Mastering
the

Patient Driven
Payment Model

WHAT A DIETITIAN NEEDS TO KNOW

WHAT the dietitian must know?
Every one of our customers will be
impacted by Patient Driven Payment
Model (PDPM), especially those with
high volume of admissions, carrying
Medicare A coverage, They will
expect us to know this information.
After all, we are the experts in
nutrition, so it is our place to know
the details of how nutrition is related
to this new payment model. PDPM
looks at people as unique individuals
with their own special needs, in
keeping with the new focus from CMS
of person-centered care.

Dietitians must master this information to stay
relevant, influential and essential.

WHAT the dietitian must learn?
Be able to summarize the purpose of the
new payment model for nursing homes and
its significance to nutrition services.
Describe criteria to meet the diagnoses of
Morbid Obesity and Malnutrition.
Organize an initiative within the nursing home to
ensure the efficiency and accuracy of nutrition
data, when using the new payment model.
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WHEN does PDPM start?
Patient Driven Payment Model (PDPM) starts
October 1, 2019 for Part A Medicare recipients

At this point in time, the whole MDS process
changes. There will be only the 3-day MDS, 5-day
MDS, and discharge MDS unless there are
condition changes
PDPM establishes a per diem
rate on the 5-day MDS for the
entire stay, with combined five
different case-mix
components: PT, OT, SLP,
nursing, and a new category
called non-therapy ancillary
(NTA)

Physical therapist said it is not just about therapy minutes
For Medicare Part A recipients PDPM may be extended to others
in the future
Per diem PLUS 5 case-mix adjusted components

WHAT is the payment rate based on?
The payment rate is based on the non-case-mix score plus these 5
different case mix components that will provide reimbursement to each
nursing home.
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Non-Case Mix Per Diem = the cost of staying at the nursing home, (hotel-like
expense for food, room, etc.), + the five (5) Case Mix Components.
Reminder: NON-THERAPY ANCILLARY (NTA) payment is part of the per diem payment

14-day, 30-day or 60-day Minimum Data Sets
(MDS) are a thing of the past!
Significant change and discharge MDS are the only
remaining MDS submissions.
Significant change is now IPA (Interim Payment
Assessment) This will take place anytime these is
a change in condition.
Quarterly and annual MDS reviews still exist, but
not part of new PDPM, only applies to Medicare
Part A, in other words, your rehab residents.

The only MDS submissions that involve the dietitian are
now the 5 day MDS, the IPA, and the discharge MDS.
This means that whatever is on the 5-day MDS will affect
reimbursement throughout the possible 100 days.

Prospective Payment System RUG-IV
Each resident was assigned to one of 66
Resource Utilization Groups.

CURRENT SYSTEM
(expires 9/30/19)

For the large majority of skilled nursing center
residents receiving therapy, their case-mix
group was determined primarily by the
number of therapy minutes they received.
This system did not fully consider the wide
range of clinical characteristics that may
influence the resource use of SNF residents.

The MDS is used to capture diagnosis and skills from the
different case mix components. Completing the 5 Day MDS
so that it reflects the needs of each individual is critical.

The 5-day MDS
Completed on day 8
using a 7 day look back
assessment reference
date (ARD) that the
nurse decides on.
Nurses will input ICD10 codes on the MDS.
This is where you can
capture the nontherapy ancillary (NTA)
ICD-10 codes.

ARD is affectionately
called the look
back date

THE 3 Day MDS Schedule
Section GG is completed by the MDS nurse.
Section GG documents admission performance &
establishes discharge goals.

DID YOU KNOW? Feeding skills are in section GG, making it a great resource for
information when completing nutrition assessment. If you don't have access to
the MDS, you could ask to look at section GG while you're doing the assessment
to see how the feeding skills of a person has been recorded.
REMINDER: Capturing NTA codes is NEW for dietitians

WHAT are the six payment components of PDPM?
1. NON-CASE MIX COMPONENT - PER DIEM

FIVE CASE MIX COMPONENTS
1. PHYSICAL THERAPY (PT)
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2. OCCUPATIONAL THERAPY (OT)

Resident

3. SPEECH LANGUAGE PATHOLOGY (SLP)
4. NON-THERAPY ANCILLARY (NTA)
5. NURSING

OT
Payment

NEW!

SLP
Payment

NTA
Payment
Non
Case-Mix
Payment

Based on MDS data, each resident is classified in a
“group” within these five case components. There are
16 PT groups, 16 OT groups, 12 SLP groups, 6 NTA
groups, and 25 nursing groups. Each of these groups
and combination of groups have their own associated
case-mix indexes and per diem rates.

Physical and Occupational Therapy
Physical and Occupational therapists will
evaluate each person for clinical and functional
abilities.

You may see more reports of swallowing disorder in 5 day MDS
because we are going to take care to gather any incidents.

Speech Language Pathology (SLP)
Speech therapy recognizes cognition and
comorbidities including mechanicallyaltered diet and swallowing disorders.
Dietitians often complete MDS, Section
K0100, where swallowing disorders and
mechanically altered diets are captured.
Special focus must be placed on the 7-day
look-back period for incidents of choking,
coughing or other episodes
of chewing/swallowing difficulties. Just
because someone receives a mechanicallyaltered diet does not mean he or she has a
swallowing disorder. The speech therapist
must identify two swallowing-related areas
to be able to add to the Case Mix score.

This is NOT supposed to drive more
mechanically-altered diets!

Non-Therapy Ancillary (NTA)

NTA includes numerous medical conditions
that require extra care including morbid
obesity, and malnutrition.

Nursing
The MDS nurse goes through the
diagnosis list to capture any of the
25 ICD-10 codes and use them on
the MDS.

RD’s that complete section K of the MDS
should work as a team with the other
disciplines to gather data. For example:
Review SLP’s evaluation, talk with care
partners, and most importantly, observe
during mealtime.

This is what we have been waiting for:

A chance to prove how vital the services of the RD
are to the patient care process and reimbursement
Did you know nutrition falls under “non-ancillary” points?

NON-THERAPY ANCILLARY SERVICES = POINTS
Points added to the case mix to provide different tiers of
reinbursement

Nutrition Related NTA's
Parenteral IV feeding: Level high: 7 points Level low: 3 points
Nutritional Approaches for example: Those who are being weened onto
oral feedings.
Tube Feeding: 1 Point (captured by diagnosis)
Morbid Obesity: 1 Point (focus of RD)
Malnutrition: 1 Point (focus of RD)

HOW much is one point worth?
Points are added into the case mix to
determine total reimbursement.

For NTA, the comorbidity score is a weighted count of comorbidities comorbidities associated with high increased in NTA costs are grouped
into various point tiers - points assigned for each additional comorbidity
present, with more points awarded for higher cost tiers

One company found that missing a diagnosis for
malnutrition resulted in a loss of $550-$1600 dollars
through the length of each admission

1 point for malnutrition or morbid obesity
An admission under Medicare Part A can be up to 100 days
There are tiers depending on point range. For example: Tier
with 3-5 points - a resident with diabetes (2 points), wound
infection (2 points), diabetic foot ulcer (1 point) = 5 points
Plus coding for morbid obesity (1 point) moved them to next
tier with 6-8 points.

HOW many dietitians have worked in
hospitals and asked for an active
diagnosis of malnutrition?

We’ve seen hospitals RDs documenting malnutrition and seen
ICD-10 codes in medical history. Now that reimbursement is
driving this, we will start to do as well in long term care.

Nutrition Assessment

Morbid obesity ICD code E66
Malnutrition ICD code E46

Points of obesity and malnutrition start with your assessment. Gather data needed
to support either of these 2 diagnoses, so you can request medical diagnosis if not
already captured on ICD-10 diagnosis list.

Communicate Malnutrition
and Morbid Obesity diagnoses
Time is Critical.

ICD-10 E66.01 MORBID OBESITY
Definition - BMI 40 or greater
(MDS Section I-8000)
Data required: Height and weight
RAI manual on height:
1. On admission, measure and record height in inches.
2. Measure height consistently over time in accordance with the facility policy and procedure,
which should reflect current standards of practice (shoes off, etc.).
3. For subsequent assessments, check the medical record. If the last height recorded was
more than one year ago, measure and record the resident’s height again.
RAI manual on weight:
1. On admission, weigh the resident and record results.
2. For subsequent assessments, check the medical record and enter the weight taken within
30 days of the ARD of this assessment.
3. If the last recorded weight was taken more than 30 days prior to the ARD of this
assessment or previous weight is not available, weigh the resident again.
4. If the resident’s weight was taken more than once during the preceding month, record the
most recent weight. Measure weight consistently over time in accordance with standard
nursing home practice including time of day or scale (e.g., after voiding, before meal).

Height Measured in inches taken by:
Standing
Sitting via Half
Arm Span
Knee Height

TIP SHEET

HOW to properly weigh and measure people.
Simple BMI calculation:
Weight in pounds multiplied by
704 divided by Height in inches
squared.
(125# X 704)/61²= 23.6

BMI adjusted for amputation:
Using a segment-weight-to-body chart, calculate as
follows:
Estimated weight = Current weight /(1-proportion of
total body weight represented by residual limb)
Example: Height 70”
Current weight 264 lb
BMI,without recalculation, 37.8
Adjusting for BKA, est. weight = 264 / (1-05.9) = 280 lb
BMI, with recalculation, 40.2

WHAT is the "New Senior Crisis?"

MALNUTRITION
In Florida, over $1-1.5B
dollars are spent dealing with
the problem.

1 out of 2 older adults are at risk for Malnutrition
nationally resulting in $51.3B dollars in annual costs.
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defeatmalnutrition.today
...vital to healthy aging

Reported prevalence of malnutrition in patients receiving
rehabilitative services between 38% and 51%
A coalition of 90 organizations support
Defeat Malnutrition Today and its goals:
1. Improve quality of malnutrition care practices
2. Improve access high-quality malnutrition care and
nutrition services
3. Generate clinical research on malnutrition quality of
care
4. Advance public health efforts to improve malnutrition
quality of care

Consensus statement
Academy of Nutrition and Dietetics/American Society for
Parenteral and Enteral Nutrition
“Characteristics Recommended for the Identification and
Documentation of Adult Malnutrition (undernutrition)”
Reference J Acad Nutr Diet 2012:112; 730-738.

her
Anot t
grea ce!
en
refer

The Academy also provides a toolkit in Nutrition Focused
Physical Exam Pocket Guide 32nd edition

ICD-10 E46 Malnutrition
(MDS Section I-5600)
A minimum of 2 out of six characteristics:
1. Energy intake or lack thereof
2. Interpretation of weight loss
3. Body fat
4. Muscle mass
5. Fluid Accumulation
6. Hand Grip

Diagnosis has to be in place and active within 7 day look back
No need for a screening tool, since we do an assessment on all new
admissions already.
The RD should prioritize completing nutritional assessments in
order to have all documentation for malnutrition and Morbid
obesity in place before day 7.

Energy Intake
Clients with intakes of
<50% of estimated energy
requirements in >5 Days or
< 75% of estimated energy
requirements in > 7 days
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Weight Loss
1-2% in 1 week
5% in 30 days
7.5% in 90 days
10% in180 days
Interpretation of weight loss by obtaining usual
body weight to calculate percentage of loss

Loss of Subcutaneous Fat
Orbital- Hollow look dark circles, loose
skin
Triceps- Very little space between
folds
Ribs lower back - Depression between
the ribs, iliac crest prominent
Suspect if BMI is less than 19

Muscle Mass Wasting
Temples-Hollowing,
scooping, depression
Scapula-Prominent, visible
bones , depressions
between ribs/scapula or
shoulder/spine
Thigh- Depression line on
thigh, obviously thin

Fluid Accumulation
Generalized or localized fluid
accumulation evident on exam
(extremities, vulvar/scrotal, edema
or ascites)
See nursing documentation OR get a nurse to
assess and document 1+ to 4+ edema

Hand Grip
Hand Grip strength using a measuring
device
Use
meaa hand
too surem grip
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Use a form similar to the one below to
collect and communicate ICD-10 diagnoses,
malnutrition and morbid obesity.
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HOW is the dietitian going to communicate with the center
to get malnutrition or obesity added to MDS by day 7?

Work as a team!

Meet

Discuss

Understand

Meet with

Discuss possible NTA related

Understand community

Administrator/DON/MDS

ICD-10 codes

specific plans

WHAT are the next steps?
1. Obtain Medical Director’s approval to
use a standard Request for ICD-10
nutrition diagnoses form. The
administrator and or director of nursing
should coordinate this process.
2. Train nurses and medical staff why this
request for ICD-10 diagnosis form is
important and how it should be used.
3. Begin to use a Request For ICD-10
diagnoses form for communicating
nutrition diagnoses.

MDS CODING

PRESENCE OF SWALLOWING DISORDER

For Section K, enter Yes or No,
depending on if the person receives
a mechanically altered diet.

NOTES: DO NOT check off anything under swallowing difficulty if people with
swallowing problems on mechanically altered diets do not have any reported or
observed difficulty over the look-back period, It is Important to talk with the
SLP about this.

TRAINING OPPORTUNITY

HOW TO PROPERLY WEIGH AND MEASURE
For morbid obesity:
Review process for height/weight entry

into medical record promptly. After the
RD completes ICD-10 code form:
who sends to physician or those
working under their license
who enters ICD-10 code
PDPM Score of 1
NOTE: RD needs to question height if inaccuracy suspected, especially if BMI>
40 is suspected

TRAINING OPPORTUNITY
DOCUMENTATION OF INTAKE

For unspecified malnutrition:
RD completes nutrition assessment.
After the RD completes ICD-10 code
form
who sends to physician or those
working under their license
who enters ICD-10 code
PDPM Score of 1

Malnutrition, Section I-5600 on the MDS, says
“Malnutrition, or risk of malnutrition”

PES statement: “Resident is at risk for
malnutrition related to sub-optimal
intake as evidenced by insidious weight
loss."
"When making a recommendation
supplements, include “at risk for
malnutrition."
Use of MNA (mini-nutrition
assessment) may also generate “at
risk” documentation
NOTE: If person only has 1 criteria, for example weight loss OR you cannot
quantify poor intake, can still document AT RISK FOR MALNUTRITION MDS will
need to read our assessment

RELATED MATERIALS PROVIDED:
PDPM FAQ final (CMS)
PDPM Fact Sheet Comorbidity
Scoring
AND Position paper: “Characteristics
Recommended for the Identification
and Documentation of Adult
Malnutrition (undernutrition)”
ICD-10 Diagnosis form; requesting a
nutrition Diagnosis
How to Properly Weigh and Measure
Intake Guide
Also, see Academy webpage:
Spotlight on Malnutrition,
September 2019

CONGRATULATIONS!

YOU HAVE COMPLETED PATIENT DRIVEN PAYMENT
MODEL TRAINING COURSE PRESENTED BY:

BSNSOLUTIONS.NET | INFO@BSNSOLUTIONS.NET | 855.342.6322

