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Payment Model Background and Purpose of this Final Review

The Centers for Medicare and Medicaid Services (CMS) introduced the Patient
Driven Payment Model (PDPM) in the FY 2019 Proposed and Final Rule process in
2018. In 2019, CMS has further revised and finalized the version of PDPM that will
go into effect October 1, 2019. PDPM was originally introduced in Proposed Rule
CMS-1696-P, was further modified in CMS-1696-F, CMS-1718-P, and finalized in
CMS-1718-F published on August 7, 2019. This article will focus on PDPM and its
structure as it is currently understood. The Proposed Rule that introduced PDPM
will be referred to as CMS-1696-P and the Final Rule will be referred to as
CMS-1696-F. The subsequent proposed and final rules in 2019 updated the model
and will be referred to as CMS-1718-F and CMS-1718-P respectively. The following
links will take you to the Federal Register where you can download the full
version of these documents:

Proposed Rule CMS-1696-P: https: / /federalregister.gov/d /2018-09015

Final Rule CMS 1696-F: https: / /federalregister.gov/d /2018-16570

Proposed Rule CMS-1718-P:

https: / /www.govinfo.gov/content /pkg /FR-2019-04-25 /pdf /2019-08108.pdf
e Final Rule CMS-1718-F:

https: / /www.govinfo.gov/content /pkg /FR-2019-08-07 /pdf /2019-16485.pdf

The New Structure

Over the years, Medicare, MedPac, Congress, and various other stakeholder groups
have been pushing to move the payment system away from counting therapy
minutes to instead reimbursing SNFs based on patient characteristics and /or
patient outcomes. The new PDPM will pay for SNF PPS-care based on patient
characteristics and not a volume of services provided. The current RUGs-1V system
is a case-mix index-maximizing system,; as patients qualify for various RUGs (of the
66 RUGs available), then the system automatically assigns the highest paying RUG
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for each patient’s reimbursement. This is almost always a Rehab RUG (over 90
percent of SNF PPS days were reimbursed via one of the Rehab RUGs per
CMS-1696-P). In the new PDPM, case-mix indexing will still play a role, but there
are several different components that will contribute to the reimbursement that
will ultimately equal the patient’s daily rate, or per diem. They are: Physical Therapy
(PT) component, Occupational Therapy (OT) component, Speech-Language
Pathologist (SLP) component, Nursing component, Non-Therapy Ancillary
component, and the Non Case-Mix component. The first five of which will be
case-mix adjusted based on patient characteristics, and the last will be a flat rate.

Components 1 and 2: PT and OT Case-mix Classification

While PT and OT will be separate components, their case-mix adjustment will be
calculated together. There will be two patient characteristics used to determine the
PT and OT case-mix classification. They are Clinical Category and Function Score.
This process starts by using the primary clinical reason for the patient’s skilled stay
to then place that patient into one of four clinical categories. These four categories
were created when CMS reduced a set of 10 inpatient clinical categories that they
believe capture the range of general resident types potentially found in a SNF.
Table 14 from CMS-1696-F outlines those 10 categories:

TABLE 14: PDPM Chnical Categories

Major Joint Replacement or Spinal Swrgery Cancer
Non-Swreical Orthopedic/Musculoskeletal Pulmonary
Orthopedic Swrgery (Except Major Joint Replacement or Spinal Surgery) | Cardiovascular and Coagulations
Acute Infections Acute Newologic
Medical Management Non-Orthopedic Surgery

These 10 categories were further paired down to 4 categories. These will be the 4
Clinical Categories driving the PT and OT case-mix classification:
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TABLE 15: Caollapsed Clinical Categories for PT and OT Classification

PDPFM Clinical Category Collapsed PT and OT Climical Category
Major Joint Replacement or Spinal Surgery Major Joint Replacement or Spinal Surgery

Non-Orthopedic Surgery
Acute Newrclogic
Non-Surgical Orthopedic/Musculoskeletal
Orthopedic Surgery (Except Major Joint Other Orthopedic
Eeplacement or Spinal Surgery)
Medical Management

Acute Infections

Cancer Medical Management
Pulmonary

Cardiovascular and Coaguolations

Non-Orthopedic Surgery and Acute Neurclogic

This clinical category would be determined by the ICD-10-CM code reported in the
new MDS item, I0020B. A review of ICD-10-CM mapping to clinical categories
(https: / /www.cms.gov/Medicare /Medicare-Fee-for-Service-Payment /SNFPPS /
Therapyresearch.html) will show that in some cases one ICD-10-CM will map to
more than one clinical category. The multiple categories are due, in part, to the fact
that resident needs will differ depending on whether or not the resident received
surgical intervention while in the hospital immediately preceding this SNF stay.
Typically, patients who have had surgery in the immediately preceding hospital stay
will require extensive post-surgical nursing or rehabilitation care in the SNF. If the
patient did not receive a surgical procedure in the immediately preceding hospital
stay, then the resulting clinical category will be a non-surgical one. Here is the
example given in CMS-1696-P (pages 81-82):

For example, certain wedge compression fractures that were treated with an
invasive surgical procedure such as a fusion during the prior inpatient stay
would be categorized as Major Joint Replacement or Spinal Surgery, but if these
cases were not treated with a surgical procedure they would be categorized as
Non-Surgical Orthopedic/Musculoskeletal. For residents who received a
related surgical procedure during the prior inpatient stay, a provider would
need to indicate the type of surgical procedure performed for the resident to be
appropriately classified under PDPM.
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In order to capture the inpatient surgical procedure, CMS is modifying section
J2000 on the MDS. In section J2000 there will be sub-items that will allow
providers to report if a surgical procedure occurred during the preceding hospital
stay. This will be completed through a checkbox-style mechanism at J2300-J5000.

The next step in determining the PT and OT component case-mix score is to
determine the patient’s Function Score. Currently in the RUGs system, CMS uses
Section G: Functional Status (or the ADL score section of the MDS) to determine
the patient’s functional score. In the new PDPM, CMS has finalized the use of
Section GG: Functional Abilities and Goals data to determine the Function Score.
Thus, the Function Score will be determined by four late loss ADLs and two early
loss ADLs. Specifically, that includes two bed mobility items, three transfer items,
one eating item, one toileting item, one oral hygiene item, and two walking items.
These were chosen as they are highly predictive of PT and OT costs per day. Tables
16, 17, and 18 of CMS-1696-F graphically show how these items will help produce
the Function Score:

TABLE 16: PT and OT Function Score Construction (Except Walking Items)

Response Score
05,06 Set-up assistance, Independent 4
04 Supervision or touching assistance 3
03 Partial/'moderate assistance 2
02 Substantial/'maximal assistance 1
01.07.09_88 Dependent. Refused. N/A. Not Attemptad 0

TABLE 17: PT and OT Function Score Construction for Walking Items

Response Score
05, 06 Set-up assistance, Independent 4
04 Supervision or touching assistance 3
03 Partial/'moderate assistance 2
02 Substantial/maximal assistance 1
= Dependent, Refused, N/A. Not Attempted.
01,07, 09, 88 = Resident Cannot Walk™® = 0

*Coded based on response to GG0170H1 (Does the resident walk?).
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TABLE 18: Section GG Items Included in PT and OT Functional Measure

Section GG Item Score
GG0130A1 Self-care: Eating 0-4
GGO130B1 Self-care: Oral Hygiene 0-4
GG0130C1 Self-care: Toileting Hygiene 0-4
GGO170B1 Mobality: Sit to lyving B4 ovicmes b 3 kel
GG0170C1 Mobility: Lying to sitting on side of bed g i
GG0170D1 Mobality: Sit to stand
GGO170E1 Mobility: Chair'bed-to-chair transfer 0-4 (average of 3 items)
GGO170F1 Mobility: Toilet transfer
GGO017011 Mobility: Walk 50 feet with 2 turns 04 (average of 2 items)
GGO1T0K1 Mobility: Walk 150 feet = F

The scores for each of the Section GG items above will be added together to get a
Total Function Score. This score will be used in Table 21 to further place the
patient into the appropriate Case-mix Classification Group. CMS noted that, over
time, some Section GG items may be retired and replaced by more relevant, or
predictive, items to determine the function score.

Taking 1) Primary clinical reason for SNF stay and 2) Function Score into account,
we can now classify a patient into a PT and OT Case-Mix Classification Group.
Table 21 graphically shows the breakdown of each PT and OT Case-mix

Classification Group:

TABLE 21: PT and OT Case-mix Classification Groups

Clinical Catepors Section GG PT OT Case- PT Case- OT Case-

] Function Score Mix Group Mix Index Mix Index
Major Joint Replacement or Spinal Surgery 0-3 TA 1.53 1.49
Major Joint Replacement or Spinal Surgery 6-9 TB 1.69 1.63
Major Joimnt Replacement or Spinal Surgery 10-23 TC 1.38 1.68
Major Joint Replacement or Spinal Surgery 24 D 192 1.53
Other Orthopedic 0-5 TE 142 141
Other Orthopedic 6-9 TF 1.61 1.59
Other Orthopedic 10-23 TG 1.67 1.64
Other Orthopedic 24 TH 1.16 1.15
Medical Management 0-5 TI 1.13 1.17
Medical Management 6-9 T 1.42 144
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 ™ 1.27 1.30
Non-Orthopedic Surgery and Acute Neurologic 5-9 ™ 1.48 1.49
Non-Orthopedic Surgery and Acute Neurologic 10-23 TO 153 1.55
Non-Orthopedic Surgerv and Acute Neurologic 24 TP 1.08 1.09
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Component 3: SLP Case-mix Classification

Speech Language Pathology case-mix classification will follow the same
methodology as the PT and OT classification. Initially, it will be determined if the
primary clinical reason for the SNF stay is either “Acute Neurologic” or
“Non-Neurologic”. A quick review of Table 14 above shows that “Acute Neurologic”
has its own category and “Non-Neurologic” would be comprised of the 9 remaining
categories.

The second characteristic to be identified for the SLP Case-mix Classification is the
presence of a swallowing disorder or mechanically altered diet. It is noted that
there is increased provider cost for residents with either a mechanically altered
diet or a swallowing disorder. And a further increase in cost if the resident has
both. Therefore, “both”, “either”, or “neither” are used as it relates to swallowing
disorder and mechanically altered diet when determining the SLP Case-mix
Classification. These would be identified by responses to KO100A-D, K0100Z,
(swallowing disorder) and KO510C2 (mechanically-altered diet) on the MDS.

The third characteristic to be identified for the SLP Case-mix Classification is
cognitive status or whether or not the resident had a SLP-related comorbidity

present. Table 22 shows the SLP-related Comorbidities:

TABLE 22: SLP-related Comorbidities

Aphasia Larwngeal Cancer
CVA TIA or Stroke Apraxia
Hemiplema or Hemuparesis Dysphagia
Tracmatic Brain [Injury ALS
Tracheostomy Care (While a Resident) Oral Cancers
Ventilator or Fespirator (While a Recident) | Speech and L anguage Deficits

CMS has finalized the use the Cognitive Functional Scale which is a combination of
the Brief Interview for Mental Status (BIMS) and Cognitive Performance Scale (CPS)
to identify cognitive status for the SLP Case-mix Classification. Table 20 graphically
shows how cognition level is chosen using these two tools:
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TARBLE 20: PDPM Cognitive Measure Classification Methodology

Cognitive Level BIMS Score | CPS Score
Cognitively Intact 13-15 0
Mildly Impaired 3-12 1-2
Moderately Impaired 0-7 3-
Severely Impaired 5-6

Finally, CMS was able to decrease the number of SLP Case-mix Classification
Groups from 18 originally proposed to 12 for PDPM purposes. Table 23 shows the
breakdown of how SLP Case-mix Classification Groups will be assigned:

TABLE 23: SLP Case-Mix Classification Groups

Presence of Acute Neurologic Mechanically Altered SLP Case- SLP
Condition, SLP-Related Comorbidity, Diet or Swallowing Mix Case-Mix
or Cognitive Impairment Disorder Group Index

None Neither SA 0.568

None Either SB 1.82

None Both 8C 2.66

Any one Neither sD 1.46

Any one Either SE 233

Any one Both SF 297

Any two Neither 5G 2.04

Any two Either SH 285

Any two Both sI 3.51

All three Neither s81 2.98

All three Either SK 3.69

All three Both SL 4.19

Component 4: Nursing Case-Mix Classification

CMS has finalized that the Nursing Case-Mix Classification will be identified based
on a modified traditional RUG-IV methodology decreasing the possible RUGs from
43 to 25. In the traditional RUG-IV nursing RUG methodology, the ADL score was
derived from Section G of the MDS. Under PDPM, Section GG will be used to
determine a Function Score as outlined below in tables 24 and 25:
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TABLE 24: Nursing Function Score Construction

Response ADL Score
05, 06 Set-up assistance, Independent 4
04 Supervision of touching assistance 3
03 Partial/'moderate assistance 2
02 Substantial/'maximal assistance 1
01, 07,09, 88 | Dependent. Refused, N/A, Not Attempted 0

TABLE 25: Section GG Items Included in Nursing Functional Measure

Section GG Item ADL Score
GGO130A1 Self-care: Eating 0-4
GG0130C1 Self-care: Toileting Hygiene 0-4
GGO170B1 Mobality: Sit to lying :
GGO170C1 Mitiiiy L vos o stine txpdsotied . U R aemn)
GGO0170D1 Mobality: Sit to stand
GGO170E1 Mobility: Chair'bed-to-chair transfer 0-4 (average of 3 items)
GGO170F1 Mobility: Toilet transfer

Decreasing the number of RUG options from 43 to 25 was accomplished by
collapsing case-mix groups that had contiguous ADL scores when those RUGs were
defined by similar clinical traits. Table 26 outlines which RUGs were collapsed and
identifies the Nursing case-mix index score:
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TABLE 26—NURSING INDEXES UNDER PDPM CLASSIFICATION MODEL

. Number of GG- PDPM Nursing
HUG',!‘YJEUW"Q Extensive services Clinical conditions Depression re:&f;?r:ge thI)::t?:)jn cgires_'r']‘_'?x ce};s]gg;\lx
services score group
ES3 .. . | Tracheostomy & Venti- 0-14 | ES3 4.04
lator.
ES2 ................. | Tracheostomy or Venti- 0-14 | ES2 3.06
lator.

EBN siigiiian | IMMoton siiasiiminimgg | skt |ssniiasnn | ik 0-14 | ES1 29

HE2/HD2 ......... | v | Serious medical conditions e.g. comatose, sepli- [ Y85 ..ovvns | wonvnimsnsnuinns 0-5 | HDE2 2,39
cemia, respiratory therapy.

HE1/HD1 ccooo | coececiiierceciienese e | S€MiOUS medical conditions e.g. comatose, septi- | NO ..ooeevees | cviccinciniinenes 0-5 | HDE1 1.99
cemia, respiratory therapy.

HC2HB2 ......... | coccocvniicciinienen e | S€iOUs medical conditions e.g. comatose, sepli- 6-14 | HBC2 2.23
cemia, respiratory therapy.

HC1HB1 ... . | Serious medical conditions e.g. comatose, sepli- 6-14 | HBC1 1.85
cemia, respiratory therapy.

LE2/LD2 ......cccee | coeveveeriircieneincceneneseeneneeee. | Serious medical conditions e.g. radiation therapy or | Yes ... | cocoveveccennnnene. 0-5 | LDE2 2.07
dialysis.

LETLDT v | s | Serious medical conditions e.g. radiation therapy or | NO ..o | s 0-5 | LDE1 1.72
dialysis.

LC2/LB2 ...cccoee | e crcnvienene e | SETIOUS Medical conditions e.g. radiation therapy or | Yes ..o | coevcvenevececnenas 6-14 | LBC2 1.71
dialysis.

LCILBY ..cccvveve | rereremrirermrasrenerssnssesenenennenee. | SeriOUs medical conditions e.g. radiation therapy or | NO ....cccceveees | sreviesenneninsenes 6-14 | LBC1 1.43
dialysis.

CE2/CD2 ... | v | CONditions  requiring complex medical care e.g. 0-5 | CDE2 1.86
pneumonia, surgical wounds, burns.

CE1/CD1 ... . | Conditions requiring complex medical care e.g. 0-5 | CDE1 1.62
pneumonia, surgical wounds, burns.

CC2/CB2 ......... | cecvevrmiiincsiirinienen e | CONditions requiring complex medical care e.g. 6-14 | CBC2 1.54
pneumonia, surgical wounds, burns.

CA2 L | s aneens | GONditions  requiring complex medical care e.g. | YeS . | cocisiinn. 15-16 | CA2 1.08
pneumonia, surgical wounds, burns.

CC1/CBT ovvvvs | cervrnrisvesessissrsrnnene. | CONditions requiring complex medical care €.9. [ NO .ovvviee | vervevevesnininnns 6-14 | CBC1 1.34
pneumonia, surgical wounds, burns.

CAT o | cvvirssnssvirssssssssssses s | CONditions requiring complex medical care €.g. | NO .o | convvnrviinsinnns 15-16 | CA1 0.94
pneumonia, surgical wounds, burns.

BB2/BA2 . | Behavioral or cognitive symptoms ... 2 or more ... 11-16 | BAB2 1.04

BB1/BA1 . | Behavioral or cognitive symptoms ... (1 5, [ 11-16 | BAB1 0.99

PE2/PD2 . | Assistance with daily living and genel 2 or more ... 0-5 | PDE2 1.57

PE1/PD1 ..ot | s s | ASSIStance with daily living and general supervision | ..., | 01 e, 0-5 | PDE1 1.47

PC2/PB2 ........ . | Assistance with daily living and general supervision .. | 20r more ... 6-14 | PBC2 1.21

PA2 .. . | Assistance with daily living and general supervision .. | 20r more ... 15-16 | PA2 0.70

PC1/PB1 .......... . | Assistance with daily living and general supervision e |01 6-14 | PBC1 1.13

| 7. —— . | Assistance with daily living and general supervision s 5 [P— 15-16 | PA1 0.66

HIV /AIDS add-on

CMS explained that there was a significant increase in nursing cost to provide care
for residents with HIV /AIDS. To compensate facilities for caring for these
residents, CMS proposes an 18% increase in the nursing component. This increase
would be applied based on the presence of ICD-10-CM code B20 on the SNF claim.

Component 5: Non-Therapy Ancillary

Non-Therapy Ancillary (NTA) scoring is fairly straight forward. Using Table 27 as a
reference, if the resident has the condition /extensive service on the left column
from the noted source location, then sum the points identified on the right
together to get the total NTA score:
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TABLE 27—CONDITIONS AND EXTENSIVE SERVICES USED FOR NTA CLASSIFICATION

Condition/extensive service

Source

Points

HIV/AIDS .

Parenteral IV Feedlng Level ngh
Special Treatments/Programs: Intravenous Medication Pos!—aclmlt Code
Special Treatments/Programs: Ventilator or Respirator Post-admit Code .
Pearenteral IV foeding: LOUBN LOW .....:uuaesiininiisiiocssistiassmssisssassssissisiinintst isaiissossassassss

Lung Transplant Status ..
Special Trea!mentsfPrograms Transiusmn Posi adrnll Code
Major Organ Transplant Status, Except Lung
Active Diagnoses: Multiple Sclerosis Code ...
Opportunistic Infections ..
Active Diagnoses: Asthma COPD Chronic Lung Disease Code ......
Bone/Joint/Muscle IniecilonsINecrosm—Except Aseptic Necrosis of Bone
Chronic Myeloid Leukemia ..
Wound Infection Code ....
Active Diagnoses: Diabetes M
Endocaititie «....cunnmnmmnns s
Immune Disorders ..
End-Stage Liver Disease ...
Other Foot Skin Problems: Diabetic Foo! Ulcer Code
Narcolepsy and Cataplexy .....
Cystic Fibrosis .
Special Trea!ments/?rograms Tracheosiomy Care Post-admlt Code
Active Diagnoses: Multi-Drug Resistant Organism (MDRO) Code ..
Special Treatments/Programs: Isolation Post-admit Code ...........
Specified Hereditary Metabolic/i[mmune Disorders .........
Morbid Obesity ..
Special Trea!memsfProgra Po
Highest Stage of Unhealed Pressure Ulcer—Stage 4 .......
Psoriatic Arthropathy and Systemic Sclerosis .........
Chronic Pancreatitis ............
Proliferative Diabetic Hetlnopathy anr.i Vltreous Hemorrhage
Other Foot Skin Problems: Foot Infection Code, Other Open Lesion on Foot Code, Except Dl-
abetic Foot Ulcer Code.
Complications of Specified Implanted Device or Graft .........ccccouennen
Bladder and Bowel Appliances: Intermittent Catheterization
Inflammatory Bowel Disease ..........
Aseptic Necrosis of Bone .
Special Treatments/Programs Suctlonlng ‘Post-admit Code .........
Cardio-Respiratory Failure and Shock .
Myelodysplastic Syndromes and Myeloilbr05|s
Systemic Lupus Erythematosus, Other Connective Tissue Dlsorders and Inﬂammatory
Spondylopathies.
Diabetic Retinopathy—Except Proliferative Diabetic Retlnopathy and Vitreous Hemorrhage .....
Nutritional Approaches While a Resident: Feedlng Tube ..
Severe Skin Burn or Condition ..............
Intractable Epilepsy ..
Active Diagnoses: Malnutrition Code ...
Disorders of Immunity—Except: RxCC97: Immune Disorders .
Cirrhosis of Liver ...........
Bladder and Bowel Appllances Ostomy
Respiratory Arrest .
Pulmonary Fibrosis anﬁ Other Chronlc Lung

SNF Claim ....... .
MDS Item K0510A2 K0710A2
MDS Item O0100H2 .
MDS Item O0100F2 ...... 5
MDS Item K0510A2, K071 OAZ,
Ko0710B2.
MDS Item 18000 .......ccoceevveeenene
MDS Item 0010012
MDS Item 18000 .
MDS Item 15200 .
MDS Item 18000 .
MDS Item 16200 .
MDS Item 18000 .
MDS Item 18000 .
MDS Item 12500 .
MDS Item 12900 .
MDS Item 18000 .
MDS Item 18000 .
MDS Item 18000 ...
MDS Item M10408
MDS Item 18000 ....
MDS Item 18000 ....
MDS Item O0100E2 .
MDS Item 11700 ........
MDS Item O0100M2 .
MDS Item 18000 ..
MDS Item 18000 ....
MDS Item O0100B2 .
MDS Item M0O300X1 .
MDS Item 18000 ....
MDS Item 18000 .
MDS Item 18000 ....
MDS Item M1040A,
M1040C.
MDS Item 18000 .......coovevrrvenne.
MDS Item HO100D
MDS Item 18000 ....
MDS Item 18000 .... :
MDS Item 00100D2 ................
MDS Item 18000 ....
MDS Item 18000 .
MDS Item 8000 ...

M1040B,

MDS Item 18000 .......ccoecerinnnnne
MDS Item K0510B2 .................
MDS Item 18000 .......cccccvvenenene
MDS Item 18000 .
MDS Item 15600 .
MDS Item 18000 .
MDS Item 18000 ....
MDS Item HO100C
MDS Item 18000 ....
MDS Item 18000 ....

WhsO~N®

.k b e ok ko kA A S S = = NN NN W

P P g Sy

i S G g

Based on the NTA scores summed from the conditions/extensive services on Table
27, Table 28 reflects the NTA Case-Mix Classification Groups:
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TABLE 28: NTA Case-Mix Classification Groups

NTA Score Range NTA Casze-Mix NTA Case-Mix

= Group Index

12+ NA 3.25

9-11 NBE 253

6-8 NC 1.85

3-5 ND 134

12 NE 0.96

0 NF 0.72

Component 6: Non Case-Mix Component

The final piece of the total per diem is the non case-mix component. This flat-rate
component (that is not case-mix adjusted) is for covering room and board, capital
expenses, and administrative overhead.

Combining all 6 components above (PT, OT, SLP, Nursing, NTA, Non Case-Mix) will
result in the base daily rate for that patient. Multiplying each component’s base rate
by its respective case-mix index will return the facility’s daily base rate for that
specific resident upon admission. A portion of the final facility rate will be
multiplied by the Wage Index in order to achieve the facility’s final daily rate. As
will be discussed below, the Variable Per Diem Adjustment Factor comes in play
with PT, OT and the NTA components. These components will be decreased at
various intervals during the resident’s stay.

Variable Per Diem Adjustment Factors

Discussed in CMS-1696-P, and finalized in CMS-1696-F, is Medicare’s discovery of
decreasing costs of PT, OT, and NTA the longer the resident stays in the facility.
This discussion can be found throughout the CMS-1696-P document. Due to the
decreasing costs during a resident stay, CMS finalized the Variable Per Diem
Adjustment Factor.

For PT and OT, the facility will be reimbursed the full base rate multiplied by the
casemix index, for each resident for PPS days 1-20. Then, starting on day 21, a
decreasing adjustment factor of 2% every 7 PPS days will be applied.
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An example:

e Days 1-20: PT base rate x CMI x 1.00 (the adjustment factor) = PT
portion of the per diem

e Days 21-27: PT base rate x CMI x .98 (the initial decreased adjustment
factor) = PT portion of the per diem.

This decrease will continue for both PT and OT every 7 days as outlined in Table 30
until the patient is discharged. It is worth noting that if the resident stayed all 100
days, the PT and OT components would be reimbursed at 76% of their initial rate
for days 98-100.

TABLE 30: Variable Per-diem Adjustment Factors and Schedule — PT and OT

Medicare Pavment Davs Adjustment Factor

1-20 1.00
2127 0.98
28-34 0.96
35-41 (.94
4248 0.92
49.55 0.90
56-62 (.88
63-59 (.86
T70-76 0.84
77-83 0.82
3490 0.80
01-97 0.78
98-100 0.76

For the NTA, the finalized adjustment factor starts at a multiple of 3 and is reduced
to a multiple of 1 on day 4 as outlined below:

TAELE 31: Variable Per-diem Adjustment Factors and Schedule - NTA

Medicare Payvment Davs | Adjustment Factor
1-3 3.0
4-100 1.0
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Resident Assessment Instrument: MDS Version 3.0 Changes

As CMS is no longer using therapy minutes to determine reimbursement, any
changes in a resident’s therapy minutes will no longer impact reimbursement,
therefore, CMS has finalized a new MDS Assessment schedule. The new PPS MDS
schedule is represented in Table 33:

TABLE 33: PPS Asszessment Schedule under PDPM

Medicare MDS assessment
schedule type

Assessment reference date

Applicable standard Medicare
payment days

5-day Scheduled PPS Assessment

Days 1-8

All covered Part A days until Part
A discharge (unless an IPA is
completed).

Interim Payment Assessment (IPA)

No later than 14 days after change
in resident’s first tier classification
criteria 1s identified

APRD of the assessment through
Part A discharge (unless another
[PA assessment is completed).

PPS Discharge Assessment

PPS Discharge: Equal to the End
Date of the Most Recent Medicare
Stay (A2400C) or End Date

N/A.

*Note that the 5-day Scheduled PPS Assessment may also be called the Initial

Medicare Assessment.

Interim Payment Assessment (IPA)
In CMS-1696-P, it was proposed to require an IPA assessment in certain situations.
Based on comments, CMS has modified the IPA to now be an optional assessment
and the rules surrounding the ARD and payment are as follows:

Because the IPA will be optional and providers can determine their own
criteria for when an IPA is completed, we are revising the ARD criteria we
proposed. The ARD for the IPA will be the date the facility chooses to complete

the assessment relative to the triggering event that causes a facility to choose to
complete the IPA. Payment based on the IPA will begin the same day as the ARD.
The IPA will not be susceptible to assessment penalties, given the optional
nature of the assessment. We reiterate that we expect facilities to complete IPAs
as they deem necessary to address clinical changes throughout a SNF stay and
that the removal of the requirement to complete these assessments does not in
any way negate the need to provide excellent skilled nursing and rehabilitative
care and continually monitor and document patient status. (CMS-1696-F, page
231)
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CMS has also finalized a change in the rules governing when a PPS Discharge

Assessment is to be completed and the Assessment’s Item Set. Currently, the PPS
Discharge Assessment is completed when a patient is discharged from Part A and
continues to stay in the facility. Under PDPM, CMS will require the completion of
the PPS Discharge Assessment for all residents who are discharged from PPS;

whether they are actually discharged from the facility or stay long term.
Additionally, the Discharge Assessment Item Set will include a modified Section O.

In CMS-1696-P, CMS discusses the comments received in response to the ANPRM
publication where stakeholders are concerned about the lack of oversight and
monitoring of therapy provisions throughout the stay of the resident. Therefore,
CMS has finalized that therapy provisions will be now be monitored throughout the
stay by adding Table 35 to Section O on the SNF PPS Discharge Assessment:

TABLE 35; Proposed Items to Add to SNF PPS Discharee Assessment

MDS Item Tesia Niimie
Number &
Special Treatments, Procedures ol Programs: Speaech-Languape Pathology and Andiology
O0AS
Senvices: Therapy Stan Diate
Special Treatments, Procedures apd Programs: Speech-Language Pathology and Audiology
D040 AD s
Services: Thempy End Diate
O400AT 'ﬁ.]:rm..':l:l'l Trealments, Procadimas m.t-cl. Programs: Spesch-Langage Patbology and Audielogy
Services: Total Individual Mimutes
OO400AS Special Treatments, Procedures and Programs: Speech-Language Pathology and Audiclogy
| Services: Total Concurrent Mimtes
OO400AD Special Treatments, Procedures and Programs: Speech-Languags Pathology and Andiclogy
Services: Total Orotp hlinuies : soo i
COS00A10 special Treatments, Procedures and Programs: Spesch-Lanpuage Pathology and Andiclogy
3 i : 'S-v?l.‘i._ll.'-_-_-.: Taoal D.i'rw . : - .
OOA00B S Special Treatments, Procedures and Programs: Oecupanonal Therapy: Therapy Stan Dage
C0400BG Special Treatments. Procedures awd Programs: Occupational Therapy: Therapy End Dare
CHIHOOEB T Specinl Treatments. Procedures and Programs: Ocupational Therapy: Total Individnal Minutes
OOL00BEE 1';u]:hfl."i:l'l Treatments, Procedures asd Programs: ﬁ::u1|.|u|l:in|:ﬂi ﬂuﬂ'ilil_\'! Total Concurent Minuates
0040089 | Special Treatments, Procedires and Programs: Occupational Therapy: Total Group Mintes
O0400810 | Special Treaments. Procedures and Proprams: Oocupational Therapy: Total Days
O0400C5 | Special Treatments. Procedures and Programs: Physical Therapy: Therapy Start Dute
CHIE00C & Specinl Treaments. Procedures and Programs: Phvsical Therapy: Therapy End Dade
DO400C7 Special Trealments, Procéedires aned Progranks: Phvacal Therapy: Total Indwvidieal Minutes
OO0 S Specinl Treatments. Procedures and Programs: Phyvsical Therapy: Total Concwrent Munites
D000 Specinl Treatments, Procedures ad Programs: Phyvsical Therapy: Total Group Mumnites
OMMCI0 | Special Treatments, Procedures sowl Progranks: Physical Therapy: Total Days

The added “Total” items (total individual minutes, total concurrent minutes, total
group minutes, total days) are referring to totals throughout the resident’s stay and
not just in the 7-day look-back period.
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Grace Days

Note: In the current MDS 3.0 RUGs-IV Model, the 5-day assessment, or Initial
Medicare Assessment window is days 1-5 with allowable grace days 6-8. CMS has
finalized the removal of the label “Grace Days” from the 5-day assessment window.
The scheduled assessment window for the 5-day assessment will now be identified
as days 1-8 of the PPS stay.

Therapy Provision Policy Changes

Even though we will no longer be using therapy days, modes, and minutes to
determine payment, CMS will be reviewing these items to determine how
drastically a provider has changed behavior based on the new payment model. It is
expected that the majority of therapy provided will be in the individual mode. To
that end, CMS is expanding the group limitation to include concurrent therapy as
well. In the Final Rule’s version of PDPM, CMS limited group and concurrent
treatment provided to a resident to 25% of the minutes provided per discipline
across the patient’s stay. This, again, was in response to stakeholder comments
where there was concern that a large portion of therapy would now be provided in
a group or concurrent setting. Additionally, CMS is going to allow the entire
provision of minutes provided in group and concurrent to be recorded on the MDS,
which differs from the current RUGs-1V system where the Reimbursable Therapy
Minutes are calculated by the group (one fourth) and concurrent (one half)
reduction.

Should your therapy department provide more than the allowed 25% of group and
concurrent combined per discipline, the provider would receive a non-fatal
warning edit on the validation report after submitting an MDS to the QIES ASAP
system. This would serve to alert the provider that the modes utilized in the
provision of therapy were such that they exceeded the 25% limitation. Note, this
would not be a fatal error which indicates that one or more submitted items failed
to pass the requirements identified in the MDS. CMS indicates that they will
monitor group and concurrent utilization and consider making future proposals to
address abuses of this policy or flag providers for additional review.
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Also, in CMS-1718-F, CMS has revised the definition of group, it reads as follows:

...we believe that defining group therapy as therapy provided to groups of 2 to 6
patients at the same time who are performing the same or similar activities
would provide therapists with an appropriate amount of flexibility to meet the
clinical needs of their patients without compromising the therapist’s ability to
manage groups and the patient’s ability to interact effectively and benefit from
the group. We expect that therapists will use their professional judgment to
determine the most appropriate group size within the bounds of that definition
to maximize the benefit to each patient in the group session. (CMS-1718-F,pages
38748-38749)

Interrupted Stay Policy

The interrupted stay policy was finalized in CMS-1696-F. The interrupted stay
policy has been finalized to relieve any incentive for providers to discharge a
resident with the intent of bringing them back into the facility in a few days in
order to reset the Variable Per Diem Adjustment Factors. In the interrupted stay
policy, a resident’s PPS calendar will resume with the next PPS day if the resident
returns to the facility within 3 midnights (the midnight of the day of discharge
counts as one of these three). In cases where the resident returns within this
timeframe, there would be no new 5-day Assessment, nor would the Variable Per
Diem Adjustment Factor be reset. The resident would return and the payment
schedule would continue on the next PPS day continuing with the Variable Per
Diem Adjustment Factors in place. This only applies if the resident is out of the
facility for less than 3 days. If the resident returns on day 4 or later or is sent to a
different facility, then the Variable Per Diem Adjustment Factors are to be reset to
day 1 and a 5-day assessment would be required.

A PDPM Example

In an effort to help make the finalized PDPM clearer, let’s take a look at an example
of how the per diem will be calculated under the PDPM: Mr. B is a hip replacement
patient and has a PT and OT Case-Mix Group of TB, SLP Case-Mix Group of SA,
Nursing PDPM Case-Mix Group of CDE2, NTA of NE, and a flat non case-mix rate.
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The following calculations determine the facility’s per diem covering Days 1-3 for
Mr. B’s care.
URBAN: DAYS 1-3

Case Mix Group |  TB B SA CDE2 NE
Case Mix Index | 1.69 163 0.68 1.86 0.96
Component PT oT SLP Nursing NTA Norrl,'lfxase
= D,ig;'; Base | ¢c933 | $55.23 $22.15 $103.46 | $78.05x3 $92.63
Subtotal $100.27 | $90.02 $15.06 $192.44 $224.78 $92.63
Total Per Diem Rate = $715.20|
RURAL: DAYS 1-3
Case Mix Group |  TB B SA CDE2 NE
Case Mix Index 1.69 1.63 0.68 1.86 0.96
N a8
Component PT oT SLP Nursing NTA O:Mcxase
] D;{ZTGB%B $67.63 | $62.11 $27.90 $98.83 $74.56x3 $94.34
Subtotal $114.29 | $101.24 | $18.97 $183.82 $214.73 $94.34

Total Per Diem Rate = $727.40

Due to the Variable Per Diem Adjustment Factors, the NTA changes on day 4 and is
constant throughout the rest of the stay. The PT/OT Component decreases by 2%
every seven days beginning on day 21. These adjusted rates for our example patient,
Mr. B, are listed below:

For Days 4-20, the NTA is 2 /3 less:
e Urban - $565.35 per day
e Rural - $584.25 per day

Starting on Day 21, the PT and OT Components decrease by 2% every 7 days. This
results in the following per diem for days 21-27:

e Urban - $561.54 per day

e Rural - $579.94 per day
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Closing Note

As you can see, the PDPM is a vast change from the current RUGs-IV system. It will
have large implications for all types of long-term care providers. The review you
have just read comprises our thoughts after studying this new concept and leading
PDPM presentations dozens of times over the last year and a half. PDPM is
something that we, as an industry, are discussing in order to successfully navigate
these changing regulations. As we move forward, we will continue to stay abreast of
changes. If you are not already a regular client, visit our website to sign up for our
update mailing list (seagroverehab.com), or you can follow our Facebook page
(facebook.com /seagroverehab). If your company would like a PDPM training or to
discuss your current PDPM process, please call (850-532-1334) or e-mail
(mark@seagroverehab.com). Also, be on the lookout for any presenting that Mark is
doing over the coming months if you attend any therapy-related conferences; he is
a regular presenter at annual conferences such as the American Association of
Nurse Assessment Coordinators and the National Association of Rehab Providers and
Agencies. In addition, he may be speaking at other state and national association
meetings near you.

In the meantime, should you or someone in your facility have questions about the
new model, please feel free to reach out to us. We welcome the opportunity to
create a partnership between our teams.

Mark McDavid, OTR, RAC-CT
850-532-1334
mark@seagroverehab.com
www.seagroverehab.com

About Seagrove Rehab Partners

We are a national healthcare consulting company headquartered in Santa Rosa
Beach, Florida. Our mission is to serve the therapy industry by providing a
compassionate, people-centered approach to compliance and management support,
including a proprietary solution for in-house therapy programs. We believe that a
thoughtful strategy not only helps our partners to be more compliant and profitable,
but also puts the patient first. Mark McDavid, president, and our 10+ company
associates are available to work with skilled nursing facilities, rehabilitation
companies, and other healthcare providers at the client site, by phone, by email, by
video conference call and through workshops and seminars.

© Seagrove Rehab Partners, PDPM Final Review, September 2019. Page 18 of 18


http://seagroverehab.com/
https://www.facebook.com/seagroverehab/
mailto:mark@seagroverehab.com
http://www.seagroverehab.com/

