decision?).

• Understand the use of “Sequelae” 
and “Aftercare” diagnoses.

• For NTA points, some Dx. only 
need to be checked in the I0100 to 
17900 checklist, some must be 
entered in I8000 by ICD-10 codes.

• More than ½ of the NTA are 
captured in I8000.
• DM2, E11.9 in I8000 but must check 

12900 for NTA
• Respiratory Failure, I6300 on the 

checklist for SCL, must have support 
for one of the resp. fail. Dx in the NTA 
mapping tool.

• Morbid Obesity, 18000
• Malnutrition, I5600

See Proactive Handouts 
PDPM Classification Guide FY2025
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Section J – Health Conditions

• COPD must have shortness of 
breath when lying flat coded 
and supported in 
documentation. (SCH)
• Can be coded for shortness of 

breath when lying flat or avoids 
lying flat d/t shortness of 
breath.

• During the 7 day lookback
• Progress notes, MAR/TAR, Resp. 

Flow sheet

Section J – Health Conditions

• Fever with one of the following 
(SCH):
• Pneumonia
• Vomiting
• Weight Loss
• Feeding tube with requirements

• Fever is a temperature 2.4 degrees F 
higher than baseline. The resident’s 
baseline temp. should be established 
prior to the ARD (must have a policy 
for establishing).  

• A temperature of 100.4 degrees F on 
admission (i.e., prior to the 
establishment of the baseline 
temperature).
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Section K – Swallowing/Nutritional Status

• Only needs to occur once in 
the lookback to be coded.

• Can be observed with med 
pass, snacks etc.

• Must be 
captured/documented to code 
on the MDS.

• Cannot code if not observed at 
least once during the 
lookback.
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Section K – Swallowing/Nutritional Status

• BIMS score 12 or lower captures Cognitive Impairment for the 
SLP category.

• 3 criteria (*with swallowing s/sx and mech. altered diet): 
• Acute Neurologic Condition

• SLP related Comorbidity

• Cognitive Impairment 

• CMI ranging from 3.98 ($108.85) for all three (with both *) to 
0.64 ($17.50) with none (and neither *).
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Section K – Swallowing/Nutritional Status

• Parenteral/IV feeding while a 
resident or while not a resident 
the 7 day lookback is counted 
(watch the ARD for this).

• Dietary usually codes this 
section – make sure they get 
hospital documentation for.

• Make sure % by artificial route 
and average fluid intake sections 
also completed.

• Financial impact:  HBC1 
($224.72) → PBC1 ($136.62) = 
$88.10
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Section K – Swallowing/Nutritional Status

• Parenteral/IV feeding must have documentation to support for 
nutrition or hydration purposes.
• IV fluids or hyperalimentation (including TPN) continuously or 

intermittently

• IV fluids at KVO

• IV fluids contained in IV piggybacks, hypodermoclysis, and 
subcutaneous ports in hydration therapy

• IV fluids if needed to prevent dehydration with supporting 
documentation

Section K – Swallowing/Nutritional Status

• NTA component active if parenteral/IV feeding or feeding tube 
is coded in “while a resident” column.

• Points assigned based on high intensity or low intensity.
• High Intensity:  Proportion of total calories through parenteral or tube 

feeding was ≥ 51% while a resident (K0710A2 = 3,  NTA points = 7)
• Low Intensity:  Proportion of total calories through parenteral or tube 

feeding was 26 – 50% and average fluid intake per day by IV or tube 
feeding was ≥ 501 cc per day while a resident.  (K0710A2 = 2 and 
K0710B2 = 2, NTA points = 3)

• Documentation must support % calories and average fluid volume 
received.
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Section M – Skin Conditions

• Need accurate 
staging/documentation 
during the lookback.

• Impacts SCL and CC 
categories.

Section M – Skin Conditions

• Must have documentation to 
support the skin/wound 
treatments from the specific 
list based on the type of 
wound.

  SCL – List 2        CC – List 3
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Section O – Special Treatments, Procedures, 
Programs

• Only “while a resident” is counted 
(lookback 14 days).

• Chemotherapy/Cancer treatments (CC): 
can be in facility or outpatient, does not 
include Megace for appetite.

• Oxygen:  with Respiratory Failure Dx 
(SCL) or by itself (CC).

• Tracheostomy:  cleansing of the stoma 
and/or canula (**ES).

• IV meds:  any drug or biological given by 
intravenous push, epidural pump, or drip 
through a central or peripheral port in this 
item. Epidural, intrathecal, and baclofen 
pumps may be coded here, Do not include 
IV medications of any kind that were 
administered during dialysis or 
chemotherapy (CC)
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Tips and Strategies

• Face-to-face interactions are vital to MDS accuracy. Section GG is 
very complex. So, if you are using POC documentation entered by 
CNAs or nurses to help code section GG, you need to supplement 
that documentation by interviewing them to look for missed 
information on the resident’s usual performance. Then review with 
the IDT to “collaborate” on the final coding.

• MDS and the IDT should make observations on the floor as much as 
possible and scan the entire record to look for any missed 
information.  

• Pre-admission/Admission meetings by the IDT should discuss 
observation and chart review findings – different disciplines might 
observe something others do not.

Tips and Strategies

• MDS and the IDT need to look at all MDSs and the supporting 
documentation in the medical record just like an auditor. 
“Would this MDS pass an audit?”  “Does the documentation 
support the coding?” You and your team should be concerned 
about MDS accuracy for reimbursement, but also for reporting 
compliance and accuracy in the SNF VBP and the SNF QRP.”

• Consider an outside person for auditing.  Trade audits with 
other team members, bring in a sister facility or 
corporate/contracted consultant for routine audits.
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Tips and Strategies

• “Scrubber”/decision support software may provide MDS with a 
crucial starting point for additional review.  They can help 
identify and target potential errors and opportunities that need 
additional investigation and assessment so that you can increase 
assessment accuracy.

• No software can catch everything, and is not a substitute for the 
MDS Coordinator’s clinical judgement or expertise.  

Tips and Strategies

• Each IDT member has their area of expertise:  
Admissions/medical records staff person does the ICD-10-CM 
coding and understands the ICD-10-CM coding guidelines that 
need to be followed.  Direct care staff are making the 
observations of s/sx related to those diagnoses that support 
existing diagnoses or that may indicate additional diagnoses 
may need to be queried from the MD/APRN.  MDS pulls all of 
this information together for coding and leads the IDT meetings 
for collaboration.

• The Triple check process is essential but will only be of benefit if 
done comprehensively and before it is too late to make any 
needed corrections.
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Resources

• Gallagher, Chris, 2022, July 27. PDPM: Why the Rise in Inaccurate 

Payments?  RAC Monitor. https://racmonitor.medlearn.com/pdpm-

why-the-rise-in-inaccurate-payments/

• CMS RAI Manual. https://www.cms.gov/files/document/finalmds-

30-rai-manual- v1191october2024.pdf

• Benbow, Rosanna, 2024, April 24. Top MDS Coding Misses and 

What It’s Costing Your Facility.  info@proactivemedicalreview.com

Questions?

Thank you!

Janine Lehman, RN, RAC-CT, CLNC

Director of Legal Nurse Consulting
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