MDS 3.0 Training

- Case Mix Team

Office of MaineCare Services
Updated October 2014

MDS 3.0 Training Agenda

= Welcome and overview
= History

Chapter 2

= Case Mix Implications

= Chapter 3 — section by section
= Section S — State only

= Section X — corrections
= Questions

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.

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

e 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 RAI 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
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Case Mix Payment Items

Certain items coded as
RUG ll] Jservices,
conditions, diagnoses
and treatments on the
MDS 3.0 assessment
handout .

refers to
payment items for PPS
services.

MaineCare Case Mix

Maine uses a modified RUG Il Code for
Case Mix purposes.

PPS / Medicare uses RUG IV codes

Supporting Documentation for
Case Mix payment items is
required




Case Mix Weights

There are 7 Categories:
* Rehabilitation
\ ' ! - Extensive
* Special Care
* Clinically Complex
* Impaired Cognition
* Behavior
* Reduced Physical Function
» Default or Not Classified

RUG-II
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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.

Poor Documentation could also
mean...

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.




Sanctions:

2% Error rate 34% or greater and less than 37%
5%  Errorrate 37% or greater and less than 41%
7%  Errorrate 41% or greater and less than 45%
%  Error rate 45% or greater

1% I requested reassessments not completed within 7 days
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MaineCare Case Mix

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

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
questions 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

* Initial 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.
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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:

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

3. Maintain the MDS and Care Plansin a
separate binder in a location that is
easily and readily accessible to staff,
Surveyors, CMS etc.
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The Alphabet Soup of MDS

OBRA = Omnibus Budget Reconciliation
Act

PPS = Prospective Payment System

OMRA = Other Medicare Required
Assessments (SOT, EOT, COT)

ARD = Assessment Reference Date
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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.
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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

Code 3 to inactivate a record that already has been
submitted and accepted in the QIES ASAP system
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Section A
A0310 Purpose

Documents the reason for completing
the assessment

Identifies the required assessment
content information (item set)

3%7




Section A
A0310A Federal OBRA Reason for Assessment

01. 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

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
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A0310A Hospice Benefit

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

AP0, Type of Assessment ]'

A, Fadwral OBRA Reason For Assessment |
1. Adr S SecE BT (PR red By day 14

] Vi CuAr Ty revisw psRssment i

A. Federal OBRA Reasan for Assessment

01 Admission assessment [required by day 14)
02 Quarterly review assessment

02 Annual assessment

04 significant chande in status assessmant

ignificant correction Lo prior
‘TQD

10



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

e

orprebzanat

e
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Section A
A0310B PPS Assessment

Includes scheduled and unscheduled assessments

PP Assessment

PPS Scheduled for a Medicare Part A Stay
1. Seday rcheculed asseey —

2. 14-day scnsvuled ass r
08, 30-day scocculed assessment

04, 80-day schcculed asscssment

5. 90-day scheculed assessment

PPS Unscheduled Assessments for a Medicare
47, Unscheduled assessment used for PRS |
Mot PPS Agsessment

48 None of the above

art A Stay
sgnfirant ar clinlcal chang
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Medicare PPS Assessments

5 day

14 day

30 day f PPS Scheduled Assessments for

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)
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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

35,

Section A
AO0310E 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

3%6
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Coding Section A
A0310F Entry/ Discharge Reporting

01. Entry tracking record Fi
10. Discharge assessment — return not

anticipated (
11. Discharge assessment — return ‘
anticipated
12. Death in facility tracking record f
99. None of the above ’

tq

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

l

OBRA
Assessment
Schedule After
Discharge Return
Anticipated

13



MDS 3.0 Update for 10/1/14

A0410. Unit Certification or Licensure
Designation

1. Unitis neither Medicare nor Medicaid certfied and MDS data s not required by the State
2. Unitis neither Medicare nor Medicaid certfied but MDS data i recuived by the State
3, Units Mecicare andor Medicaid cerified

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

14



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

A1550, Conditions Related to |D/DO Status
¥ thz ‘esddent 15 14 yeas of age o older complate only IF ALSTUA =11
¥tha residentis 21 pears of sge eryeunger, campleta orky f ADZI0A — 01, 02, 04, or 05

1 WL With Urnganes Lanait-an
A, Dewn syndrome

]_I CRatk all £orditions thal are related 16 1000 SEMMA [1LA8 Worir 1anested DE0i mor 24, A0 are By (0 COnnLe I0oe ey |

B. Autism
€. Epilepsy

[ Ocher organic cendition relatac to IDTD
ID/DD Without Drgark Conditien.
E. ICuDD with no orgam« conditien

NolDiDD
2. Hanzof the abave

PASRR

* http://www.qualitycareforme.com/MaineProv
ider PASRR.htm
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MDS 3.0 Update for 10/1/14

A1900

A1900JAdmisslon DateliDate this episade of care In this facility bagan)

LLIFCL LT

ety Day Ve

Episode vs Stay

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.

il o B
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Section B

B0100: Comatose

B0200: Ability to Hear (with hearing aid if normally used)
B0300: Hearing Aid

B0600: Speech Clarity

B0700: Makes Self Understood

B0800: 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.

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.

17



Section C

C0600: Should the staff assessment be conducted?

C0700-C1000 Staff assessment:

C0700 Short-Term Memory

C0800 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)

IMPAIRED COGNITION CATEGORY

B0100- Comatose (requires supporting
documentation)

AND

Resident Interview- BIMS

Staff Assessment

54
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Section C

C1300 Signs and Symptoms of Delirium
C1600 Acute Onset Mental Status Change
DEFINITIONS
? DELIRIUM
A mental disturbznce

[ tharactaized by raw ar
acutely worganing

@ corfusior. disordarad

E expressior of thougnts,

L rhange n lzvel ot
CONGOCUSNEEs o
hallucinalions.
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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.

19



Section D
D0200
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Section D
D0300

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
D0500

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
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D0600 = Total Severity Score (Enter score of 00 to 30)

D0650 = safety notification if there is a possibility of resident self harm
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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
EO0100A Hallucinations
E0100B Delusions

E0200A Physical behaviors
E0200B Verbal behaviors
E0200C Other behaviors

E0800 Rejected care

E0900 Wandered

63
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Section E
E0200

[e0230. Borsvwml 2ymptom- Freserce wFrocusicy

-
s ype soaired 1 § days
L cuired 48 day,

E0300: Overall Presence of Behavioral Symptoms
E0500: Impact on Resident
E0600: Impact on Others

Section E
EO800 and E0900

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

00, Wanckerivg - Foeience B Frecuency
[ T rsp——)
[

Skt E110, 3 arCthe Sywproms
1 Bekavar sfthis oype sscwmed 11 1 days

2 Bekavor sfthis oype scemecdte 5 days, burless han daly

3 Bekiveer ofthii typs securicdaly

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.

a
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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

GO0110A1, 2 Bed mobility: Self-performance & Support
G0110B1, 2 Transfer: Self-performance & Support
G0110I 1, 2 Toileting: Self-performance & Support
GO0110H1 Eating: Self-performance Only

Section G
GO0110

pertarreamy o il i
o e Al s b
ivhich requines fuil ¥ performance svecs tine

perlormance clenifzatio
Cading:
& Wazetup o pys zl help bor 2t

1. L
Salf-Pasformancy | Suppent

FEnber CodesinDones
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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

70

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.

i
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Section H

H0100: Appliances

H0200: Urinary Toileting Program

A: Trial of a toileting program?
j B: Response to trial

" C: Current toileting program or trial

H0300: Urinary Continence
H0400: Bowel Continence
HO0500: Bowel Toileting Program
HO0600: Bowel Patterns

Scheduled Toileting/Retraining

H0200C and HO500 are
part of the Restorative
Nursing Program and
will be reviewed with
SectionO o 1'
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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.

25



Section | Active Diagnoses

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

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 UTl in the last 30 days

77

DIAGNOSES (Case Mix Items)

12000 — Pneumonia

12100 - Septicemia

12900 - Diabetes (If N0300 = 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)

78
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Section J

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

J0100 Pain Management (5-day look-back)

J0200: Should Pain Assessment Interview be
Conducted?

Pain Interview: J0O300 —J0600

J0700: Should the Staff Assessment for Pain be
Conducted?

J0800-J0850: Staff Assessment for Pain

Section J
Other Health Conditions

J1100 Shortness of Breath
J1300 Current Tobacco Use
J1400 Prognosis

j.4
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Section J
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

11800 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
1;‘4 ) dietary staff to ensure that items in this
iy section have been assessed and calculated
accurately.

»
4

/
y
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Section K
Weight Loss/Gain

K0100: Swallowing disorder
K0200: Height and Weight
K0300: Weight Loss

v K0310: Weight gain

Section K
Nutritional Approaches

K0510: Approaches
A. Parenteral / IV Feeding
B. Feeding Tube
C. Mechanically Altered Diet
D. Therapeutic Diet
Z. None of the above

K0510 Assessment Guidelines

The following items are NOT coded in KO510A:

v/ IV medications
7 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

29



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 cciday or less
2. 501 ec/day or mare

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.

K0710B Average Fluid Intake per Day by
IV or Tube Feeding

H 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

89

Section L

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

Lo, Dental
| checkatihacappiy

T A Wrckan or Facesly REing Wil ot partial o
(B Mo vatual testh o tooth fra ied
& Bhaormal mearh tiene ok
T Oious o likaly cavity s
£ nflaned us blowdiag guws o1 kuse vaturs testh
F. Mouth or fadial paln, disesmrert or diffionty aith chawmg

0 o
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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
%‘q and direct the proper treatment and
%‘,i & management of the wound.

Section M

MO0100: Determination of Pressure Ulcer Risk
MO0150: Risk of Pressure Ulcers
MO0210: Unhealed Pressure Ulcer(s)

cn DEFINITIONS
W
(‘ ) PRE33URE ULCER

( y ' A Jressure uloer s loczlizec

injury to the ekin andier

underying tissue usualy ove-a

bery piorinence, s a resull of
( (@ [Pressure, or prESSUre In

combingtion with ehear andicr
Mriclion.

Section M
MO0300 Unhealed Pressure Ulcers

MO0300A: 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

31



Section M
MO0300 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

MO0300G: 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

95

Section M

MO0610: Dimensions of Unhealed Stage 3
or 4 or Eschar

MO0700: Most Severe Tissue Type for any
J' &@' Ulcer

MO0800: Worsening Pressure Ulcer Status
MO0900: Healed Pressure Ulcers

M1030: Number of Venous and Arterial
Ulcers

A
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Section M

M1040 Other Ulcers, Wounds, and Skin Problems

M1040, Other Weers, Wounds and Skia Problems
b Checeallthatapply
| Faet Prolens

A Infaction of the fost (=g, ool uliiis, parulent dreinage:
B Disbetic foot ueer(:)

€ Other sper lnizaial on the foot
| Dthar Broblams

U, Upen lesionl sl cthar than ulcers, rashes, cists 2.3, sarcs l=sion)
| E. Surgical woundis)

F. Burnis] {secnind e shird degres:

G Skin tearie)

H. Mo isted Skin [ D) [, incont rence (AT, parspirssion, drsinagel
| Wonz of the Abeve

L honeofthe sbove were present.

M1200 Skin and Ulcer Treatments

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

* do not include egg crate cushions of any type,
donut or ring devices for chairs

C. Turning/repositioning program

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

* Specific intervention and frequency

* Requires supporting documentation of monitoring
and periodic evaluation

D. Nutrition and hydration

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

99
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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

NO0300

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 N0350.

Section N
Medications

NO0350 Insulin: Not a payment item for
RUG Ill (MaineCare).

A. Insulin Injections administered
B. Orders for insulin

k€
k. -
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Section N
Medications

N0410 Medications Received
A. Antipsychotic

Antianxiety

Antidepressant

. Hypnotic
Anticoagulant
Antibiotic

. Diuretic

O mMmMmMmOoOO®
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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

TR Sy ToeAr At vt A Frograt
Tkl ot et oo e e

1. 2
WnieloTa wakas
Pk A
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Section O
Special Treatments, Procedures, and Programs

00250: Influenza Vaccination
00300: Pneumococcal Vaccination

106

Section O
Special Treatments, Procedures, and Programs

00400A. Speech-Language Pathology and
Audiology Services

00400B. Occupational Therapy

00400C. Physical Therapy
Individual minutes
Concurrent minutes
Group minutes

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

Section O
Special Treatments, Procedures, and Programs

s 00400D Respiratory Therapy
\ Total minutes
Days therapy was administered
at least 15 minutes

0O0400E Psychological Therapy
O0400F Recreational Therapy

108
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Section O
Special Treatments, Procedures, and Programs

00420 Distinct Days of Therapy
00450 Resumption of Therapy

109

Section O
' Restorative Nursing Programs

DUEDY, Hestoratis Nussang Progirams
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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

* Remember that persons with dementia
learn skills best through repetition that
occurs multiple times per day.

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
incontinence.

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:

e Examinations that occurred prior to
admission/readmission to the facility

e Examinations that occurred during an
ER visit or hospital observation stay

115

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

* Clarifying orders without changes

* Orders prior to the date of admission
Sliding scale dosage schedule
Activation of a PRN order

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 Item P0100.
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Section P
Restraints
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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.
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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 Q05008

Section Q
Participation in Assessment and Goal Setting

QO0500B Return to Community

|
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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.

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.)

Q0500B, what is the source of the information?
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Section Q
Participation in Assessment and Goal Setting

Oos0a. Referral

Han arefersal Eeen mache (2 the Lo al Cardac) Sgeney?
0. Mo - refstral pot resciss
1. No reformlis oF may e neede {Har mee imation see Aapende: € Care Area fesssement Rescutees 42
2. Yas - refoeral made

e i i gl al e
e

Who is the Local Contact Agency for Maine?
Long Term Care Ombudsman Program
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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.

[T T 1]

MDS 3.0 Update for 10/1/14

S$0170. Advanced Directive

. Guardian

. Durable pawer of attorney for health care

. Living will

o (nNn|m »

. Do not resuscitate

E. Do not hospitaliza

-

. Do not intubate

. Feeding rastrictions

. Dther treatment restrictions

Lo 1 |

. None of the above
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MDS 3.0 Update for 10/1/14

S0510. PASRR Level | Screening

Was a PASRR Level | screening completed?
0. Mo - Skip to 53300 Weight-nased Lquipmert Yeeded
1. Yes = Conlinue Lo 50511 PASRR Dale
9. Unknown = Skip 1o 53300 Weight-nased Fruipmant Needed
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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

Whiat vias the auteame of she PASKR Level | sereen?
(1 Sereanwas sart b the NF: a disgnos s, susaected disgness e naed for specilid sanices

1 Seragnwas sart for dotersivation o naed for Lovell ccrman due b diagnos's, e.souctee dignes's ot
éed for speciziaed services alateel o menal lrass, ntellectaalcsabiliny, o other refates condition
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MDS 3.0 Update for 10/1/14

$3300. Weight-based Equipment
Need

Di this resident require specialized equipment basea on weight since last assessment?
0. ho i to S6220Saeca ined Neads

1, Yes 3 Comsnue to $3305 Requirements for Weight
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MDS 3.0 Update for 10/1/14

$3305. Requirements for Care,
Specifically related to Weight

b Uit device. sine 2 ssceumer, wan 2 spesabeen g dwice vsourad®
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¥, Other. 5 -celact aszascmant. was cther spec al 222, ror-standard ec iprert raguirad:

MDS 3.0 Update for 10/1/14

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

4. Rlexperise, s 22y 2acscaraby an A o b pec alizec enoertizz.

B, CNARraming Fesider | need: czre oy CHA 52T it sa2ca z2c Taining

(. Therapy |77, CT, RT) expertise, Residert nezcs therapy F7, CT, 371 witspeciel seg brain rg or exoertizs.

0. Equiprent Residen: needs szac glizad equinment.

Y. Otber. Fesize nas cthe reeds |

1 Noreol the abova
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MDS 3.0 Update for 10/1/14

$6022. Direct care by a Licensed Nurse

. Mumberof day: tne resident reguired dir
Dum g the lest 7 cavs or since acmiss angentry

2=

212 by 2 licensed nursz o1 an hcarly basis
sentry.

m

numbarof days 7P reskient renulred d
D= the lost 7 covs or tince acmissin/entry

212 by 7 linensed nrsp In 15-m inite nrenizls.
- reentry.,

o

Murber af day: the resident reguired di
D= g the lest 7 cavs or since acmiss ongen

2ra by 3 licensed nurse in S-minuiz intervalz,
" or rEentry.

Enter a response for A, B, and C
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MDS 3.0 Update for 10/1/14

$6023. Direct Care by a CNA

A, Number of days the residentreguired direct carz by @ LA 0 an nourly basis.
[irng he =7 mays o since acmissin s entry ar resntry.

B. Number of davs the resldenzraguired direct carz by 3 ChA In 15-minute Intervals.
Lurngthe 2227 £2ys £ since acmission/ontry g

v

€ Number of days the resldenzraguirec direct carz by 2 CNA In 5-minute Irtervals,
Curing the =527 cays oo since admiszlon/emtry or reentry,

MDS 3.0 Update for 10/1/14

$6024. Direct Care by a Respiratory
Therapist

& Numasr o dags s eesident requined direck care g a lizanaed e oabeey basrapist on ae haurly ans,
Luring 92 lzst 7 cays of sinca scmissian/entry o =gemry

B, Number of days (e resideni e o] direcl cere op 4 Doensed revaraicey Urerapisl in 23 nimass imisrvads.
Turirg S lash T raysar sines aemissinaientny ey

o

Numier of days {22 resident reguired direct czre oy alicensed resa ratory baerapistin S-min bz intervais,
Luring 92 lzst ¥ cays of ginca acmission/entry ar g€y

45



MDS 3.0 Update for 10/1/14

Resident Stays Outside of the Facility:

$6200. Hospital Stays
$6205. Observation Stays
$6210. Emergency Room (ER) Visits
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MDS 3.0 Update for 10/1/14

Resident Stays

W N mee of szl stays, Reens ourher = fimes sicant s st e hese I zierizt o3 nhe
s W2 tzwsdarsizs zed aesman Flpss than 50 zas

55305, Dbservation Stays
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55210, Emergency Room [ER) Visits
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L

MDS 3.0 Update for 10/1/14

$8010 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.
* C3 — MaineCare per diem. Do not
check if MaineCare is pending

* G3 MaineCare pays Medicare Co-pay
$8099 None of the above
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MDS 3.0 Update for 10/1/14

$8510. MaineCare Therapeutic
Leave Days

A WaineCaratherape.si s das siea 2 assassten, eyt e of erapesic ezve deypas by
Wil since e bl s |

B, NiineCare theqy
lanalaelr ¥
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et esin g v L
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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

MDS 3.0 Update for 10/1/14

$8512. MaineCare Hospital Bed-Hold
Days

A, MaieCarehoggta bec-hold davs s e ast assesamen, £ e mogeofho e badnoe ds aidly
N i the s i,

B, WhineCis hogital secholddays fsalveardodat, St -he oo/ - beco s cagsaid oy
bainaCerefor St fia ymsrnaate aesiming 1

el
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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
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Section V
Care Area Assessment Summary

V0100 Items from Most Recent Prior OBRA or PPS
Assessment

* Reason for assessment (A0310A and/or A0310B)
« 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.

s 4
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Section Z
Assessment Administration

Majority of this section is completed by your
software.

70100 Medicare Part A Billing

70150 Medicare Part A Non-Therapy
20200 State Medicaid Billing

20250 Alternate State Medicaid Billing
20300 Insurance Billing

15

Section Z
Assessment Administration

20400 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

Imini: ive p Ities for submitting false infor i | also certify that |
am authorized to submit this information by this facility on its behalf.
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Section Z
Assessment Administration

70400 Signature of Persons Completing the
Assessment or Entry/Death Reporting

20500 Signature of RN Assessment
Coordinator Verifying Assessment
Completion
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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 Item 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.

148
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Section X
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

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.
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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. /o
&

Section X
Correction Request

X0150 Type of Provider

X0200 Name of Resident ‘r
X0300 Gender @3
X0400 Date of Birth a’@“"i

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
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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

P [

It's QUESTION TIME!!

€ @

Contact Information

* MDS Help Desk: 624-4019
MDS3.0.DHHS@maine.gov

¢ Lois Bourque RN: 592-5909
Lois.Bourque@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
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