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OVERVIEW

SNF reimbursement under PDPM is based in large part on diagnosis – and, that’s a good thing! This means, 
however, that accurate recording of the diagnoses, and documentation supporting the relevance of the 
diagnoses chosen, becomes paramount to ensure accurate reimbursement. In fact, CMS highlights the need 
for accurate coding and supportive documentation in the following “warning”: “Given the more holistic 
style of care emphasized under PDPM, program integrity and data monitoring efforts will also be more 
comprehensive and broad. For program integrity, we expect provider risk will be more easily mitigated 
to the extent that reviews focus on more clearly defined aspects of payment, such as documentation 
supporting patient diagnoses and assessment coding.” (CMS: Quality Reporting Program Provider Training, 
May 2019)

There are two sets of official guidelines that must be considered when it comes to selecting the most 
appropriate ICD-10 code to represent the patient’s condition:

1. ICD-10-CM Official Guidelines for Coding and Reporting

2. MDS 3.0 RAI Manual

Unfortunately, in some circumstances the two official guidelines appear to offer conflicting guidelines. 
This adds to confusion and may explain why there can be differences of opinion on how to correctly 
select ICD codes for inclusion on the MDS and on the claim submitted to the payor for reimbursement. 
The guidance in the RAI manual takes precedence for completing the MDS, and the ICD-10 Official 
Guidelines takes precedence when coding the claim. With that said, most of the ICD-10 Official 
Guidelines are to be followed on the MDS. For example:

• Diagnoses selected are to have a relationship to the patient’s current status.
• Codes selected are to be as specific as possible to the patient’s condition.
• Unspecified site or side codes are to be avoided, since we should know the site and side 

of the body involved.
• When a 7th character is required on an injury/fracture code, the rules for assigning the 

7th character are to be followed. The 7th character explains the point in the episode of 
care from the patient’s injury/condition perspective.

The risks of incomplete or inaccurate capture of the patient condition include:

• Incomplete or inaccurate medical record documentation
• Misguided care-planning
• Incomplete or inaccurate data on the MDS
• Incomplete or inaccurate data on the claim submitted to the payor
• Incomplete or inaccurate reporting of Quality Measures
• Claim denials
• Survey citations

The following provides MDS/PDPM patient characteristic guidance and tips. Information in italics are 
citations from the RAI Manual.
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ACTIVE DIAGNOSES: I0020B 

Intent: The items in this section are intended to code diseases that have a direct relationship to the 
resident’s current functional status, cognitive status, mood or behavior status, medical treatments, 
nursing monitoring, or risk of death. One of the important functions of the MDS assessment is to 
generate an updated, accurate picture of the resident’s current health status.

MDS Guidance:

Indicate the resident’s primary medical condition category that best describes the primary reason for 
the Medicare Part A stay; then proceed to I0020B and enter the International Classification of Diseases 
(ICD) code for that condition, including the decimal.

NOTE: The primary diagnosis for the SNF setting may not necessarily be the same reason for the 
hospitalization.

Tips:

• I0020B represents the resident’s primary medical condition that describes the primary 
reason for the SNF admission.

• As is required now, the conditions for which the patient is receiving SNF care must be 
related to the hospital stay. Per the Medicare Benefit Policy Manual:
 – To be covered, the extended care services must have been for the treatment of 

a condition for which the beneficiary was receiving inpatient hospital services 
(including services of an emergency hospital) or a condition which arose while 
in the SNF for treatment of a condition for which the beneficiary was previously 
hospitalized. In this context, the applicable hospital condition need not have been 
the principal diagnosis that actually precipitated the beneficiary’s admission to 
the hospital, but could be any one of the conditions present during the qualifying 
hospital stay.

• This single ICD code directly influences reimbursement for the PT, OT and SLP case-
mix classification groups by placing the patient into a Clinical Category.
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• Best practice is for the Interdisciplinary Team (IDT) to come together to determine the 
primary medical condition for the admission. Medical record sources for physician 
diagnoses include the most recent history and physical, transfer documents, discharge 
summaries, progress notes, and other resources as available.

• Be aware that many ICD codes are listed as Return to Provider (RTP) in the CMS PDPM 
ICD-10 Mappings. In the 8/30/19 version of the ICD mapping tool from CMS, 48% of 
the ICD-10 codes are listed as RTP. This means that the RTP condition likely does not 
represent a condition that would be a “primary reason for the admission”. This does not 
mean that an ICD listed as RTP is not a valid diagnosis to represent a comorbidity for a 
SNF patient. These RTP conditions can be used to support the need for skilled services 
and can be present on therapy POCs and in other fields on the MDS (other than I0020B).

• It is not a Medicare requirement that all therapy disciplines utilize the same Medical 
Diagnosis on POCs.

• CMS expects the diagnosis in I0020B and the primary diagnosis on the SNF claim to 
match but there is currently no claims edit that will enforce such a requirement. However, 
upon medical review, auditors may consider ICD coding discrepancies in determining if 
coverage requirements are met.

ACTIVE DIAGNOSES: ACTIVE DIAGNOSES IN THE LAST 7 DAYS

Intent: This section identifies active diseases and infections that drive the 
current plan of care. 

MDS Guidance:

Code diseases that have a documented diagnosis in the last 60 days 
and have a direct relationship to the resident’s current functional status, 
cognitive status, mood or behavior status, medical treatments, nursing 
monitoring, or risk of death during the 7-day look-back period.

There are two look-back periods for this section:

• Diagnosis identification (Step 1) is a 60-day look-back period.
• Diagnosis status: Active or Inactive (Step 2) is a 7-day look-

back period (except for Item I2300 UTI, which does not use 
the active 7-day look-back period).
 – (The UTI has a look-back period of 30 days for active 

disease instead of 7 days.)
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Tips:

• The disease conditions in this section require a physician-documented diagnosis (or 
by a nurse practitioner, physician assistant, or clinical nurse specialist if allowable under 
state licensure laws) in the last 60 days

• Although open communication regarding diagnostic information between the physician 
and other members of the interdisciplinary team is important, it is also essential 
that diagnoses communicated verbally be documented in the medical record by the 
physician to ensure follow-up.

• Only include active diagnoses. Do not include conditions that have been resolved, do 
not affect the resident’s current status, or do not drive the resident’s plan of care during 
the 7-day look-back period, as these would be considered inactive diagnoses.

• If an individual is receiving aftercare following a hospitalization, a Z code (“aftercare” Z 
code) may be assigned. Aftercare Z codes are represented by ICD-10 codes starting with 
the letter Z, or by using the Subsequent Encounter 7th digit on the injury or fracture ICD-
10 code when the aftercare is for an injury or fracture. Z codes cover situations where 
a patient requires continued care for healing, recovery, or long-term consequences of 
a disease when initial treatment for that disease has already been performed. When Z 
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codes are used, another diagnosis for the related primary medical condition should be 
checked in items I0100–I7900 or entered in I8000.

• In I8000, list codes that support the need for skilled services. Best practice is for the 
Interdisciplinary Team (IDT) to review pertinent diagnoses for I8000.

• Ensure inclusion of all conditions that qualify for an NTA or SLP comorbidity. 
• Codes listed as Return to Provider (RTP) in the CMS PDPM ICD-10 Mappings can be 

coded in I8000.

SURGICAL PROCEDURES

Intent: This item identifies whether the resident had major surgery during the inpatient stay that 
immediately preceded the resident’s Part A admission. A recent history of major surgery can affect a 
resident’s recovery. 

MDS Guidance:

The surgeries in this section must have been documented by a physician (nurse practitioner, physician 
assistant, or clinical nurse specialist if allowable under state licensure laws) in the last 30 days and must 
have occurred during the inpatient stay that immediately preceded the resident’s Part A admission.

Generally, major surgery refers to a procedure that meets the following criteria:

1. the resident was an inpatient in an acute care hospital for at least one day in the 30 days prior 
to admission to the skilled nursing facility (SNF), and

2. the surgery carried some degree of risk to the resident’s life or the potential for severe disability.

Once a recent surgery is identified, it must be determined if the surgery requires active care during the 
SNF stay. Surgeries requiring active care during the SNF stay are surgeries that have a direct relationship 
to the resident’s primary SNF diagnosis, as coded in I0020B.
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Tips:

• The physician (nurse practitioner, physician assistant, or clinical nurse specialist if 
allowable under state licensure laws) may specifically indicate that the SNF stay is for 
treatment related to the surgical intervention.

• In the rare circumstance of the absence of specific documentation that a surgery 
requires active SNF care, the following indicators may be used to confirm that the 
surgery requires active SNF care:
 – The inherent complexity of the services prescribed for a resident is such that they 

can be performed safely and/or effectively only by or under the general supervision 
of skilled nursing. For example:
• The management of a surgical wound that requires skilled care (e.g., managing 
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potential infection or drainage).
• Daily skilled therapy to restore functional loss after surgical procedures.
• Administration of medication and monitoring that requires skilled nursing.

• Major surgery during the preceding hospital stay may make the resident eligible 
for a different clinical category and may influence the PT and OT case-mix 
classification. 

• If there is no qualifying major surgical procedure during the preceding hospital stay, the 
resident will remain in their default primary clinical category as noted in I0020B.

SWALLOWING DISORDER AND MECHANICALLY ALTERED DIET

Intent: The items in this section are intended to assess the many conditions that could affect the 
resident’s ability to maintain adequate nutrition and hydration. This section covers swallowing disorders, 
height and weight, weight loss, and nutritional approaches. The assessor should collaborate with 
the dietitian and dietary staff to ensure that items in this section have been assessed and calculated 
accurately.

 

MDS Guidance:

1. Ask the resident if he or she has had any difficulty swallowing during the 7-day look-back 
period. Ask about each of the symptoms in K0100A through K0100D. Observe the resident 
during meals or at other times when he or she is eating, drinking, or swallowing to determine 
whether any of the listed symptoms of possible swallowing disorder are exhibited.

2. Interview staff members on all shifts who work with the resident and ask if any of the four listed 
symptoms were evident during the 7-day look-back period.

3. Review the medical record, including nursing, physician, dietician, and speech language 
pathologist notes, and any available information on dental history or problems. Dental problems 
may include poor fitting dentures, dental caries, edentulous, mouth sores, tumors and/or pain 
with food consumption.

4. Do not code a swallowing problem when interventions have been successful in treating the 
problem and therefore the signs/symptoms of the problem (K0100A through K0100D) did not 
occur during the 7-day look-back period.

5. Code even if the symptom occurred only once in the 7-day look-back period.
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Intent: Nutritional approaches that vary from the normal (e.g., 
mechanically altered food) or that rely on alternative methods (e.g., 
parenteral/IV or feeding tubes) can diminish an individual’s sense of dignity 
and self-worth as well as diminish pleasure from eating. The resident’s 
clinical condition may potentially benefit from the various nutritional 
approaches included here. It is important to work with the resident and 
family members to establish nutritional support goals that balance the 
resident’s preferences and overall clinical goals.

MDS Guidance:

Review the medical record to determine if any of the listed nutritional 
approaches were performed during the 7-day look-back period.

Tips:

• When dysphagia is related to a cerebrovascular accident 
or cerebrovascular disease, be sure to include the relevant 
dysphagia ICD code from the I69.- series of the ICD-10 
coding manual. The manual instructions advise to also use 
an additional ICD code from the R13.1- family to identify the 
type of dysphagia, if known (e.g., oral, pharyngeal, etc.).

• The presence of a swallowing disorder and/or a 
mechanically altered diet will influence reimbursement for 
the SLP case-mix classification.

COGNITIVE PATTERNS

Intent: The items in this section are intended to determine the resident’s attention, orientation and 
ability to register and recall new information. These items are crucial factors in many care-planning 
decisions.

MDS Guidance:

Because a PDPM cognitive level is utilized in the speech language pathology (SLP) payment component 
of PDPM, assessment of resident cognition with the BIMS or Staff Assessment for Mental Status is a 
requirement for all PPS assessments. As such, only in the case of PPS assessments, staff may complete 
the Staff Assessment for Mental Status for an interviewable resident when the resident is unexpectedly 
discharged from a Part A stay prior to the completion of the BIMS. In this case, the assessor should 
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enter 0, No in C0100: Should Brief Interview for Mental Status Be Conducted? and proceed to the Staff 
Assessment for Mental Status.

In cases where neither the BIMS nor the staff assessment is completed, the patient will be considered 
“cognitively intact” for classification purposes under PDPM.

The BIMS is a brief screener that aids in detecting cognitive impairment. It does not assess all possible 
aspects of cognitive impairment. A diagnosis of dementia should only be made after a careful 
assessment for other reasons for impaired cognitive performance. The final determination of the level of 
impairment should be made by the resident’s physician or mental health care specialist; however, these 
practitioners can be provided specific BIMS results and the following guidance.

 

The new PDPM Cognitive Score is based on the Cognitive Function Scale (CFS), which combines 
scores from the BIMS and CPS into one scale that can be used to compare cognitive function across all 
patients.

Tips:

• For the presence of a cognitive impairment, any level of cognitive impairment (mild 
or above) is sufficient to qualify the patient for this aspect of the SLP component 
classification criteria. 

• The BIMS provides very specific instructions for accurately capturing the patient’s 
cognitive function. Only therapists trained in carrying out the BIMS and that have passed 
a related competency test should administer the BIMs.

SLP COMORBIDITIES

The  ICD-10 codes that are included in the PDPM SLP Component can be found in the PDPM ICD-10 
Mappings file on the CMS website:  https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
SNFPPS/PDPM.html

With regard to the presence of an SLP-related comorbidity, CMS identified twelve comorbidities that 
were directly correlated with increased SLP costs. Rather than separately accounting for each of these 
twelve conditions, the presence of any one of these conditions is sufficient to qualify the patient under 
this aspect of the SLP component classification criteria. The twelve SLP-related comorbidities that will 
be used under the SLP component may be found in the table below.



11

Tips:

• The treatment diagnoses that are denoted with the * will be identified by a trained 
Speech Language Pathologist. The SLP must then identify the condition, describe the 
extent, outline the proper plan of care, and provide supportive documentation. 

• Accurately coding all of the appropriate SLP related comorbidities will help the 
Interdisciplinary Team (IDT) understand the needs of the resident. 

• When apraxia, aphasia, dysarthria, fluency disorder or other speech language 
deficit is related to a cerebrovascular accident or cerebrovascular disease, be sure 
to include the relevant ICD code from the I69.- series of the ICD-10 coding manual.

• These comorbidities, when captured appropriately on the MDS, will directly 
influence reimbursement for the SLP case-mix classification.
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NTA (Non-therapy Ancillary) COMORBIDITIES

Intent: NTA classification is determined by the presence of certain conditions or the use of certain 
extensive services that were found to be correlated with increases in NTA costs for SNF patients. CMS 
identified a list of 50 conditions and extensive services that were associated with increases in NTA costs. 
The presence of these conditions and extensive services is reported by providers on the MDS 3.0, with 
some of these conditions being identified by ICD-10-CM codes that are coded in Item I8000 of the 
MDS.
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Tips:

• As part of the Interdisciplinary Team (IDT), therapists should be knowledgeable of 
conditions that qualify for an NTA comorbidity score and ensure that the IDT is aware 
when a resident qualifies to ensure appropriate capture on the MDS.

This publication is the intellectual property of Aegis Therapies and is not available for use in any form without the express written permission 
of the Aegis Therapies Legal Department.

Aegis Therapies welcomes all persons in need of its services and does not discriminate on the basis of age, disability, race, color, national 
origin, ancestry, religion, gender identity, sexual orientation or source of payment. Interpreter Services are available at no cost. Please visit 
your local Aegis Therapies location for assistance. Servicios de interpretación están disponibles sin costo. Visite su sucursal local de Aegis 
Therapies para recibir asistencia. 我们提供免费传译服务。请探访您的本地Aegis Therapies地点以获得协助。ATS-01039-19 O0110

Questions about this information? Contact PDPM@AegisTherapies.com or visit 
our Resource Center for more information at AegisTherapies.com/Resources.


