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MDS 3.0 History




Goals of the MDS 3.0

Resident Voice — MDS 3.0 includes interviews for
Cognitive Function, Mood, Personal Preferences,
and Pain.

Clinical Relevancy — MDS 3.0 Items are based
upon clinically useful and validated assessment
techniques.

Efficiency — MDS 3.0 sections are formatted to
facilitate usability and minimize staff burden.



CMS Resources for MDS 3.0

http://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-
Instruments/NursingHomeQualitylnits/index.html

RAI Manual: click on RAlI manual on left, scroll down
to bottom of page.

Item Set (MDS 3.0 Assessment tool): click on RAI
technical information on left; scroll down to bottom of

page.




Case Mix Implications
for MDS 3.0




“*While I can explain the meaning of 1iTe, I don’t
~dare try to explain huv;r the Medicare system
: works."" ;




Case Mix Payment Items

Certain items coded as
[RUG 1l Jservices,
conditions, diagnoses
and treatments on the
MDS 3.0 assessment
handout.

RUG IV | refers to

payment items for PPS
services.




MaineCare Case Mix

Maine uses a modified RUG Ill Code for

Case Mix purposes.

PPS / Medicare uses RUG IV codes

4 N
Supporting Documentation for

Case Mix payment items is
\ required p




Case Mix Weights

There are 7 Categories:

Rehabilitation

Extensive

Special Care

Clinically Complex
Impaired Cognition
Behavior

Reduced Physical Function
Default or Not Classified



ADL RUG-II Maine

Catego Index End Splits Codes | Weight
Clinically Complex

Special Care qualifier (see above) and ADL score of 6 or less) 17-18D ***Signs of Depression CC2 1.826

OR 17-18 No Signs CC1 1663
Clinically complex gualifier (any one): 12-16D Signs of Depression CB2 1,503

»  Burns (M1040F) 12-16 No Signs CB1 1.389

« Coma (B0100) AND not awake (no crosswalk**) AND ADL 4-11D Signs of Depression CA2 1.331
dependent (G0110A1, G0110B1, GO110H1, G0110I1) 4-11 No Signs CA1 .149

»  Septicemia (12100)

o  Pneumonia (12000)

+  Foot lesion (M1040B, M1040C)/infection (M1040A) AND dressing
to foot (M12001)

+ Internal bleeding (J1550D)

+  Dehydration (J1550C)

» Feeding tube (K0500B) (calories >= 51%, or calories = 26%-51%
(KO700A/KO710A3) AND fluids >= 501 cc (KO700B/K0710B3 = 2))

«  Oxygen therapy (00100C1, 00100C2)

o  Transfusions (0010011, 00100I2)

+  Hemiplegialhemiparesis (14900) with ADL score >= 10

»  Chemotherapy (O0100A1, O0100A2)

» Dialysis (00100J1, 00100J2)

+  Physician visits (O0600) 1+ days AND order changes (00700) 4+
days (last 14 days)

»  Physician visits (O0600) 2+ days and order changes (00700) 2+
days (last 14 days)

» Diabetes (12900) with injection (NO300) on 7 days AND order
change 00700) 2+ days (last 14 days)




A0S 3.0 RUG Il ADL Scering Chart

The ADL index is used to split many of the Clinical Indicator categories. Composead from thesa
ADL activitias

Bed NMobility = ltems GO1141 and G011042

Transfer = ltame GO110B1 and GO110B2

Eating = Itams GO110G1, KO500B, KOTD0A, and KOTO0B
Taoilet Use = ltems G011001 and GO11012

The ADL index score is determined as follows:

ADL Function ADL
Scora
[Bed mobility, Toilet use and Transfar:
Seli-Parformance {column 1) is coded on the MDS 3.0 as:
ndependence or Suparvision (item coded 0,1, or 7) 1
Limited Assizstance (item coded 2) £
Extensiva Assistance or Total Depandence (item coded 3.4 or 8) AND
Support Provided (Column 2) is:
+ MNone, set-=up only or 1 person physical assist (item coded O, 1, or 2) 4
= 2+ parsons physical assist or activity did not occur (item coded 3 or
B* S
Eating:
IF:
Residant receives Parenteral TV (KOS00&A = 1) 3

Tube Feeding (KOS00B = 1) AND one of the following:
# 51% or more total calories from parenteral or tube feeding (KOT00A
= 3] 3
s F6-50% total calories from parenteral or tube feeding (KOTO0A = 2)
AND fluid intake is 501+ ml par day (KOT700B = 2}

IF NOT:
Salf-Parformance {column 1) is:
ndependant or Supervision {item coded O, 1, 7) 1
Limited Assistance (item coded 2) 2
Extensiva Assistance or Total Depandence or Activity Did Not Occur
(itemn coded 3, 4, or 8) 3

The scoras for each ADL variable are added fo compute the ADL index gcora. The ADL Index
score will range from 4 to 18 for each residant.



G0110:  Activities of Daily Living (ADL) Assistance (cont.)
ADL Salf-Parformanca Algarithm

ETART HERE = Ramember o neview tha instnucions for tha Fuls of 3 and the A0L
SatPafomance Coding Lewed Diefinitiors bafore vsing the algontim. STOP at the
first cade that applias whan maving ciown the algonithm.

¥

T o Code B
Didl the a Do 2t ieast 1 Sma? i
i Tha ADIL Activizy {or ary
I"l"ll part of the ATJL) was not
by
DOiid the activity ooour 3 or more tres?
.* Yes
Did he rasident fully perform the ADL activicy
withaut ANY heip or cversight fram saff
BuBry sime’
4, Mo
Did the resicant recuire full staff Instructions for the Rule of 3
pevformance meary bre? 3
M =} 4, arnd B =as tha
3 Mo dafinition far sach of thasa coding loveis
Did she resident requine full staff parfarmarce :_M mm‘:uﬂ"::.:mmmm
27 lnast 3 times b not every time OR aoourred evary fime e A0L oooumed.
weigh=bearing aszistance 3 ar more tmas? « Code T = as this code anly rrﬂ-rl
T e acwity aocurad fewser than

sta# performancs and at ary o beval, oode Tat laval

i Z. WWran an asivity ooours 3 or more timas
2ssistarce that to@f 3 or more bmas?™ t muitipia. ey ma '
wmmm&,u

a i\rmmmrtynu:lxl!nrmmmm
and at multipla levals, but not 3 imios
ltl-j-nnlllvnl w&-h}mrg_

Corvenrt apisodes of full staft

» Mo

Cid $he rasident requine noreweight-bearing
asusiznoa 3 or more times?
£ Mo
Mhmﬂfﬁtrﬂmh:mﬂﬂ:ﬂuﬁmuﬁdl

stz perit - ¢ assstance
ardior nm-mg!'rl-hl.l.rrg assistance that

Balp gl 3;
Oid tha rasidant recuire @ combiratizn of full 1. When an amivity oocurs 3 or more times.
tocal 3 or more tmes? ‘

not prooeed 5o "c” balaw If
v Mo e muﬁ-#-w;'
Didl the resider: requira oversight, ﬂﬁﬂ!ﬁh’ :

sncouragement, or susing 3 or mors Smes? asssianca at wotal 3 or more Imes,
* T coda imied assistance (2)

It none of the above are mat. oode

H none of the above ana me?,

Suparvisicn (1]

Cocde 1« Eupervesicn *Trés bax in tha algorthm ioa,

b, and o under T third H.Ill-l:l"'g abave. Tha
Insruzicn in this box only apples shan tha
thint Fula of 3 appiies, Le., an actitly cccurs
2 or mome imas and at muisiple weels, b
nct 3 Smes at any one leval (a.3., 2 imas
non=waight:baanng, 2 3mas

Ifﬂ'-ﬂ:ll:-'; soananc doas not meat the
3. do rot apply a, b, or o of tha
third Rule of 2, arawar e and than
cantinus down the algodthm.




Case Mix Quality Assurance
Review

About every 6 months, a Case Mix
nurse reviews a sample of MDS
3.0 assessments and resident
records to check the accuracy of
the MDS 3.0 assessments.

Insufficient, inaccurate or lack of
documentation to support
information coded on the MDS 3.0
may lead to an error.

14
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Poor Documentation could also
meanlll

Lower payment than the facility
could be receiving, OR

Overpayment which could lead to
re-payment to the State
(Sanctions). This is due to either
overstating the care a resident
received or insufficient
documentation to support the
care that was coded.

15



Sanctions:

Error rate 34% or greater and less than 37%
Error rate 37% or greater and less than 41%
Error rate 41% or greater and less than 45%
Error rate 45% or greater

If requested reassessments not completed within 7 days

16



MaineCare Case Mix

* Resident interviews will be accepted as coded on
the MDS 3.0—NO additional supporting
documentation is required.

e Staff interviews must be documented in the
resident’s record. If interviews are summarized in
a narrative note, the interviewer must document
the date of the interview, name of staff
interviewed, and staff responses to scripted
guestions asked.

* Follow all “Steps for Assessment” in the RAI

Manual, for the interview items.
17



MDS 3.0

Long Term Care Facility
Resident Assessment Instrument (RAI)
User’s Manual

Chapter 2

Effective Oct 2014



MDS 3.0

Long Term Care Facility
Resident Assessment Instrument (RAI)
User’s Manual

Chapter 3

Effective Oct 2014



Requirement for the 3.0

* |nitial and periodic assessments for all
their residents residing in the facility for
14 or more days.

* This includes hospice, respite, and
special populations such as Pediatric and

Psychiatric.

20



Responsibility of NF for
Reproducing/Maintaining 3.0

Federal regulatory requirements at
42CFR483.20(d) requires NF to
maintain all resident assessments
completed within the previous 15
months in the resident’s active
clinical record

21



Responsibilities of NF for
Reproducing/Maintaining 3.0

Nursing Homes may:

1. Use electronic signatures for the MDS
2. Maintain the MDS electronically

3. Maintain the MDS and Care Plans in a
separate binder in a location that is
easily and readily accessible to staff,
Surveyors, CMS etc.

22



The Alphabet Soup of MDS

OBRA = Omnibus Budget Reconciliation
Act

PPS = Prospective Payment System




Section

Title

Intant

A

ldantfication Information

H=garing., Speech, and
Viedon

Cognitive Pattams

Mood

Behavior

Prefarances for Customary
Routing and Activites

Functiocna! Stetus

Bladder and Bows

Actve Disesse Dizgnoels

Haalth Conditicna

Swallcwing/Mutritiona!
Status

OralDantal Status

Skin Conditions

I edications

Special Treatrments and
Procedurses

Rzetrainis

Participation in Assesemant
and GEoal Setting

Care Ares Assesement
{CAA} Summary

Correction Requeaat

Ageezzmant Adminatration

Obtain key informetian fo uniquely identify esch resident, nuraing homea,
type of record, Bnd reascns for BEsesement

Diocument the resident's sbility be hear, understand, and commurnicaia
with others and whether the residant experiences visusl, hearing or
speech limitationa andior difficultias.

Dietermming the resident’s aftention, orientation, and ability to register and
recall information.

dentify sigra and symptoma of mood diEtress.

identify behavioral symptoms that may cause disiress or are potantially
harmiul to the residant, or may be distressing or disruptive to faciity
residents, staff mambears or the environmeant.

Oibtain informetion regarding the resident’s preferences for his or her
daify roufine and Bctiviies

Aasess the need for essislance with activities of dally [ving (ADLs)L
g'tered gait and balance, and decressed rangs of motion

Gather informetion on the uss of bowsel and bladder appliances, the use
of and respones to wninary toileting programa, urinary and Dowsl
continence, bowel tralning programs, end bowel patierns

Code disessss thet have = relstionship to the resident’s currant
funcional, cognitive, mood or behawvior status, medicsl treatmanta,
nursing monitoring. or risk of death.

Docurmant healih conditions thet impact the resident's functionz| atatus
and guality of life.

Assees conditions that could affect the resldent’'s ability 1o maintain
adenquate nuiriticn and hydration.

Record any oral or dentel problems presant

Diocumant the risk, presence, appesrance, and change of pressura
uicers =8 well =8 other ghin uicers, wounds or lesiona. Also includes
treatmant categaories related to skin injury or evoiding injury.

Record the number of days that any type of injsction. insulin, andior
salect madications was recalved by the resident

Identify any apecisl freatmeants, procedures, and programs that the
resident received during the spacified time periods

Record the frequency that the resident was restrained by any of the
listed davicea at any timea during the day or night

Record the participation of the resident, family and/or significant othara in
the gsssssment. and to understand the resident’'s overall goals.
Documnent triggered cere sreas, whether or not & care plan has been
developed for each friggered srea. and the locstion of care ares
gassesment documaniation.

Requeat to modify or inactivats B recond slready preaent in the QIES
AEAP datsosss.

Provide billing infermation and signatures of persons completing the
gassEament.




Section A

Intent: The intent of this section is to obtain
key information to uniquely identify each
resident, the home in which he or she resides,
and the reasons for assessment.




Coding Section A
A0050 - Type of Record

 Code 1 for a new record that has not been
previously submitted and accepted in the QIES
ASAP system

 Code 2 to modify the MDS items for a record that
has been submitted and accepted in the QIES ASAP
system

e Code 3 to inactivate a record that already has been
submitted and accepted in the QIES ASAP system

26



Section A
A0310 Purpose

Documents the reason for completing
the assessment

|dentifies the required assessment
content information (item set)

33,



Section A
AO0310A Federal OBRA Reason for Assessment

0Ol. Admission
02. Quarterly
03. Annual

04. Significant change in status

05. Significant correction to prior comprehensive
06. Significant correction to prior quarterly

99. Not OBRA required

28



Significant Change Criteria

MAJOR change
Not Self-limiting

Impacts 2 or more areas of
decline/improvement (MDS 3.0 RAI
manual, pgs. 2-20 through 2-27)

Requires IDT review and/or revision
of Care Plan

29



A0310A Hospice Benefit

e Electing or revoking the hospice benefit
requires a significant change in status assessment

A0310. Type of Assessment ’

Enter Code

A. Federal OBRA Reason for Assessment '
01. Admission assessment (required by day 14) ‘
02. Quarterly review assessment J

04 Significant change in status assessment
\wicant correction to prior come*—

03. Annual as
0
. Federal OBRA Reason for Assessment

01 Admission assessment (required by day 14)
02 Quarterly review assessment
03 Annual assessment

39,



Significant Error

Significant Error —is an error in an assessment
where:

1. The resident’s overall clinical status is not
accurately represented (i.e., miscoded) on
the erroneous assessment; and

2. The error has not been corrected via
submission of a more recent assessment.

31



Assessment Scheduling

CAAls)
Asspsment Taday 1 dudmy MIDS Completion  Care Plan
MDs Referemce Date Observatien Observating Completion Dote (leem  Completfon Transmisslon
Assessment [ARD) Perind (Look Period Date (Iiem VIENEREE) Date (ltem Dhate
Assessment Code (ANI0A  (Trem AZ300) Back} Consists  {Lonk Back) FALLIITHEY Mo Loter Y@EXMCIMNe  No Later Regulatory AssEssment
Type or ANSLEF) Mo Later Than or Conssts (Mo Later Than Thom Later Than Than Requiremenit  Combinntion
Admissicn ADIOA=01 14" calender day  ARD+6 ARD+ 13 ldth calender L&ih calendar  ~ CAAs) Care Plan 42 CFR 483200 Maoy be
(Comprekensive) of the resident™s  previoos previous day of the day af the et L {Imitinl} cambined
adeission calendardeys cafendardays  resident's resident’s Duaie =7 Diare + 14 42 CFR 48320 with another
13 calender dayx) (admizsion daie  (edmission date doys days the 1dih day)
+ 13 calendar + 13 ealendar
days) days)
Anmus] A DA=03  ARDofprevicas ARD+ 6 ARD+13 ARD + 14 ARD+ 14 CAA{x) Care Plan 42 CFR 4833 Moy be
i Comprehensive] OHRA previous Previous calemdar days celendar devs Comapletion.  Compleisan (b2 Wix) cambdned
cormprehensive celendar deys  cafendar dayx Date +7 Dar=+ 14 jevery 12 with enother
aszesxment + 366 calendar caleniar muoaths) EREESSIIETH
calendar deys days days
AMD
ARD of previcus
OBEA Juarerdy
aszzssment + 92
calendar deys
A@I0A=02  ARDofprevicas  ARD+ 6 ARD + 13 ARD + 14 NiA NiA MDE 41 CFR May be
m OBRA prEvicas previous calendar days Completion  483.20{c) cambined
i assessment af ey ud-:nl:h:rdl]-.l malendar days Dai= + |4 {every 3 with enother
oype + %2 calendar montha} EREESEITIETI




Section A
A0310B PPS Assessment

Includes scheduled and unscheduled assessments

PPS Assessment

PPS Scheduled Assessments for a Medicare Part A Stay
01. 5-day scheduled assessment <€
02. 14-day scheduled assessment
03. 30-day scheduled assessment
04. 60-day scheduled assessment
05. 90-day scheduled assessment

07. Unscheduled assessment used for PPS (OMRA, significant or clinical chanc

Not PPS Assessment
99. None of the above

33



Medicare PPS Assessments

5 day

14 day

60 day a Medicare Part A Stay
90 day

Readmission/Return

SCSA PPS Unscheduled, OMRA used for a
SCPA Medicare Part A Stay

Start of Therapy (SOT)

End of Therapy (EOT) PPS Unscheduled Assessments:
Other Medicare Required

Both Start and End of Therapy Assessment (OMRA)

Change of Therapy (COT)

34



Coding Section A
A0310C PPS Other Medicare Required Assessment - OMRA

Indicates whether the assessment is related to
therapy services

Complete this item for all assessments
0. Not an OMRA assessment

1. Start of Therapy

2. End of Therapy when ARD is 1 - 3 days after last day
of therapy services

3. Start and End of Therapy
4. Change of Therapy Assessment

335



Section A
AO310E Type of Assessment

Is This Assessment the First Assessment
(OBRA, PPS, or Discharge) since the Most
Recent Admission/Entry or Reentry?

Complete this item for all assessments

346



Coding Section A

A0310F Entry/ Discharge Reporting

01.
10.

11.

12.
99.

Entry tracking record }

Discharge assessment — return not
anticipated w2

L]
Discharge assessment — return ‘ ‘
anticipated

Death in facility tracking record r o,
None of the above

...
&

Ly

3%,



Coding Section A
A0310G Type of Discharge

Discharge refers to the date a resident leaves
the facility for anything other than a
temporary LOA.

A discharge assessment is required for:

1. Discharge return not anticipated
2. Discharge return anticipated

38
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dischargs with no
retum ardicpated

EE b b gl

(AL3TOF = 107

OBRA
Assessment
Schedule After

Discharge Return

Anticipated

START HERE |

Bexident Mesds 5
Dischange
Amwmme et

the raside

Flanning ba
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Mo mors B resce
ST 4T redurm g
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tracking racord
(AO3I0F = 01" ard
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Compiete
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according o the
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schmdula

Compiais
significart change
FEE T Tl

JAD3 108 = 104"
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dhxchargs returm
articpabad
ELT LR B L]

o rea T
mharn o faslity
within 30 day

Yas

}

Complete anbry

tracking re
(ADIA1IF = "01" and

ATT00 =27

Joas B

rasideni have a
significam
changa?

Mo

+

This i=s ot 8 new
admission.
Faseme OEBRA
assesTEnt
scmdule bamed an
assessmants dooe
pricr ba discharge.
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MDS 3.0 Update for 10/1/14

A0410. Unit Certification or Licensure
Designation

1. Unitis neither Medicare nor Medicaid certified and MDS datais not required by the State
). Unitis neither Medicare nor Medicaid certfied but MDS data s required by the State

3, Unitis Medicare and/or Medicaid certified




Section A
Resident Data

A0500 through A1300

Check and double
check the accuracy
of the name and all
numbers - social
security, Medicare
and MaineCare

numbers, Date of
Birth




Section A
A1500 PASRR/ Medicaid

All individuals admitted to Medicaid

certified NFs must complete a Level |
PASRR

If the Level | screen is positive for known
or suspected mental illness, intellectual
disability, developmental disability, or
“other related conditions,” a Level Il
evaluation is performed

42



Section A
A1510- Level Il Preadmission Screening
and Resident Review (PASRR) Conditions

Complete only if at AO310A, Type of
Assessment, you have coded

01 admission;
03 annual;
* 04 significant change; or

* 05 significant correction to prior
comprehensive assessment

43



Section A
A1550- Level Il Preadmission Screening and
Resident Review (PASRR) Conditions

A1550. Conditions Related to ID/DD Status
If the resident is 22 vears of age or older, complete only if AD3 104 =101
If the resident is 21 years of age or younger, complete only if AD310A =01, 03, 04, or 05

'

Check all conditions that are related to ID/DD status that were manitested betore age 22, and are hikely to continue indetinitely

IL/UL With Urganic Candition

A. Down syndrome

B. Autism
C. Epilepsy

D. Other organic condition related to ID/DD
ID/DD Witheut Organie Condition

E. ID/DD with no organic condition

Mo lD/DD

Z. None of the above

44



PASRR

e http://www.qualitycareforme.com/MaineProv

_ider PASRR.htm




MDS 3.0 Update for 10/1/14




Section A
A2300 Assessment Reference Date (ARD)

* Designates the end of the look-back period
so that all assessment items refer to the
resident’s status during the same period of
time.

* Anything that happens after the ARD will
not be captured on that MDS.

* The look-back period includes observations
and events through the end of the day
(midnight) of the ARD.



Section B
Hearing, Speech, and Vision

Intent: The intent of items in this
section is to document the resident’s
ability to hear (with assistive hearing
devices, if they are used), understand,
and communicate with others and
whether the resident experiences visual
limitations or difficulties related to

diseases common in aged persons.
[ )

82




Section B

B0100: Comatose

BO200: Ability to Hear (with hearing aid if normally used)
BO300: Hearing Aid

BO600: Speech Clarity

B0700: Makes Self Understood

BO80O: Ability to Understand Others

B1000: Vision (with adequate light)

B1200: Corrective Lenses



Section C
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.

50



Section C
C0100

Should the Brief Interview for Mental Status (BIMS) be
conducted???

Code 0, no: if the interview should not be attempted because
the resident is rarely/never understood, cannot respond
verbally or in writing, or an interpreter is needed but not
available. Skip to C0700, Staff Assessment of Mental Status.

Code 1, yes: if the interview should be attempted because the
resident is at least sometimes understood verbally or in
writing, and if an interpreter is needed, one is available.



Section C

C0600: Should the staff assessment be conducted?

C0700-C1000 Staff assessment:
C0700 Short-Term Memory

CO800 Long-Term Memory

C0900 Memory/Recall Ability
C1000 Cognitive Skills for Daily Decision Making

Documentation required to confirm responses



Section C

C0200-C0500: BIMS resident interview
questions (scripted interview)

53



IMPAIRED COGNITION CATEGORY

B0O100- Comatose (requires supporting
documentation)

AND

Resident Interview- BIMS

Staff Assessment

54



Section C

C1300 Signs and Symptoms of Delirium
C1600 Acute Onset Mental Status Change

' DEFINITIONS
DELIRIUM

A mental disturbance

. characterized by new or
O\ acutely worsening
2’-/@ confusion, disordered
G/ S expression of thoughts,
a ' change in level of

0 consciousness or
( hallucinations.




Section D
Mood

Intent: The items in this section address mood distress,
a serious condition that is underdiagnosed and
undertreated in the nursing home and is associated
with significant morbidity. It is particularly important to
identify signs and symptoms of mood distress among
nursing home residents because these signs and
symptoms can be treatable.




Section D

D0100: Should Resident Mood Interview
Be Conducted?

If yes...
D0200 (Resident Interview — PHQ9°)

Enter the frequency of symptoms for
Column 2, Items A through |

Requires no further supporting
documentation.



Section D
D0200

D0200. Resident Mood Interview (PHQ-92)

Say to resident: "Over the last 2 weeks, have you been bothered by any of the following problems?”

If symptom is present, enter 1 {yes) in column 1, Symptom Presence.
If yes in column 1, then ask the resident: "About how often have you been bothered by this?

Read and show the resident a card with the symptom frequency choices. Indicate response in column 2, Symptom Frequency.

1. Symptom Presence 2. Symptom Frequency
0. MNo (enter 0 in column 2) 0. Meveror 1day
1. Yes{enter 0-3 in column 2) 1. 2-6 days (several days)
9. Mo response (leave column 2 2. 7-11 days (half or more of the days)
blank) 3. 12-14 days (nearly every day)

A. Little interest or pleasure in doing things

B. Feeling down, depressed, or hopeless

C. Trouble falling or staying asleep, or sleeping too much

D. Feeling tired or having little energy

E. Poor appetite or overeating

F. Feeling bad about yourself - or that you are a failure or have let yourself or your family
down

G. Trouble concentrating on things, such as reading the newspaper or watching television

H. Moving or speaking so slowly that other people could have noticed. Or the oppaosite -
being so fidgety or restless that you have been moving around a lot more than usual

. Thoughts that you would be better off dead, or of hurting yourself in some way

1.

Symptom
Presence

2

Symptom
Frequency

} Enter Scores inBoxes |

L]
[]

[]

58



Section D
D0O300

D0300 Total Severity Score

A summary of the frequency scores that
indicates the extent of potential
depression symptoms. The score does not
diagnose a mood disorder, but provides a
standard of communication with clinicians
and mental health specialists.

Total score must be between 00 and 27



Section D
DO500

Staff Assessment of Resident Mood

Look-back period for this item is 14
days.

Interview staff from all shifts who know
the resident best.

Supporting documentation is required



Do not conduct if Resident Mood Interview (D0200-D0300) was completed
Over the last 2 weeks, did the resident have any of the following problems or behaviors?
If symptom is present, enter 1 {yes)in column 1, Symptom Presence.

Then move to column 2, Symptom Frequency, and indicate symptom frequency.

1. Swr;lptm qun; 2. Symptom qu:nq = %,
0. Mo (enter Oin column 2) 0. Meveror 1day 2 )
1. Yes (enter 0-3 in column 2) 1. 2-6 days (several days) Symptom Symptom
2. 7-11 days (half or more of the days) Presance Frequency
3. 12-14 days (nearly every day) 4 Enter Scores in Boxes |

A. Little interest or pleasure in doing things

B. Feeling or appearing down, depressed, or hopeless

€. Trouble falling or staying asleep, or sleeping too much

D. Feeling tired or having little energy

E. Poor appetite or overeating

F. Indicating thats/he feels bad about self, is a failure, or has let self or family down

G. Trouble concentrating on things, such as reading the newspaper or watching television

H. Moving or speaking so slowly that other people have noticed. Or the opposite - being so fidgety
or restless that s’he has been moving around a lot more than usual

|. Statesthat life isn't worth living, wishes for death, or attempts to harm self

J. Being short-tempered, easily annoyed

Looooooogn
OOoooodgoood




Section E
Behavior

Intent: The items in this section identify
behavioral symptoms in the last seven days
that may cause distress to the resident, or
may be distressing or disruptive to facility
residents, staff members or the care
environment.

 §




BEHAVIORAL SYMPTOMS

Payment Items

EO100A Hallucinations
E0100B Delusions

E0200A Physical behaviors
E0200B Verbal behaviors
E0200C Other behaviors

EO800 Rejected care

E0900 Wandered
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Section E
E0200

Wt prewade of symptoms and their frequency

[ T

Coding:
0. Bahavior sot exbibited
1. Bshavior od this type ocoarved 180 1 days
4. Bahavior of this type codrmed 4 to & days,
B bt than claily

5. Behavior of this type ocounmed daily

e o i o e vl i R e e R e el T e B I T e Y ol T e B e e e e i

. Verbal bebavicral ymptamns directed toward sthers (=g, threat=ning
oithen, sorearming af others, carang o8 obher

L. Dthas bahavioral symploms nol direched towand othars (4.g, physcal
symptoms such a8 hittng or scratching self, pacing, rummaging, public
sl gty dwobing in bk, Fhrgeding o irmsaring ood or badiy wase,

oof werh b vocal symmpeomes like screarmang, disniparse sounds|




Section E
EO800 and E0900

E0800: Rejection of Care — Presence & Frequency
E0900: Wandering — Presence & Frequency

I E0200, Wandering - Presence & Freguency

Emigrcods | Hasthe resichent wandered]
i. Behawlor mot edkiihied == S ta E1160, Charas in Behavorsl oo Othesr Symmiomm

| Behavior of this type occured 1te 3 days
1 Behavior of this type occured 4 te 6 days, but less than daby
i Behawvior of this Uype occurmed dailly

E1000: Wandering — Impact
E1000A Risk to Self
E1000B Intrusion on others
E1100: Change in Behavior or Other Symptoms




Section F
Preferences for Customary Routine and Activities

Intent: The intent of items in this section is to obtain
information regarding the resident’s preferences for his
or her daily routine and activities.




Section G
Functional Status

Intent: Items in this section assess the need
for assistance with activities of daily living
(ADLs), altered gait and balance, and
decreased range of motion.




Section G
Payment Items

G0110A1, 2 Bed mobility: Self-performance & Support
G0110B1, 2 Transfer: Self-performance & Support
G0110I 1, 2 Toileting: Self-performance & Support
GO0110H1 Eating: Self-performance Only
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Section G
G0110

1. ADL Self-Performance 2. ADL Support Provided
Code for resident's performance over all shifts - not including setup. If the ADL activity Code for most support provided over all
occurred 3 or more times at vanous levels of assistance, code the most dependent - except for shifts; code regardbess of resident’s salf-
total dependence, which requires full staff perfarmance every time performance classification
Coding: Coding:
Activity Occurred 3 or More Times 0. Mo setup or physical help from staff
0. Independent - no help or staff oversight at any time 1. Setup help only
1. Supervisien - oversight, encouragement of cuging 2. One persan physical assist
2 Limited assistance - resident highly invelved in activity; staff provide guided maneuvering 3. Twre+ persons physical assist
of imbs or other non-weight-bearing assistance . DL activity itself iid wok aceur o fanily
3. Extensive assistance - resident involved in activity, staff provide weight-bearing support andior non-facility staff provided care

4. Total dependence - full staff performance every time during entire 7-day period 100% of the time for that activity over the
Activity Occurred 2 or Fewer Times entire 7-day period
7. Activity occurred only once or twice - activity did occur but anly once or twice : e B F

B Activity did not oceur - activity did not occur of family and/or non-facility staff provided Seif-Performance Support
care 100% of the time for that activity over the entire 7-day penod




Section G
Self Performance

1. When an activity occurs 3 or more times at any
one level, code that level.

2. When an activity occurs 3 or more times at
multiple levels, follow the “Rule of 3”.

Exceptions to the Rule of 3:
0 Independent
4 Total Dependence
7 Activity occurred one or two times
8 Activity did not occur
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Section G

G0120: Bathing
A. Self-Performance
B. Support
G0300: Balance During Transitions and Walking

G0400: Functional Limitation in Range of
Motion

A. Upper Extremity

B. Lower Extremity
G0600: Mobility Devices (check all that apply)
G0900: Functional Rehabilitation Potential



Section H
Bladder and Bowel

Intent: The intent of the items in this section
is to gather information on the use of bowel
and bladder appliances, the use of and
response to urinary toileting programs,
urinary and bowel continence, bowel
training programs, and bowel patterns.




Section H

HO100: Appliances

H0200: Urinary Toileting Program
A: Trial of a toileting program?
B: Response to trial

Wl C: Current toileting program or trial
HO300: Urinary Continence
HO400: Bowel Continence
H0500: Bowel Toileting Program
HO600: Bowel Patterns



Scheduled Toileting/Retraining

H0200C and HO500 are
part of the Restorative
Nursing Program and
will be reviewed with
Section O
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Section |
Active Diagnoses

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.




Section | Active Diagnhoses

1. Identify diagnoses in the last 60 days

— physician-documented diagnoses

2. Determine status of diagnosis
— 7-day look-back period,

— Active diagnoses have a direct relationship to
the resident’s functional, cognitive, mood or
behavior status, medical treatments or nursing
monitoring

— Only active diagnoses should be coded
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12300 Urinary Tract Infections

The look-back period for UTI (12300) differs from
other items

— Look-back period to determine an active diagnosis of a
UTl is 30 days

Code for a UTI only if all of the following criteria
are met:
— Diagnosis of a UTl in last 30 days
— Signs and symptoms attributed to UTI
— Positive test, study, or procedure confirming a UTI

— Medication or treatment for UTI in the last 30 days
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DIAGNOSES (Case Mix Items)

12000 — Pneumonia

12100 - Septicemia

12900 - Diabetes (If NO300 = 7 and 00700 = 2 or more)
14300 - Aphasia (and a feeding tube)

14400 - Cerebral palsy

14900 - Hemiplegia/hemiparesis

15100 - Quadriplegia

15200 - Multiple Sclerosis

15500 - Traumatic brain injury (Maine only)
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Section J

Intent: The intent of the items in this section is
to document a number of health conditions

#  thatimpact the resident’s functional status
" | and quality of life. The items include an

assessment of pain which uses an interview
with the resident or staff if the resident is
unable to participate. The pain items assess
the presence of pain, pain frequency, effect on
function, intensity, management and control.
Other items in the section assess dyspnea,
tobacco use, prognosis, problem conditions,
and falls.



Section J
Pain Assessment

JO100 Pain Management (5-day look-back)

J0200: Should Pain Assessment Interview be
Conducted?

Pain Interview: JO300 —J0600

JO700: Should the Staff Assessment for Pain be
Conducted?

JO800-J0850: Staff Assessment for Pain




Section J
Other Health Conditions

J1100 Shortness of Breath
J1300 Current Tobacco Use
J1400 Prognosis

4.




Section .

Problem Conditions

J1550:
A. Fever
B. Vomiting
C. Dehydrated
D. Internal Bleeding

Z. None of the above
Seven (7) day look-back period




Section J
Health Conditions

J1700 Fall History
J1800 Falls since Admission/Entry
J1900 Number of Falls since Admission

&




Section K
Swallowing/Nutritional Status

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.



Section K
Weight Loss/Gain

KO100: Swallowing disorder
KO200: Height and Weight
K0300: Weight Loss

KO310: Weight gain



Section K
Nutritional Approaches

KO510: Approaches
A. Parenteral / IV Feeding
B. Feeding Tube
C. Mechanically Altered Diet
D. Therapeutic Diet
Z. None of the above

| KO510. Nutritional Approaches

A. Parenteral/IV feeding

. While a Resident

Check all of the following nutritional approaches that were performed during the last 7 days
1.

While NOT a Resident

Performed while NOT a resident of this facility and within the last 7 days. Only check colummn 1 if 1. 2.
resichent entered (sdmisskon or reentry] [N THE LAST 7 DAYS, If reskdent last entered 7 or more days While NOT a While a
ag, leave calumn 1 blank Resident Resident

Performis while a resident of this facility and weithin the lase 7 days * Check all that apply I,

B. Feeding tube - nasogastnie oo abdominal [PEG)

D. Therapeutic diet |e.q., low salt, diabetic, low chalesteral)

Z. Mone of the above

| €. Maechanically alberad diet - require change in texture of food or quads (e, pureed tood, (! e

thuckened licguicds)
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K0510 Assessment Guidelines

The following items are NOT coded in KO510A:
v" IV medications

v IV fluids administered as a routine part of
an operative or diagnostic procedure or
recovery room stay

v" IV fluids administered solely as flushes

v Parenteral/IV fluids administered in
conjunction with chemotherapy or
dialysis

RAI Manual pages K-10 through K-12

87



KO710A Percent Intake by Artificial Route

A. Proportion of total calories the resident received through parenteral or tube feeding

1. 25% or less
2. 26-50%
3. 51% or more
B. Average fluid intake per day by IV or tube feeding

1. 500 cc/day or less
2. 501 cc/day or more

If the resident took no food or fluids by mouth or
took just sips of fluid, stop here and code 3, 51% or

more.

If the resident had more substantial oral intake
than this, consult with the dietician.



KO710B Average Fluid Intake per Day by

“HA

IV or Tube Feeding

Code for the average number of cc per day
of fluid the resident received via IV or tube
feeding. Record what was actually received
by the resident, not what was ordered.

e Code 1: 500 cc/day or less
e Code 2: 501 cc/day or more

K0710A and B (column 3) are payment
items for residents receiving nutrition via
IV or Tube Feeding
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Section L

Intent: This item is intended to record any
dental problems present in the 7-day look-

\J back period.

)

L0200, Dental

,I. Chack all that apply
"A. Broken or leosely fitting full or partial denture (chipped, cracked, uncleanable, or looss)
B. Mo natural teeth or tooth fragment(s} (edentulous)
C. Abnormal mouth tissue (ulcers, masses, oral lesions, mchuding under denture or partial if one 5 worn)
0. Obwvious or likely cavity or broken natural teeth
E Inflamed or bleeding gums or loose natural teeth
'F. Mouth or facial pain, discomfort or 'Drl:f'.ﬁﬂ.ﬂ‘i.}' with chewing
G. Unable to examine

HiEEEEninin

'Z. Mone of the above were pre-sreﬁt
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Section M
Skin Conditions

Intent: The items in this section document the
risk, presence, appearance, and change of
pressure ulcers. This section also notes other
skin ulcers, wounds, or lesions, and
documents some treatment categories related
to skin injury or avoiding injury. It is
imperative to determine the etiology of all
wounds and lesions, as this will determine
and direct the proper treatment and
management of the wound.



Section M

MO0100: Determination of Pressure Ulcer Risk
MO150: Risk of Pressure Ulcers
MO0210: Unhealed Pressure Ulcer(s)
n DEFINITIONS
W
( PRESSURE ULCER
injury to the skin andfor
underlying tissue wsually over a
, (w« pressure, or pressure in
combination with shear and/or

A pressure ulcer is localized
) bony prominence, as a result of
friction.

\
&

/

(((((



Section M
MO300 Unhealed Pressure Ulcers

MO300A: Number of Stage 1
MO0300B: Number of Stage 2

number present on admission

date of oldest stage 2 if known
MO0300C: Number of Stage 3
number present on admission

MO0300D: Number of Stage 4
number present on admission



Section M
MO300 Unhealed Pressure Ulcers

MO300E: Unstageable Related to Non-
removable dressing/device

number present on admission

MO300F: Unstageable — slough and/or eschar
number present on admission

MO300G: Unstageable — Deep Tissue
number present on admission



PRESSURE ULCERS
(Guidelines)

Do not reverse stage

“If the pressure ulcer has ever been classified at
a deeper stage than what is observed now, it
should continue to be classified at the deeper

stage”

Determine the deepest anatomical stage of each
pressure ulcer

Enter number of pressure ulcers for each stage

Pressure Ulcers are Case Mix items
— 2+ Treatments required
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Section M

MO0610: Dimensions of Unhealed Stage 3
or 4 or Eschar

MO0700: Most Severe Tissue Type for any
Ulcer

MO0800: Worsening Pressure Ulcer Status
MO0900: Healed Pressure Ulcers

M1030: Number of Venous and Arterial
Ulcers



Section M
M1040 Other Ulcers, Wounds, and Skin Problems

M1040. Other Ulcers, Wounds and Skin Problems

+ Check all that apply
Foot Problems

A. Infection of the foot (e.q., cellulitis, purulent drainage)

B. Diabetic foot ulcer(s]

C. Other open lesion{s) on the foot

Other Problems

D. Open lesion(s) other than ulcers, rashes, cuts [¢.q9., cancer lesion)
E. Surgical woundis]

F. Burnis){second or third degree}

G. Skin tear(s)

EEEREN »EN

H. Moisture Associated Skin Damage (MASD) (i.e. incontinence (JAD), perspiration, drainage)

L

L. None of the above were present



M1200 Skin and Ulcer Treatments

A. Pressure reducing device for chair
B. Pressure reducing device for bed

 do notinclude egg crate cushions of any type,
donut or ring devices for chairs

C. Turning/repositioning program

e Specific approaches for changing resident’s position
and re-aligning the body

e Specific intervention and frequency

* Requires supporting documentation of monitoring
and periodic evaluation

D. Nutrition and hydration
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M1200 Skin and Ulcer Treatments

E. Pressure Ulcer Care

F. Surgical Wound Care

G. Non-surgical Dressing (other than feet)
Do NOT include Bandaids

E. Ointments/medications (other than
feet)

F. Dressings to feet
Z. None of the above
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Section N
Medications

Intent: The intent of the items in this
section is to record the number of days,
during the last 7 days (or since
admission/entry or reentry if less than 7
days) that any type of injection
(subcutaneous, intramuscular or
intradermal), insulin, and/or select
medications were received by the
resident.

100



Section N
INJECTIONS

NO300

Record the number of days (during the 7-
day look-back period) that the resident
received any type of medication, antigen,
vaccine, etc., by subcutaneous,
intramuscular, or intradermal injection.

Insulin injections are counted in this
item as well as in Item N0O350.
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Section N
Medications

NO350 Insulin: Not a payment item for
RUG Ill (MaineCare).




Section N
Medications

N0O410 Medications Received

A.

G M mMm QO O W

Antipsychotic
Antianxiety
Antidepressant
Hypnotic
Anticoagulant
Antibiotic

. Diuretic



==

&8

Section O
Special Treatments, Procedures and
Programs

Intent: The intent of the items in this

section is to identify any special
treatments, procedures, and programs
that the resident received during the

specified time periods.




Section O
Special Treatments, Procedures, and Programs

00100. '5pe¢':ia| Trea—tmentsJr Procedures, and Pfograms
Check all of the following treatments, procedures, and programs that were performed during the last 14 days
1. While NOT a Resident

Performed while NOT a resident of this facility and within the last 14 days. Only check column 1 if 1. 2,
resident entered (admission or reentry] IN THE LAST 14 DAYS. If resident last entered 14 or more days While NOT a While a
ago, leave column 1 blank Resident Resident

2. While a Resident
Performed while a resident of this facility and within the fast 14 days * Check all that apply .l

A. Chemotherapy ruG | [ iD _
B. Radiation RUG 1Nl |:| RUG Il D RUG IV

Respiratory Treatments

C. Oxygen therapy RUG Il D D |

D. Suctioning D D |

. Tracheostomy care D D _

F. Ventilator or respirator MD D |
[ [

G. BiPAP/CPAP
Other

FIVmedicatiuns |:| D |
I. Transfusions RUG NI |:| D _

J. Dialysis /UG i | D |
[]

K. Hospice care (]

L. Respite care []

M. Isolation or quarantine for active infectious disease (does not include standard body/fluid D D |
precautions)

105



Section O
Special Treatments, Procedures, and Programs

00250: Influenza Vaccination
00300: Pneumococcal Vaccination

0 -




Section O
Special Treatments, Procedures, and Programs

O0400A. Speech-Language Pathology and
Audiology Services

00400B. Occupational Therapy
00400C. Physical Therapy

Individual minutes L
Concurrent minutes @

Group minutes
T Co-treatment minutes J/g
Number of Days
Start date
0 End date



Section O
Special Treatments, Procedures, and Programs

00400D Respiratory Therapy

\ Total minutes
Days therapy was administered

at least 15 minutes
O0400E Psychological Therapy
O0400F Recreational Therapy




Section O
Special Treatments, Procedures, and Programs

00420 Distinct Days of Therapy
00450 Resumption of Therapy




Section O
Restorative Nursing Programs

00500. Restorative Nursing Programs

Record the number of days each of the following restorative programs was performed (for at least 15 minutes a day) in the last 7 calendar days
{enter 0 if none or less than 15 minutes daily)

Mumber
of Days Technique

I p—

A. Range of motion (passive)

B. Range of motion (active)

C. Splint or brace assistance

Number | 10 ining and Skill Practice In:

D. Bed mobility

E. Transfer

F. Walking

G. Dressing and/or grooming

H. Eating andfor swallowing

I. Amputation/prostheses care

J. Communication




Section O
Restorative Nursing Programs

Nursing interventions that promote the
resident’s ability to adapt and adjust to
living as independently and safely as
possible.

Measureable objectives and interventions

Periodic evaluation by a licensed nurse

CNAs must be trained in the techniques

Does not require a physician’s order, but a licensed
nurse must supervise the activities
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Section O
Restorative Nursing Programs

* Nursing staff are responsible for
coordination and supervision

* Does not include groups with more than 4
residents

 Code number of days a resident received
15 minutes or more in each category

e Remember that persons with dementia
learn skills best through repetition that
occurs multiple times per day.
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Section O
Restorative Nursing Programs

H0200C Current toileting program

An individualized, resident-centered
toileting program may decrease or prevent
urinary incontinence, minimizing or
avoiding the negative consequences of
iIncontinence.

The look-back period for this item is since
the most recent admission/entry or reentry
or since urinary incontinence was first
noted within the facility.
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Section O
Restorative Nursing Programs

HO500 Bowel Training Program
Three requirements:

* Implementation of an individualized,
resident-specific bowel toileting program.

* Evidence that the program was
communicated to staff and resident
through care plans, flow sheets, etc.

 Documentation of the response to the
toileting program and periodic evaluation
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00600 Physician Examination Days
Assessment Guidelines

Over the last 14 days, on how many days
did the physician examine the resident?

Examinations can occur in the facility or
in the physician’s office.

Do not include:

 Examinations that occurred prior to
admission/readmission to the facility

 Examinations that occurred during an
ER visit or hospital observation stay
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00700 Physician Order Change Days

Assessment Guidelines

Over the last 14 days, on how many
days did the physician change the
resident’s orders?

Do not include the following:

* Admission or re-admission orders
 Renewal of an existing order

e Clarifying orders without changes

* Orders prior to the date of admission
e Sliding scale dosage schedule

e Activation of a PRN order
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Section P
Restraints

Intent: The intent of this section is to
record the frequency over the 7-day look-
back period that the resident was
restrained by any of the listed devices at
any time during the day or night.
Assessors will evaluate whether or not a
device meets the definition of a physical
restraint and code only the devices that
meet the definition in the appropriate
categories of [tem P0100.




Section P
Restraints

P0100. Physical Restraints

Physical restraints are any manual method or physical or mechanical device, material or equipment attached or adjacent to the resident's body that
the individual cannot remave easily which restricts freedom of movement or normal access to one's body

| Enter Codes in Boxes

Used in Bed

A. Bed rail

B. Trunk restraint

C. Limb restraint

Coding:
0. Not used D. Other
| 1. Usedless than daily
| 2. Used daily Used in Chair or Out of Bed
E. Trunk restraint
|/ F. Limb restraint

G. Chair prevents rising

H. Other




Section Q
Participation in Assessment and Goal Setting

Intent: The items in this section are
intended to record the participation and
expectations of the resident, family
members, or significant other(s) in the
assessment, and to understand the
resident’s overall goals. Discharge planning
follow-up is already a regulatory
requirement (CFR 483.20 (i)(3)).
Interviewing the resident or designated
individuals places the resident or their
family at the center of decision-making.




Section Q
Participation in Assessment and Goal Setting

Q0100 Participation in Assessment:
Who participated??

Whenever possible, the resident
should be actively involved-except in
unusual circumstances such as if the
individual is unable to understand the
proceedings or is comatose.



Section Q
Participation in Assessment and Goal Setting

Q0300 Residents Overall Expectation

* Overall expectations

* |Information source

Q0400 Discharge Plan

Q0490 Preference to Avoid Being Asked
Question Q0500B



Section Q
Participation in Assessment and Goal Setting

QO0500B Return to Community

' Q0500. Return to Community

cour Codo | B+ sk the resident (or family or significant other or guardian or legalty authorized representative if resident is unable to understand or
respond): "Dio you want to talk to someone about the possibility of leaving this facility and returning to live and
recelve services In the community?”

1. No
1. Yes

8, Unknown or uncertaln

The goal of follow-up action is to initiate and
maintain collaboration between the nursing
home and the local contact agency to support
the resident’s expressed interest in being
transitioned to community living.
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Section Q
Participation in Assessment and Goal Setting

QO0550A, Does the resident, (or family or significant
other or guardian or legally authorized representative
if resident is unable to respond) want to be asked
about returning to the community on all assessments?
(Rather than only on comprehensive assessments.)

QO0500B, what is the source of the information?



Section Q
Participation in Assessment and Goal Setting

| Has a referral been made to the Local Contact Agency? (Document reasons in resident’s clinical record)

: 0. Mo -referral not needed
_ 1. No - referral is or may be needed (For more information see Appendix C, Care Area Assessment Resources #20)
' 2. Yes - referral made




MDS 3.0 Update for 10/1/14

Section S

This section applies to the State of Maine
specific data requirements.

S0120 Residence Prior to Admission
Enter the zip code of the community

address where the resident last resided
prior to nursing facility admission.




MDS 3.0 Update for 10/1/14

S0170. Advanced Directive

A. Guardian

B. Durable power of attorney for health care

C. Living will

D. Do not resuscitate

E. Do not hospitalize

F. Do not intubate

G. Feeding restrictions

H. Other treatment restrictions

Z. None of the above



MDS 3.0 Update for 10/1/14

S0510. PASRR Level | Screening

Was a PASRR Level | screening completed?

r 0. No=> Skip to 53300 Weight-based Equipment Needed
l?ﬂ 1. Yes-> Continue to 50511 PASRR Date

9. Unknown = Skip to 53300 Weight-based Equipment Needed




MDS 3.0 Update for 10/1/14

S0511. PASRR Level | Date:
(Complete only if S0510 = 1)




MDS 3.0 Update for 10/1/14

S0513. PASRR Level | Screening
Outcome

What was the outcome of the PASRR Level | screen?
0. Screen was sent to the NF: no diagnosis, suspected diagnosis or need for specialized services

1. Screen was sent for determination of need for Level Il screen due to diagnosis, suspected diagnosis or
need for specialized services related to mental illness, intellectual disability, or other related condition



MDS 3.0 Update for 10/1/14

S$3300. Weight-based Equipment
Need

Did this resident require specialized equipment hased on weight since last assessment?

.T’ 0. No = Skip to 56020 Specialized Needs
1. Yes = Continue to $3305 Requirements for Weight




MDS 3.0 Update for 10/1/14

S3305. Requirements for Care,
Specifically related to Weight

A. Lifting device. Since last assessment, was a specialized lifting device required?

B. Wheelchair or mobility device. Since last assessment, was an oversized, non-standard wheelchair or other
mobility device required?

C. Bed. Since last assessment, was a specialized, non-standard bed required?

=

. Seating. Since last assessment, was a specialized, non-standard seat required?

rm

. More than 2 staff. Since last assessment, was 3 or more staff required to provide assistance with ADL?

Y. Other. Since [ast assessment, was other specialized, non-standard equipment required?




MDS 3.0 Update for 10/1/14

$6020. Specialized needs specifically
related to a resident’s need for a
Ventilator/Respirator

A, RN expertise, Resident needs care by an RN with specialized expertise,

B. CNAtraining. Resident needs care by CNA staff with specialized training,

C. Therapy (PT, OT, RT) expertise, Resident needs therapy (PT, OT, RT) with specialized training or expertise,

D. Equipment. Resident needs specialized equipment.

Y. Other. Resident has other needs | |

Z. None of the above




MDS 3.0 Update for 10/1/14

S$6022. Direct care by a Licensed Nurse

A. Number of days the resident required direct care by a licensed nurse on an hourly basis.
During the last 7 days or since admission/entry or reentry.

B. Number of days the resident required direct care by a licensed nurse in 15-minute intervals.
During the [ast 7 days or since admission/entry or reentry.

C. Number of days the resident required direct care by a licensed nurse in 5-minute intervals.
During the last 7 days or since admission/entry or reentry.

Enter a response for A, B, and C



MDS 3.0 Update for 10/1/14

S$6023. Direct Care by a CNA

A. Number of days the resident required direct care by a CNA on an hourly basis.
During the last 7 days or since admission/entry or reentry.

B. Mumber of days the resident required direct care by a CNA in 15-minute intervals.
During the last 7 days or since admission/entry or reentry.

Number of days the resident required direct care by a CNA in 5-minute intervals.
During the last 7 days or since admission/entry or reentry.



MDS 3.0 Update for 10/1/14

S$6024. Direct Care by a Respiratory
Therapist

A. Number of days the resident required direct care by a licensed respiratory therapist on an hourly basis.
During the |ast 7 days or since admission/entry ar reentry.

B. Number of days the resident required direct care by a licensed respiratory therapist in 15-minute intervals.
During the |ast 7 days or since admission/entry or reentry.

C. Number of days the resident required direct care by a licensed respiratory therapist in 5-minute intervals.
During the |ast 7 days or since admission/entry or reentry.



MDS 3.0 Update for 10/1/14

Resident Stays Outside of the Facility:

S$6200. Hospital Stays
S6205. Observation Stays
S$6210. Emergency Room (ER) Visits

ﬂﬂﬂﬂﬂﬂﬂﬂﬂﬂﬂ




MDS 3.0 Update for 10/1/14

Resident Stays

MM Number of hospital stays. Record number of times resident was admitted to a hospital for an overnight stay n the
last 90 days (or since [ast assessment if less than 90 days).

56205, Observation Stays

Enter Number

Number of observation stays. Record number of times resident had at least ane overnight stay without being
D admitted to the hospital since the [ast assessment.

$6210. Emergency Room (ER| Visits

et | Number of ER visits. Record number of times resident visited ER without an overnight stay i the fast 30 days (or

since [ast assessment ifless than 90 days)




MDS 3.0 Update for 10/1/14

S8010 Payment Source — To determine
payment source(s) that covers the daily
per diem or ancillary services for the
resident’s stay in the nursing facility over
the last 30 days.

e C3 —MaineCare per diem. Do not
check if MaineCare is pending

* G3 MaineCare pays Medicare Co-pay
S8099 None of the above
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S$8510. MaineCare Therapeutic
Leave Days

A, MaineCare therapeutic leave days since last assessment, Enter the number of therapeutic leave days paid by
MaineCare since the last assessment.

B, MaineCare therapeutic leave days fiscal year-to-date, Enter the number of therapeutic leave days paid by
MaingCare for State fiscal year-to-date (beginning July 1)

9



Leave of Absence, or LOA, refers to:

e Temporary home visit
e Temporary therapeutic leave

e Hospital observation stay of
less than 24h where resident is
not admitted to hospital
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S8512. MaineCare Hospital Bed-Hold
Days

A, MaineCare hospital ed-hold days since st assessment, Enter the number of hospital bed-hold days paid by
MaineCare since the last assessment.

B, MaineCare hospital bed-hold days fiscal year-to-date. Enter the number of hospital bed-hold days paid by
MiaineCare for State fscal year-to-date (neginning July 1,

|
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Section V
Care Area Assessment Summary

Intent: The MDS does not constitute a
comprehensive assessment. Rather, it is a
preliminary assessment to identify potential
resident problems, strengths, and
preferences.

... and CATS




Section V
Care Area Assessment Summary

V0100 Items from Most Recent Prior OBRA or PPS
Assessment

 Reason for assessment (A0310A and/or A0O310B)
* Prior ARD (A2300)

* Prior BIMS score (C0500)

+ Prior PHQ-9 (C0300 or C0600)

V0200: CAAs and Care Planning



Section Z
Assessment Administration

Intent: The intent of the items in this
section is to provide billing information and
signatures of persons completing the
assessment.

>’



Section Z
Assessment Administration

Majority of this section is completed by your
software.

Z0100 Medicare Part A Billing

/0150 Medicare Part A Non-Therapy
Z0200 State Medicaid Billing

Z0250 Alternate State Medicaid Billing
Z0300 Insurance Billing



Section Z
Assessment Administration

Z0400 Signature of Persons Completing the Assessment
or Entry/Death Reporting.

| certify that the accompanying information accurately reflects resident
assessment information for this resident and that | collected or coordinated
collection of this information on the dates specified. To the best of my
knowledge, this information was collected in accordance with applicable
Medicare and Medicaid requirements. | understand that this information is
used as a basis for ensuring that residents receive appropriate and quality
care, and as a basis for payment from federal funds. I further understand
that payment of such federal funds and continued participation in the
government-funded health care programs is conditioned on the accuracy
and truthfulness of this information, and that | may be personally subject to
or may subject my organization to substantial criminal, civil, and/or
administrative penalties for submitting false information. | also certify that |
am authorized to submit this information by this facility on its behalf.



Section Z
Assessment Administration

Z0400 Signature of Persons Completing the
Assessment or Entry/Death Reporting

Z0500 Signature of RN Assessment
Coordinator Verifying Assessment
Completion




Section X
Correction Request

Intent: The purpose of Section X is to identify an
MDS record to be modified or inactivated.
Section X is only completed if tem A0050, Type
of Record, is coded a 2 (Modify existing record)
or a 3 (Inactivate existing record). In Section X,
the facility must reproduce the information
EXACTLY as it appeared on the existing erroneous
record, even if the information is incorrect. This
information is necessary to locate the existing
record in the National MDS Database.



Section X
00PS! Correction Request

A modification request is used to correct a
QIES ASAP record containing incorrect MDS
item values due to:

e transcription errors,

e data entry errors,

e software product errors,

e item coding errors, and/or

e other error requiring modification
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Section X
Correction Request

An inactivation request is used to move an
existing record in the QIES ASAP database
from the active file to an archive (history
file) so that it will not be used for reporting
purposes.



Section X
Correction Request: Manual Deletion

A Manual Deletion Request is required only
in the following three cases:

1. Item A0410 Submission Requirement is
incorrect.

2. Inappropriate submission of a test
record as a production record.

3. Record was submitted for the wrong

facility. ;-
(N

151



Section X
Correction Request

X0150 Type of Provider

X0200 Name of Resident Or
X0300 Gender @3
X0400 Date of Birth ‘,@/@f)
X0500 Social Security Number

X0600 Type of Assessment

X0700 Date on existing record




Section X
Correction Request

X0800 Correction number

X0900 Reasons for Modification

X1050 Reasons for Inactivation

X1100 Name, Title, Signature, Attestation Date



Chapter 5
Submission and Correction of MDS

5.1 Transmitting MDS Data:

The provider indicates the submission authority
for a record in item A0410, Submission
Requirement.

5.2 Timeliness Criteria
5.3 Validation Edits

5.4 Additional Medicare Submission
Requirements that Impact Billing Under SNF PPS






Contact Information

MDS Help Desk: 624-4019
MDS3.0.DHHS@maine.gov
Lois Bourque RN: 592-5909
Lois.Bourgue@maine.gov
Darlene Scott-Rairdon RN: 215-4797
Darlene.Scott@maine.gov
Maxima Corriveau RN: 215-3589
Maxima.Corriveau@maine.gov
Sue Pinette RN: 287-3933
Suzanne.Pinette@maine.gov




