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BACKGROUND

The Social Security Act - Sec. 1819 and 1919 and the OMNIBUS BUDGET RECONCILIATION ACT of 1987 (OBRA 87) mandated that all certified Title 18 (Medicare) and Title 19 (Medicaid) facilities conduct a comprehensive, accurate, standardized and reproducible assessment to assist in identifying each resident's medical, mental, and psychosocial needs. OBRA 1987 also mandated that facilities provide necessary care and services to help each resident attain or maintain their highest practicable well being. Facilities must ensure that residents improve when possible and do not deteriorate unless the resident’s clinical condition demonstrates that the decline was unavoidable.

The assessment form recommended by the Health Care Financing Administration (HCFA) was the Minimum Data Set (MDS) 2.0 Assessment. The original MDS+ assessment was implemented 10/1/90. At that time Maine was participating in the Case Mix Quality and Payment Demonstration Project with New York, Texas, Mississippi, Kansas and South Dakota. On April 1, 1998, Maine discontinued using the MDS+ and started using the MDS 2.0.

OBJECTIVE

All citizens have the RIGHT to a dignified existence and to have care that permits one to attain or maintain one’s highest degree of physical, mental and psychosocial well-being.

RESIDENT ASSESSMENT INSTRUMENT (RAI)

The RAI utilizes clinical competence, observational skills and assessment expertise from all disciplines to develop an individual plan of care. The plan of care then becomes the resident’s unique path toward achieving and maintaining his/her highest level of well-being.

The form identifies residents holistically as individuals for whom quality of life and quality of care are mutually significant and necessary.


1. Based on current Standards of Care


2. Never intended to be a static instrument


3. Evolves to keep pace with changing or evolving practices


4. Only items added to be of clinical benefit

RAI CONSISTS OF:

· Minimum Data Set (MDS) 2.0
The MDS is a functional assessment tool that identifies most of the resident’s strengths, weaknesses, needs and preferences. 

· TRIGGERS

Identify one or a combination of MDS item responses specific to a resident that alert the assessor to the resident’s possible problems, needs or strengths. The MDS responses indicates that clinical factors are present that may or may not represent a condition that should be addressed in the plan of care. Triggers merely “flag” conditions necessary for the team to consider in making care planning decisions.

· Resident Assessment Protocols (RAPS)

The “problem oriented” framework for in-depth assessment of a resident’s actual or potential problems (“triggered” conditions). RAPs function as facilitators to assist the team in analyzing assessment findings. 

Note: The RN coordinator must sign and date the Raps Summary Form (VB1 and VB2) to certify completion of the RAP review. A “hard” copy of the assessment must be in the clinical record or readily accessible for the last 15 months.

The RAI must be completed on any resident who is in a NF at least 14 days, regardless of diagnosis, age, or payment source (includes hospice & respite).

Comprehensive Assessment

· Completed initially, annually and for significant change

· Consist of MDS and Triggers and RAPs

Purpose of the RAI:

1. The CORE of care plan development 

2. Quality Indicators

3. Case Mix Payment System – Resource Utilization Groups (RUGs) III version 5.12 (M)

See also:

· HCFA LTC Resident Assessment Instrument User’s Manual – Version 2.0, revised 12/02 and effective 1/01/03.

MDS 2.0 Definitions

ATTESTATION:

The RN Assessment Coordinator signs (attests) and dates R2a-b certifying the completion of (not the accuracy of) all portions of the MDS. Each staff member who completes any portion of the MDS must sign and date the MDS (at AA9) and indicate beside their signature which portions they completed.

AUTOMATION:

This is the process of transmission of MDS data in a computerized environment. 

EDITING:

Verification that the computer responses match the paper responses of the official facility MDS.

ENCODING:

This is simply the process of entering MDS Data information into codes that the computer can read.

PAYMENT ITEMS:

These are certain services, conditions, diagnoses and treatments that are on the MDS.  They place a resident into one of the 7 major RUG groups

QUALITY INDICATORS:

Are indicators of quality.  A flag.  The MDS is the source document for these indicators.

RUG:

Resource Utilization Group 

SEQUENCING:

This is the order in which forms are completed and transmitted to the State.

ROSTERS:

Roster are “lists” of residents. It is important to check the HFCA MDS web site (where your MDSs are submitted) for your draft payment roster. A notice is posted when your the roster is available. It is very important that you review and make corrections if necessary. Alert your data entry person to notify you when the roster is available. (See Appendix A – Payment Rosters)
MDS 2.0

Completed for:

All residents regardless of diagnosis, age, length of stay, payment mechanism. (includes Hospice and Respite residents)

Completion Schedule:

Medicaid – There must always be an entry at AA8a and there may or may not be an entry at AA8b. Do not use the following combinations:

AA8a=0 & AA8b=blank





AA8a= 0 & AA8b=6

Medicare – There must always be an entry at AA8b

(See Appendix B - Medicaid and Appendix C - Medicare)

Assessments:

Initial- (Comprehensive Assessment–includes Triggers & RAPS) Must be completed by the 14th post admission day as indicated by the date at Vb2. [page 2-6]

Reminder: Care Plan must be developed within 7 days of completing the assessment.

Quarterly Assessment: Must be completed (R2b) by the 90th day from the last assessment. (Full Assessment-no Triggers/RAPS) [page 2-13]

Annual Assessment: (Comprehensive Assessment) Must be completed within 365 days from the last Comprehensive Assessment. [page 2-7]

Readmission: Complete only if Significant Change has occurred. (Medicaid only)
Significant Change assessment: A Comprehensive Assessment that must be

completed by the 14th day after the change was observed. [page 2-9, 10]

Significant Correction of prior assessment: Completed at the discretion of a facility when they note that erroneous data has been submitted. New observation period and date.

MDS 2.0

Nurse Requested Assessment: An Assessment that has been requested by a Nurse Reviewer and must be done within 7 days of the request. Must set a new assessment reference date (A3a). Do not use the assessment reference date of the incorrect assessment. If it falls within or near the time frame for a regularly scheduled assessment then it may replace that assessment. Code in AA8a as the type of assessment you are correcting (i.e., 05-Quarterly, and in AA8b as 6-Other State Required Assessment). Exception: if you are redoing an Admission assessment code as an Annual (02) in AA8a.

Retain the hard copy of the incorrect assessment in the resident record.

*Guidelines For Determining Significant Change in Resident Status 

[page 2-9-11]

A “significant change” is defined as a major change in the resident’s status that:

1. Is not self-limiting

2. Impacts on more than one of the resident’s health status; and

3. Requires interdisciplinary review or revision of the care plan.

Actions:
1. Document the nature of the change

2. Consult with the attending physician

3. Complete a new assessment within 14 days of the first clinical notation.

Significant Change Assessment - Decline in Status

· A significant change assessment is appropriate if there is a consistent pattern of changes with two or more areas of decline.


Resident’s decision-making changes from 0 or 1 to 2 or 3 for B4;


Emergence of sad or anxious mood pattern as a problem that is not 


easily altered (E2);


Increase in the number of areas where Behavioral Symptoms are coded as “not easily altered” (i.e., an increase in the number of code “1”s for E4B);


Resident’s incontinence pattern changes from 0 or 1 to 2, 3, or 4 (H1a or b), or there was placement of an indwelling catheter (H3d);

MDS 2.0

Significant Change Assessment - Decline in Status


Any decline in an ADL physical functioning area where a resident is newly coded as 3, 4, or 8 (Extensive assistance, Total dependency, Activity did not occur) for G1a;


Emergence of unplanned weight loss (5% change in 30 or 10% change in the last 180 days) (K3a);
(See Appendix D)

Emergence of a pressure ulcer at Stage II or higher, when no ulcers were previously present at Stage II or higher (M2a);


Resident begins to use trunk restraint or a chair that prevents rising when it was not used before (P4c and e);


Overall deterioration of resident’s condition; resident receives more support (i.e., in ADL’s or decision-making) (Q2 = 2);


Emergence of a condition or disease in which a resident is judged to be unstable (J5a).

· A significant change assessment is appropriate if there is a consistent pattern of changes, with two or more areas of improvement: [page 2-10]


Any improvement in an ADL physical functioning area where a resident is newly coded as 0, 1, or 2 when previously scored as a 3, 4, or 8 (Gia);


Decrease in the number of areas where Behavioral Symptoms or Sad or Anxious Mood were coded as “not easily altered” (E2 and E4B);


Resident’s decision-making changes from 2 or 3 to 0 or 1 (B4);


Resident’s incontinence pattern changes from 2, 3, or 4 to 0 or 1 (H1a or b);


Overall improvement of resident’s condition; resident receives fewer supports (Q2 = 1).

MDS 2.0

Instances In Which a Significant Change Assessment Is Not Required


Reassessments are not required for minor or temporary variations in the resident’s status. However, staff must note the transient changes in the resident’s status in the resident’s record and implement necessary clinical interventions. [page 2-11]

Guidelines:


Discrete and easily reversible cause(s) documented in the resident’s record and for which the interdisciplinary team can initiate corrective action.


Short-term acute illness such as mild fever secondary to a cold from which the interdisciplinary team expects the resident to fully recover.


Well-established, predictable cyclical patterns of clinical signs and symptoms associated with previously diagnosed conditions (e.g., depressive symptoms in a resident previously diagnosed with bipolar disease would not precipitate a significant change assessment).


Instances in which the resident continues to make steady progress under the current course of care. Reassessment is required only when the condition has stabilized.


Instances in which the resident has stabilized but is expected to be discharged in the immediate future. The facility has engaged in discharge planning with the resident and family, and a comprehensive reassessment is not necessary to facilitate discharge planning.


In an end-stage disease status, a full reassessment is optional, depending on a clinical determination of whether the resident would benefit from it. The facility is still responsible for providing necessary care and services to assist the resident to achieve his or her highest practical well-being. However provided that the facility identifies and responds to problems and needs associated with the terminal condition, a comprehensive reassessment is not necessarily indicated. (Documented at item J5c on the resident’s most current MDS.)

Forms

Basic Tracking Form-(Section AA) Completed with each assessment.

Full Assessment Form-(Section A-U) Completed with each assessment

Comprehensive Assessment Form-(Section A-VB) Completed initially, annually and for significant change. (MDS and Triggers/RAPS) 

Background Form (Face Sheet)-(Sections AB, AC, AD) Completed only on initial assessment. (or if the resident has been discharged with no anticipation of return and is then readmitted - considered a new admission).

Discharge Tracking Form-Completed when the resident is admitted to the hospital with or without an expectation of return. This form must be completed whenever a resident is discharged from the facility for reasons other than temporary visit home. (Do not factor in bed holds. They are not relevant to the MDS system.) [page 3-2]

Do not complete for a temporary visit home or for hospital stays without admission of less than 24 hours. This is the only form that always must be completed within 7 days of discharge.

Reentry Tracking Form-Completed whenever a resident returns to the facility after a temporary discharge (return anticipated). Must be within 7 days of the reentry date. This is the only form that always must be completed at the time of a resident’s reentry to a facility after a temporary discharge. (If the resident reenters and meets the significant change criteria, a full assessment must be completed.)

(See Appendix E – Discharge and Reentry Flowchart)

Correction Request Form-This form is used to make corrections to the data by inactivating or modifying an assessment. [page 19 of this manual]

Unable to Complete: -If a resident expires or is discharged within 14 days of admission there is no obligation to complete or submit an MDS assessment. If an assessment has been started then whatever portions of the RAI completed must be maintained in the resident record. A discharge tracking form must be submitted with a code of 08 (Discharged prior to completing initial assessment). 

If an assessment was able to be completed then it should be submitted with a Basic Tracking Form and a Discharge Tracking Form coding the appropriate disposition (06-Discharged return not anticipated, 07-Discharged return anticipated). [page 2-6]

Forms

Official Assessment: 

The “official” or “hard copy” is generated from the computer data and is to be maintained in the clinical record.

The RN Coordinator and all participating discipline contributors are to review, sign and date this copy.

The assessment is coordinated or conducted by a RN who signs and dates his/her name to certify completion.

Each discipline records the sections that he/she completed, signs and dates to certify accuracy of their sections. [page 2-17]

The RN Coordinator must also sign and date the RAP summary form, signifying the completion of the RAI process (within 14 days of admission to facility).

The completed MDS must be maintained in the resident clinical record (or be readily accessible) for 15 months. [page 2-18]

MDS 2.0 Definitions/Clarifications

Assessment Reference Date: (A3)

To establish a common reference point for all staff participating in the resident’s assessment. 

A3a – Last Day of Observation Period – This date refers to a specific endpoint in the assessment process. The date sets the designated endpoint of the common observation period and all MDS items refer back in time from this point. [page 3-29]

Hemiplegia/Hemiparesis:

Paralysis/partial paralysis (temporary or permanent impairment of sensation, function, motion) of both limbs on one side of the body. Usually caused by cerebral hemorrhage, thrombosis, embolism or tumor. There must be a diagnosis in the resident’s chart.

Paraplegia:

Paralysis (temporary or permanent impairment of sensation, function, motion) of the lower part of the body including both legs. Usually caused by cerebral hemorrhage, thrombosis, embolism, tumor or spinal cord injury.

There must be a diagnosis in the resident’s chart.

Quadriplegia:

Paralysis of all four limbs. Usually caused by cerebral hemorrhage, thrombosis, embolism, tumor, spinal cord injury and/or disease process (MS, Huntington’s). There must be a diagnosis in the resident’s chart.

Dehydration:

Output exceeds intake.

Must have at least 2 of the following:

1.
Takes in less than the 2500 ml/24 hour (water, liquid in beverages, water 
in food).

2.
Clinical signs of dehydration.

3.
Fluid loss exceeds intake (e.g., loss from vomiting, fever, diarrhea, that 


exceeds replacement).

Note:  If the resident doesn’t meet the criteria for dehydration he/she may still have insufficient fluid intake (J1d- did not consume all/almost all liquids provided during the last 3 days).

MDS 2.0 Definitions/Clarifications

Delusions:

Fixed false beliefs not shared by others that the resident holds even when there is obvious proof to the contrary.

Hallucinations:

False perceptions that occur in the absence of any real stimuli. May be auditory, visual, tactile, olfactory and/or gustatory.

Fever: Rectal temperatures above 100 ° F. are considered significant in the elderly nursing home population. A fever is present when the resident’s temperature 

(°F.) is 2.4 ° greater than the baseline temperature.
Payment Source- Section A7: Coded to indicate how the resident reimbursed the facility for care in the last 30 days.

Types:

1. Per diem = board, nursing care, activities, and services included in the routine daily charge.

2. Ancillary = services such as medications, equipment for treatments and supplies not covered under per diem.

3. Other = Social Security, SSI, Railroad Pension, Alzheimer’s Association, etc

Medicare:


Part A – pays the per diem charges for skilled residents


Part B – pays for ancillary charges 

*
When the payment source is a conversion from Medicare to Medicaid no assessment is required unless a significant change has occurred. 

Ulcers: [3 – 135 and Q&A 8/96 #82]
If necrotic eschar is present, prohibiting accurate staging, code as Stage “4” until eschar has been debrided.

Code the  ulcer in terms of what you see. In the clinical record, describe the appearance of the healing ulcer (i.e., presence of granulation tissue, size, depth, color and so forth).

MDS 2.0 Definitions/Clarifications

Section G:

Self-performance: What a resident actually performs/accomplishes in relation to 

his/her ADL’s. This is not what they are capable of but what they can perform.  


Weight-bearing Assistance: care-giver (not the resident) bears the weight of the resident’s body or body parts during ADL activity.


Non Weight-bearing Assistance: Care-giver assumes none of the resident’s physical weight. Guides (cues, supervises, encourages) the resident’s body or body parts.


Bedfast: Resident must be in bed/recliner, in their room 22 hours or more a day.( at least 4 out of 7 days) May have BRP and still qualify. 

[page 3-99]


Street Clothes: 


Example: dressed to go to the “mall” in summer weather.


“8” Code: This code can only be used in Section G. and only if the activity was not performed by resident or staff (during the entire 7 day period). The activity did not occur at all. p. 3-78

Note: If the “8” code is used for Self-performance it must also be coded for Support 


Parenteral or Enteral Feeding


Example: 100% - Code 4 for Self-performance and 2 for one Staff physical assist. If in addition to enteral feeding, some solids/liquids consumed by mouth – Code 3 for Self-performance and 2 for one Staff physical assist.

Exceptions: If the resident is NPO and has no other source of nourishment - Code 8/8.

MDS 2.0 Definitions/Clarifications

Section G:


Coding Time Frames: last 7 days across all shifts. 


Self-performance:

· 0 = Independent - no staff assistance provided or help/cueing provided only 1 or 2 times

· 1 = Supervision - direct encouragement or cueing provided by staff 3 or more times or direct encouragement or cueing plus non weight-bearing assistance provided 1-2 times

· 2 = Limited Assistance - the resident is highly involved in the activity and received non weight-bearing assistance 3 or more times or weight-bearing assistance 1-2 times

· 3 = Extensive Assistance - the resident performed part of the activity and received assistance of the following types 3 or more times:


a.
weight-bearing


b.
full staff assistance during part of the activity

· 4 = Total Dependence - full staff assistance of the entire activity each time the activity occurred


Staff Support: 
· 0 = No support
· 1 = Setup help only (i.e., cutting up meat, pouring coffee)

· 2 = One person physical assist
· 3 = Two or more staff physical assist
Note: Do not confuse total dependence with the activity not occurring.

Consider all nursing shifts, 24 hours a day, including weekends.

(See Appendix F – ADL Decision Tree) 

Rehabilitation/Restorative Nursing (P3) [page 3-152-155]:
1. Active Range of Motion 

2. Passive Range of Motion

3. Splint or brace assistance

4. Bed Mobility

5. Transfer




6. Walking

7. Dressing or grooming


8. Eating or swallowing

9. Amputation/prosthesis care

10. Communication

11. Scheduled toileting plan (H3a)

12. Bladder retraining (H3b)

Range of Motion: the extent to which, or the limits between which a part of the body can be moved around a fixed point or joint.

Active ROM: exercises that are performed by the resident.

Passive ROM: exercises that are performed by the caregiver.

The program must meet the following criteria:

1. Measurable objectives and interventions must be documented in the plan of care and in the clinical record.

2. Nurse assistants/aides must be trained in the techniques that promote resident involvement in the activity.

3. These activities are carried out by the CNA under direction of the licensed nurse. 

4. Evidence of periodic evaluation (effectiveness) by the licensed nurse must be present in the clinical record.

5. Each time the technique, activity, or procedure was practiced for at least 15 minutes in a 24 hour period it must be documented in the clinical record (does not have to occur all at once).

6. These Nursing interventions must assist or promote the resident’s ability to attain and maintain his/her maximum functional ability.

Note: This category does not include exercise groups with more than four residents per supervising helper or caregiver.
Examples of Scheduled Toileting Plans:


1. Taking the resident to the toilet room at scheduled times each day


2. Giving the resident a urinal


3. Reminding the resident to go to the toilet


4. Habit training (i.e., toileting at regular intervals on a planned basis)


5. Prompted voiding 

Note: checking/changing resident is not a Scheduled Toileting Plan.

Section T – Therapy Section for Medicare PPS

T1a - Recreation:
This is therapeutic stimulation provided by a certified Therapeutic Recreation Specialist. (with no relation to the Facility’s Activity Program)

T1b - Ordered (Specialized Rehabilitation) Therapies:

· This Item refers to Physical, Occupational and Speech Therapy only.

· This Item is only to be completed for the Medicare 5 day or Medicare Readmission/Return Assessment.

· A Physician’s order must be obtained which is descriptive as to reason for, the frequency and the duration of therapy.

T1c - Estimated Days of Therapy:
· This item estimates the number of days through the 15th post admission day when 1 of the Specialized Rehabilitation Therapies is expected to be provided.


NOTE: When estimating, count the Admission Day as Day 1



and include the days of therapy already provided--Refer to P1b-a, b or c.

T1d - Estimated Minutes of Therapy:
· This item estimates the number of minutes through the 15th. post admission day when 1, 2 or all 3 of the Specialized Rehabilitation Therapies is/are expected to be provided.

NOTE: When estimating, include all the minutes already provided

Refer to P1b-a, b and c.

Reminders:
· Therapy provided pre admission cannot be counted.

· Therapy may be provided outside of the Facility post admission .

· Therapy time is recorded in actual minutes.

· Therapy time includes “set up” time.

· When determining days of therapy, use consecutive calendar days, not business days-to count backward in time for the last 7 days from A3.

· Initial evaluation time cannot be counted as therapy time (this is already included in the RUGS 111 payment rate).

· Reevaluation time can be counted as therapy

· Therapy time does not include time developing treatment goals and a Plan of Care.

Section T – Therapy Section for Medicare PPS

· Therapy time does not include documentation time-ex.--writing progress notes.

· Group therapy can be no than 4 residents and cannot be more than 25% of the total therapy time. If a session is 40 minutes – each resident gets 40 minutes.

T2 – Walking When Most Self Sufficient [page 3-170 - 171]
Items at T2a-e capture information based on one episode when the resident walked the farthest without sitting down. This observation item captures the single HIGHEST level of independence in the observation period.

Complete T2 if:

ADL self-performance score for transfer is 0, 1, 2 or 3 AND 

at least one of the following is present:

· Resident receives physical therapy involving gait training

· Physical therapy is ORDERED for gait training

· Resident is receiving nursing rehabilitation for walking

· Physical therapy involving gait training has been discontinued within the past 6 months

Assessment of the resident’s most self sufficient walking episode is used to evaluate:

(1) The effectiveness of physical therapy and nursing rehabilitation,

(2) The continued need for therapy and nursing rehabilitation and

(3) Maintenance of walking ability after therapy or nursing rehabilitation was discontinued

MDS CORRECTION POLICY

Correction of Clinical Errors:


Significant Change Assessment


Significant Correction of Prior Assessment

Correction of other Errors: (Complete the Correction Request Form)


Modification


Inactivation

Two parts of Correction request form

Prior record section - Identifies the assessment or tracking form that is in error

Correction attestation - To attest to the correction needed


Does not include identification of specific items in error (a corrected copy of the entire record is attached to the correction request form – electronic)

MODIFICATION

Record in database has error/s:

   Transcription error; Data entry error; Software product error or Item coding error

Facility submits electronic record containing “correction request form” specifying modification AND a corrected copy of the MDS.

(A modification can only be “undone” by submission of an additional modification.)

INACTIVATION

Record should not have been submitted


Test record submitted as production record and/or Event did not occur

Facility submits electronic record containing “correction request form” specifying inactivation AND a corrected copy of the MDS.

(State inactivates record but does not delete it. They remain in history file. Only the “active” record is used in system applications. Inactivated records can not be re-activated.)

Correction Submission


Corrections should be made within 14 days of error detection


Submit corrections request within 31 days of completion

Revised Record Locking Requirements

Assessment lock dates are no longer required . Record is locked when accepted by the State  (Correction Policy Flowchart - See Appendix G)

CASE MIX

A classification system for setting Medicare/Medicaid payment rates

Monitoring outcomes of care

Based on the most common problems of the elderly

RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)
Residents are grouped by combining clinical and Activities of Daily Living (ADL) information based on acuity.

7 Major categories with 44 subgroups 

Organized from most to least resource intensive

PROCESS

· The MDS identifies the criteria to place a resident into 1 of 7 major groups

· Residents in each group have similar characteristics

· The resident is further classified into a sub-group based on the ADL scoring

Special Rehabilitation

Extensive Services
Special Care

Clinically Complex
· Further consideration is given for the Depression component in  the Clinically Complex Group

Impaired Cognition

Behavioral Problems

Reduced Physical Function

· Further consideration is given for Nursing Rehabilitation in Impaired Cognition, Behavioral Problems or Physical Function Groups

Note: The Case Mix Payment System became effective 10/01/1993

If a resident meets the criteria for more than one group they will be placed in the higher weighted group for reimbursement. (Payment Maximization)

RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)

Special

Ultra High Rehabilitation

Rehabilitation
720 minutes or more of rehabilitation therapy a week;

at least 2 disciplines (1st – 5 days & 2nd at least 3 days)



Very High Rehabilitation

500 minutes or more of rehabilitation therapy a week;


at least 5 days per week of one type of therapy




High Intensity Rehabilitation




325 minutes or more of rehabilitation therapy per week;



at least 5 days per week of one type of therapy




Medium Intensity 




150 minutes or more of rehabilitation therapy a week; 




at least 5 days a week of rehabilitation therapy; 1 - 3 disciplines




Low Intensity 




45 minutes or more of rehabilitation therapy a week; 

at least 3 days a week of rehabilitation therapy; and at least 

2 types of rehabilitation nursing, each provided 6 days a week




Note: 




Rehabilitation Therapy is any combination of 




physical, occupational, or speech therapy.

Rehabilitation Nursing includes: active or passive range of 

motion (P3a) (P3b), splint or brace assistance (P3c),

bed mobility (P3d), transfer (P3e), walking (P3f), dressing or grooming (P3g), eating or swallowing (P3h), amputation/prosthesis care (P3I), communication (P3j), scheduled toileting plan (H3a) or bladder retraining program (H3b).

RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)

Extensive Services
(ADL index score of  < 7 classifies to Special Care)


Have any of the following:

· IV feeding in the last 7 days (K5a)

· IV medications in the last 14 days (P1ac)

· Suctioning in the last 14 days (P1ai)

· Tracheostomy care in the last 14 days (P1aj)

· Ventilator/respirator in the last 14 days (P1al)

   MAINE EXTENSIVE REFINEMENT

· Traumatic Brain Injury (I1cc=1)  Three sub-groups based on ADL scores

Special Care

(if ADL < 7, beneficiary classifies to Clinically Complex)

· Multiple Sclerosis (I1w) and an ADL score of 10 of higher

· Quadriplegia (Ilz) and ADL score of 10 or higher

· Cerebral Palsy (Ils) and an ADL score of 10 or higher

· Respiratory therapy (P1bdA must = 7 days)

· Ulcers, pressure OR stasis; 2 or more of any stage (M1a,b,c,d) and treatment (M5a,b,c,d,e,g,h)

· Ulcers, pressure; any stage 3 or 4 (M2a) and  treatment (M5a,b,c,d,e,g,h)

· Radiation therapy (Plah)

· Surgical Wounds (M4g) and treatment (M5f,g,h)

· Open Lesions (M4c) and treatment (M5f,g,h)

· Tube Fed (K5b) and Aphasia (Ilr) and feeding accounts for at least 51 percent of daily calories (K6a = 3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Fever (Jlh) with Dehydration (Jlc), Pneumonia (Ie2), Vomiting (Jlo) or Weight loss (K3a)

· Fever (Jlh) with tube Feeding (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Extensive with ADL < 7

RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)

Clinically Complex
· Burns (M4b)

· Coma (Bl) and not awake (Nl = d) and completely ADL dependent (Glaa, Glba, Glha, Glia = 4 or 8)

· Septicemia (I2g)

· Pneumonia (I2e)

· Foot/Wounds (M6b,c) and treatment (M6f)

· Internal Bleed (Jlj)

· Dialysis (Plab)

· Tube Fed (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Dehydration (Jlc)

· Oxygen therapy (Plag)

( Transfusions (Plak)

· Hemiplegia (Ilv) and an ADL score of 10 or higher

· Chemotherapy (Plaa)

· No. Of Days in last 14 there were Physician Visits and order changes: Visits >= 1 day and order changes >= 4 days; or visits >= 2 days and order changes on >= 2 days

· Diabetes mellitus (Ila)  and injections on 7 days (03 >=7) and order changes >= 2 days (P8 >= 2)

· Special Care with ADL < 7

Depression Sub-Groups

· Count the number of times not awake – N1a, b and c not checked

· Calculate coma – If comatose (B1=1) and number of times not awake =3 and ADL dependent (G1aa, G1ba, G1ha; G1ia = 4 or 8)

· Count depression indicators – How many of the following:

Negative statements (E1a >0)

  Repetitive questions (E1b >0)

Repetitive verbalizations (E1c >0)

  Persistent anger (E1d >0)

Self depreciation (E1e >0)


  Unrealistic fears (E1f >0)

Statements that something terrible will happen (E1g >0)

Health complaints (E1h >0)


  Non-health complaints (E1I >0)

Unpleasant Mood in  morning (E1j >0)
  Insomnia (E1k >0)

Worried facial expression (E1l >0)

  Crying (E1m >0)

Repetitive movements (E1n >0)

Withdrawal from activities (E1o >0)
Reduced social interaction (E1p >0)

· Calculate the Depression flags Indicators - > = 3

RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)

Impaired Cognition

· ADL score of 4-10

Determine if the resident is cognitively impaired according to the Cognitive Performance Scale (CPS). The resident is cognitively impaired if one of the three following conditions exist:

1.
B1


Coma and not awake (N1a, b, c, = 0) and 

completely ADL dependent (G1aA, G1bA, G1hA, G1iA = 4 or 8) and B4 is blank or unknown (-)

2.
B4


Severely impaired cognitive skills (B4 = 3)

3.
B2a, B4, C4

Two or more of the following impairment 





indicators are present









B2a = 1 Short Term Memory Problem






B4 > 0   Cognitive Skills Problem






C4 >0    Problem Being Understood





AND

One or more of the following severe impairment indicators is present:






B4 > = 2  Severe Cognitive Skills Problem






C4 > = 2  Severe Problem being understood

· Nursing Rehabilitation Sub-groups
NOTE: Nursing Rehabilitation Sub-groups for Impaired Cognition, Behavior Problems and Physical Functions Groups (See Physical Functions)
RESOURCE UTILIZATION GROUPS-RUGS III VERSIONS 5.12 (M)

Behavior Problems

· ADL score 4-10 
· 4+ days a week of Wandering (E4a), Physical or Verbal Abuse (E4b), Inappropriate behavior (E4c), Resists Care (E4d)
· Delusions (J1e) or Hallucinations (J1I)
· Nursing Rehabilitation Sub-groups
Physical Function

· ADL 4-18 and who do not meet any of the above criteria

· No Clinical conditions used

· Nursing Rehabilitation Sub-groups
At least 2 types of rehabilitation nursing, each provided 6 days a week

Rehabilitation Nursing includes: active or passive range of 

motion (P3a) (P3b), splint or brace assistance (P3c),

bed mobility (P3d), transfer (P3e), walking (P3f), dressing or grooming (P3g), eating or swallowing (P3h), amputation/prosthesis care (P3I), communication (P3j), scheduled toileting plan (H3a) or bladder retraining program (H3b).

(See Appendix HI, H, I and J – MDS RUG III CODES & Appendix K – Payment Items)

CLASSIFICATION

Using a combination of clinical and ADL information, the resident is grouped into one of the previous categories. Generally, the classification system is based on a hierarchy of resource use; that is, the case mix groups are organized from the most resource-intensive to the least resource-intensive, and residents are always placed into the highest group to which they belong. All the groups are mutually exclusive.

The RUG III classification system defines the clinical criteria that are used to group residents into one of the seven major case mix categories.

Once an individual is grouped according to one of the major categories a further subgroup is made based on the ADL index score and in certain instances whether a person is depressed or receiving rehabilitation services.
Each subgroup within one of the major clinical categories (with the exception of Extensive Care) is identified by an ADL score. For example, the group denoted RVA 4-8 includes those residents who meet the criteria for very high rehabilitation services and have an ADL score 4, 5, 6, 7 or 8. Similarly the group denoted SSA 4-14 includes those residents who meet the clinical criteria for Special Care and have an ADL score of 4, 5, 6, 7, 8, 9, 10, 11, 12, 13 or 14.
It is important to note that the ADL score is a number that is computed using the ADL  scoring technique. It is not the sum of the values computed on the 
MDS. Instead, the RUG III system uses a special technique based on four ADL activities: bed mobility, toileting, transfer, and eating. 

The ADL score for classification is obtained by adding the weights assigned to each ADL from the chart on the next page:

RUG III ADL SCORE CHART
The ADL index is used to split many of the Clinical Indicator categories.
Composed from these ADL activities:

· Bed Mobility – question G.1.a.a. and G.1.a.b.

· Transfer - question G.1.b.a. and G.1.b.b.

· Eating - question G.1.h.a. and G.1.h.b.

· Toilet use - question G.1.i.a. and G.1.i.b.

The ADL index score is determined as follows:

	ADL Function
	ADL Score

	
	

	Bed mobility, Toilet use and Transfer:

   “Self Performance” is:

       Independent or Supervision (item coded 0, 1)-----------------------------

       Limited Assistance (item coded 2)-------------------------------------------

       Extensive Assistance or Total Dependence (item coded 3, 4, or 8)   AND  “Support Provided” is:

           None, Set-up only or 1 person physical assist (item coded 0, 1, 2)
           2+ persons physical assistance or did not occur (item coded 3, 8)
	1

3

4

5



	Eating:

· First check

IF 

Resident receives Parenteral/IV (K.5.a.=1) --------------------

or 

Tube Feeding (K.5.b.=1) and Either 51%+ total calories (K.6.a.= 3, 4) or 26% to 50% of total calories (K.6.a.=2) and fluid intake is 501+ cc per day (K.6.b.= 2, 3, 4 or 5)-----

IF NOT

   “Self Performance” is:

       Independent or Supervision (item coded 0, 1)-----------------------------

       Limited Assistance (item coded 2)-------------------------------------------

       Extensive Assistance or Total Dependence or 

          did not occur (item coded 3, 4 or 8)------------------------------------------


	3

3

1

2

3


The scores from each ADL variable are added to compute the ADL Index score. The ADL Index score will range from 4 to 18 for each resident. (Appendix L)

CLASSIFICATION

The total ADL score for any resident ranges from a low of 4 to a high of 18. The following example shows how a person’s ADL  score is computed. Assume a resident is independent in bed mobility, requires extensive assistance with one-person assist in toileting, requires limited assistance with transfer and is independent in eating. For purposes of grouping the resident into a RUG III category, the resident’s ADL score would be computed as follows:

[image: image3.wmf]
This index score is used in all case mix groups except the Extensive Care group where the residents are classified into subgroups based on the count of the following:

· Qualify for special care
· Qualify for clinically complex
· Qualify for impaired cognition
· Parental/IV (K5a checked)
· IV medication (P1ac checked)
The Clinically Complex residents are classified into subgroups according to the depression component. Depression is defined as a persistent sad or anxious mood. All of the E1 indicators are counted. CC2 includes those residents meeting the Clinically Complex criteria, with an ADL score of 17-18, and are depressed. CC1 includes those residents meeting the Clinically Complex criteria, with an ADL score of 17-18, and no depression.
The Impaired Cognition, Behavior Problems, and Physical Function groups are sub-grouped based on nursing rehabilitation activities. These activities include: Training or skill practice in: active or passive range of motion, splint or brace assistance, bed mobility, transfer, walking, dressing or grooming, eating/swallowing, amputation/prosthesis care, communication, scheduled toileting plan or bladder retraining program. If the resident is receiving two or more Nursing Rehabilitation activities at least 6 days a week then they would be placed into the subgroup for Nursing Rehab. IB2 represents a resident who meets the Cognitively Impaired criteria, with an ADL score of 6-10 and receiving Nursing Rehabilitation activities. IB1 residents meet the same criteria and no Nursing Rehabilitation activities.

REFERENCES:

Long Term Care Resident Assessment Instrument User’s Manual – Version 2.0 (10/95)

LTC Resident Assessment Instrument Questions and Answers (8/96)

LTC Resident Assessment Instrument Questions and Answers (3/01)

LTC Resident Assessment Instrument Questions and Answers (7/01)

LTC Resident Assessment Instrument Questions and Answers (5/02)

WEB Sites:


www.hcfa.gov/medicaid/mds20/man-form.htm



MDS manual and MDS 20 form


www.hcfa.gov/medicaid/mds20/qaguide.htm



Questions and Answers 8/96


www.hcfa.gov/medicaid/mds20/res_man.htm



Questions and Answers 3/01 and 7/01


www.hcfa.gov/medicaid/mds20/whatsnew.htm



Whats new?


www.hcfa.gov/projects/mdsreports/public1.asp



Quality Indicator Frequencies


www.hcfa.gov/medicare/snfpps.htm



Medicare PPS


www.hcfa.gov/pubforms/transmit/r22som.pdf
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www.snfinfo.com/ppsrc/#mds

(May 5/02 Q & A)
APPENDICES

TO:

Nursing Facilities

FROM:
Carole Kus, RN, Case Mix Unit

SUBJECT:
Payment Rosters

To assure accurate payment and Quality Indicators it is important to regularly review your “Resident Roster” for accuracy. The following table is the “Payment Report Schedule”:

	Date Posted:
	Roster Date:
	Roster Group:
	Facility Responds by:
	Run Final Roster:
	Effective Date of Rate Letter:

	
	
	
	
	
	

	11/15/xx
	  9/15/xx
	Blue
	12/1/xx
	12/1/xx
	  1/1/xx

	12/15/xx
	10/15/xx
	Red
	  1/1/xx
	  1/1/xx
	  2/1/xx

	  1/15/xx
	11/15/xx
	Green
	  2/1/xx
	  2/1/xx
	  3/1/xx

	  2/15/xx
	12/15/xx
	Blue
	  3/1/xx
	  3/1/xx
	  4/1/xx

	  3/15/xx
	  1/15/xx
	Red
	  4/1/xx
	  4/1/xx
	  5/1/xx

	  4/15/xx
	  2/15/xx
	Green
	  5/1/xx
	  5/1/xx
	  6/1/xx

	  5/15/xx
	  3/15/xx
	Blue
	  6/1/xx
	  6/1/xx
	  7/1/xx

	  6/15/xx
	  4/15/xx
	Red
	  7/1/xx
	  7/1/xx
	  8/1/xx

	  7/15/xx
	  5/15/xx
	Green
	  8/1/xx
	  8/1/xx
	  9/1/xx

	  8/15/xx
	  6/15/xx
	Blue
	  9/1/xx
	  9/1/xx
	10/1/xx

	  9/15/xx
	  7/15/xx
	Red
	10/1/xx
	10/1/xx
	11/1/xx

	10/15/xx
	  8/15/xx
	Green
	11/1/xx
	11/1/xx
	12/1/xx


The “Date Posted” indicates the day the roster will be posted to the state MDS system.   Go to the HCFA Welcome Page just as you would to submit MDS 2.0s. The Welcome Page will contain a reminder note when your draft payment roster has been posted, as well as the usual options. Click on “MDS Submissions” and then click “Receive Validation and Roster Report”. The roster report will have an html extension.

The “Roster Date” shows the day the roster profiles.  The “Facility Responds by” is the date you are required to have submitted all corrections to the state system for that roster.  A final roster will be generated on the “Run Final Roster” date impacting rates that are effective as of the “Effective Date of Rate Letter” column.  The “Roster Code” color codes the calendar quarters:

Blue for facilities with rate setting periods of Jan., Apr., July and Oct.

Red  for facilities with rate setting periods of Feb., May, Aug. and Nov.

Green  for facilities with rate setting periods of Mar., June, Sept. and Dec.

Your facility will fall into one of these groups based on your fiscal year end.  Most facilities are in the Blue group.

Review the roster for accuracy and make any necessary corrections. If you have any questions, please give me a call (207) 287-3933.

Appendix B

ASSESSMENT TYPES AND TIMING

Medicaid Schedule and timing applies to MDS 2.0, September, 2000
	Assessment Type
	When Performed
	MDS completed by
	RAPs completed by
	Care Plan completed by



	Admission/Initial

AA8a = 1

AA8b = blank


	Admission
	By end of 14th calendar day represented by VB2 date.
	By end of 14th calendar day represented by VB2 date.
	By end of 21st calendar day represented by VB4 date.

	Quarterly

AA8a = 5

AA8b = blank


	Every 3 months from last comprehensive VB2 date.
	By 90th, 180th, 270th day.

R2b date represents completion.
	RAPs not required
	

	Annual

AA8a = 2

AA8b = blank

	Within 365 days from last comprehensive VB2 date.
	By end of 365th day represented by VB2 date
	Completed simultaneously represented by VB2 date.
	VB2 date + 7 days represented by VB4 date.

	Readmission from hospital 

AA8a = 3

AA8b = blank

	Only if significant change has occurred.
	By end of 14th calendar day post admission represented by VB2 date.
	Completed simultaneously represented by VB2 date.
	VB2 date + 7 days

Represented by VB4 date.



	Significant Change

AA8a = 3

AA8b = blank


	Only if significant change has occurred.
	By 14th day from the day a significant change has occurred (represented by VB2 date).


	Completed simultaneously represented by VB2 date.
	VB2 date + 7 days

Represented by VB4 date.



	Significant Correction of prior Comprehensive/full assessment.

AA8a = 4

AA8b = blank

Significant Correction of prior Quarterly assessment.

AA8a = 10

AA8b = blank


	Correction of Major errors in most recent assessment.
	By 14th day from date error was discovered (represented by VB2 date or R2b date depending on type of assessment corrected).
	Depends upon type of assessment being corrected.
	Depends upon type of assessment being corrected.

	Reassessment requested by Nurse Reviewer.

AA8a = NR will tell you

AA8b = 6


	As requested by Nurse Reviewer.
	By 7th calendar day from date requested by Nurse Reviewer.
	Depends upon type of assessment requested.
	Depends upon type of assessment requested.


ABOVE SCHEDULE DOES NOT APPLY TO Medicare PPS

Appendix C

Assessment Schedule for MDS 2.0 9/2000 for PPS

	Assessment Type
	Used When…
	Coding
	Assessment

Modifier
	Assessment Reference Period
	# of Grace Days
	Medicare Payment Days

	
	
	
	
	
	
	

	5 Day Assessment with Triggers/RAPS
	When Triggers/RAPS are desired at admission
	AA8a = 1

AA8b  = 1
	11
	Days 1-5 after admission
	3
	1 through 14

	5 Day Assessment with no Triggers/RAPS
	When Triggers/RAPS will not be done until later
	AA8a = 0

AA8b = 1
	01
	Days 1-5 after admission
	3
	1 through 14

	14 Day Assessment with Triggers/RAPS
	Assessment needing care planning
	AA8a = 1

AA8b = 7
	07
	Days 11-14 after admission
	5
	15 through 30

	14 Day Assessment with no Triggers/RAPS
	Triggers/RAPS have already been done
	AA8a – 0

AA8b = 7
	07
	Days 11-14 after admission
	5
	15 through 30

	30 Day Assessment
	Assessment at day 30 after admission
	AA8a = 0

AA8b = 2
	02
	Days 21-29 after admission
	5
	31 through 60

	60 Day Assessment
	Assessment at day 60 after admission
	AA8a = 0

AA8b = 3
	03
	Days 50-59 after admission
	5
	61 through 90

	90 Day Assessment
	Assessment at day 90 after admission
	AA8a = 0

AA8b = 4
	04
	Days 80-89 after admission
	5
	91 through 100

	90 Day Assessment – if used as required for quarterly for licensing
	Assessment at day 90 after admission
	AA8a = 5

AA8b = 4
	54
	Days 80-89 after admission
	2
	91 through 100

	Readmission/Return Assessment without Triggers/RAPS
	Returning from hospital stay with no changes to care plan
	AA8a = 0

AA8b = 5
	05
	Days 1-5 after readmission/return
	3
	1 through 14 after admission

	Other Medicare required Assessments
	When a significant change in status is not clinically warranted but rehab services are discontinued
	AA8a = 0

AA8b = 8
	08
	Days 8-10 after therapies end
	
	***


Appendix C

Assessment Schedule for MDS 2.0 9/2000 for PPS

	Assessment Type
	Used When…
	Coding
	Assessment

Modifier
	Assessment Reference Period
	# of Grace Days
	Medicare Payment Days

	
	
	
	
	
	
	

	Significant Change Assessment (needs Triggers/RAPS) 
	When a significant change has occurred
	AA8a = 3

AA8b = 8*
	**
	Must be done by 14th day after change is noticed
	
	***

	Significant Correction of prior Comprehensive Assessment with Triggers/RAPS
	Correction of non-key error in most recent assessment
	AA8a = 4

AA8b = 1, 5, 7, 8 (which ever applies)
	
	Must be done by 14th day after error is noticed
	
	Same time period as original assessment

	Significant Correction of prior quarterly assessment (no Triggers/RAPS) Any assessment without Triggers/RAPS
	Correction of non-key error in most recent quarterly assessment
	AA8a = 10

AA8b = 1, 2, 3, 4, 5, 7, 8
	
	Must be done by the 7th day after error is noticed
	
	Same time period as original assessment


*
If the significant change assessment is needed at the same time a scheduled assessment is due, code in AA8b with the assessment type that is scheduled.

**
Modifiers of a Significant Change assessment that replaces another assessment are to have modifiers the same as OMBA (08)

***
This is an extra assessment and therefore, has no specific payment days. The assessment and payment schedule will not be interrupted for this assessment.

**** Day 3 – Notice of non-coverage is to be given if not done prior.

SIGNIFICANT WEIGHT CHANGES

	Initial Weight
	5%
	7 ½%
	10%
	Initial Weight
	5%
	7 ½%
	10%
	Initial Weight
	5%
	7 ½%
	10%

	
	
	
	
	
	
	
	
	
	
	
	

	80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

122

123

124
	76

77

78

79

80

81

82

83

84

85

86

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

105

105

106

107

108

109

110

111

112

113

114

115

116

117

118


	74

75

76

77

78

79

80

81

81

82

83

84

85

86

87

87

89

90

91

92

93

93

94

95

96

97

98

99

100

101

102

103

104

105

105

106

107

108

109

110

111

112

113

114

115


	72

73

74

75

76

77

77

78

79

80

81

82

83

84

85

86

86

87

88

89

90

91

92

93

94

95

95

96

97

98

99

100

101

102

103

104

104

105

106

107

108

109

110-

111

112


	125

126

127

128

129

130

131

132

133

134

135

136

137

138

139

140

141

142

143

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

160

161

162

163

164

165

166

167

168

169


	119

120

121

122

123

124

124

125

126

127

128

129

130

131

132

133

134

135

136

137

138

139

140

141

142

143

143

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

160

161


	116

117

118

118

119

120

121

122

123

124

125

126

127

128

129

130

130

131

132

133

134

135

136

137

138

139

140

141

142

142

143

144

145

146

147

148

149

150

151

152

153

154

155

155

156


	113

113

114

115

116

117

118

119

120

121

122

122

123

124

125

126

127

128

129

130

131

131

132

133

134

135

136

137

138

139

140

140

141

142

143

144

145

146

147

148

149

149

150

151

152


	170

171

172

173

174

175

176

177

178

179

180

181

182

183

184

185

186

187

188

189

190

191

192

193

194

195

196

197

198

199

200

201

202

203

204

205

206

207

208

209

210

211

212

213

214

215
	162

162

163

164

165

166

167

168

169

170

171

172

173

174

175

176

177

178

179

180

181

181

182

183

184

185

186

187

188

189

190

191

192

193

194

195

196

197

198

199

200

200

201

202

203

204
	157

158

159

160

161

162

163

164

165

166

167

167

168

169

170

171

172

173

174

175

176

177

178

179

179

180

181

182

183

184

185

186

187

188

189

190

191

192

192

193

194

195

196

197

198

199
	153

154

155

156

157

158

158

159

160

161

162

163

164

165

166

167

167

168

169

170

171

172

173

174

175

176

176

177

178

179

180

181

182

183

184

185

185

186

187

188

189

190

191

192

193

194


MDS 2.0 DISCHARGE AND REENTRY FLOW CHART








MDS 2.0 ADL Decision Tree



Exhibit 262: CORRECTION POLICY FLOWCHART



          DATA Correction

(Assessments and Tracking Forms)
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MAINE MDS RUG III CODES 
Model Version 5.12

	CATEGORY
	ADL

Index
	END SPLITS
	MDS

RUG III

CODES

	REHABILITATION
	
	
	

	    ULTRA HIGH 

Rx 720 minutes a week minimum 

At least 2 disciplines, 1st - 5 days, 2nd- at least 3 days
	16-18

9-15

4-8
	NOT USED

NOT USED

NOT USED
	RUC

RUB

RUA

	    VERY HIGH

Rx 500 minutes a week minimum

At least 1 discipline - 5 days
	16-18

9-15

4-8
	NOT USED

NOT USED

NOT USED
	RVC

RVB

RVA

	    HIGH

Rx 325 minutes a week minimum

1 discipline 5 days a week
	13-18

8-12

4-7
	NOT USED

NOT USED

NOT USED
	RHC

RHB

RHA

	    MEDIUM

Rx 150 minutes a week minimum

5 days across 1, 2 or 3 disciplines
	15-18

8-14

4-7
	NOT USED 

NOT USED 

NOT USED
	RMC

RMB

RMA

	    LOW    

Rx 3 days/45 minutes a week minimum 

Nrsg. Rehab 6 days in at least 2 activities and rehabilitation therapy 
	14-18

4-13
	NOT USED

NOT USED
	RLB

RLA

	EXTENSIVE SERVICES –

     (if ADL < 7, beneficiary classifies to Special Care)

· IV feeding in the past 7 days (K5a)

· IV medications in the past 14 days (Plac)

· Suctioning in the past 14 days (Plai)

· Tracheostomy care in the last 14 days (Plaj)

· Ventilator/respirator in the last 14 days (Plal)

MAINE EXTENSIVE REFINEMENT 

Traumatic Brain Injury (I1cc=1)
	7-18

7-18

7-18

15-18

10-14

7-9
	New grouping: count of other categories 

code into plus IV Meds – Feed

    NOT USED

NOT USED

NOT USED
	SE3

SE2

SE1

SE3

SE2

SE1

	SPECIAL CARE –

     (if ADL < 7, beneficiary classifies to Clinically Complex)

· Multiple Sclerosis (I1w) and an ADL score of 10 of higher

· Quadriplegia (Ilz) and ADL score of 10 or higher

· Cerebral Palsy (Ils) and an ADL score of 10 or higher

· Respiratory therapy (P1bdA must = 7 days)

· Ulcers, pressure OR stasis; 2 or more of any stage (M1a,b,c,d) and treatment (M5a,b,c,d,e,g,h)

· Ulcers, pressure; any stage 3 or 4 (M2a) and  treatment (M5a,b,c,d,e,g,h)

· Radiation therapy (Plah)

· Surgical Wounds (M4g) and treatment (M5f,g,h)

· Open Lesions (M4c) and treatment (M5f,g,h)

· Tube Fed (K5b) and Aphasia (Ilr) and feeding accounts for at least 51 percent of daily calories (K6a = 3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Fever (Jlh) with Dehydration (Jlc), Pneumonia (I2e), Vomiting (Jlo) or Weight loss (K3a)

· Fever (Jlh) with tube Feeding (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Extensive with ADL < 7
	17-18

15-16

4-14
	NOT USED 

NOT USED 

NOT USED
	SSC

SSB

SSA

	

	CLINICALLY COMPLEX – 

· Burns (M4b)

· Coma (Bl and not awake (Nl = d) and completely ADL dependent (Glaa, Glba, Glha, Glia = 4 or 8)

· Septicemia (I2g)

· Pneumonia (I2e)

· Foot/Wounds (M6b,c) and treatment (M6f)

· Internal Bleed (Jlj)

· Dialysis (Plab)

· Tube Fed (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Dehydration (Jlc)

· Oxygen therapy (Plag)

· Transfusions (Plak)

· Hemiplegia (Ilv) and an ADL score of 10 or higher

· Chemotherapy (Plaa)

· No. Of Days in last 14 there were Physician Visits and order changes: Visits >= 1 day and order changes >= 4 days; or visits >= 2 days and order changes on >= 2 days

· Diabetes mellitus (Ila)  and injections on 7 days (03 >=7) and order changes >= 2 days (P8 >= 2)

· Special Care with ADL < 7
	17-18D

17-18

12-16D

12-16

4-11D

4-11
	Signs of Depression

Signs of Depression

Signs of Depression


	CC2

CC1

CB2

CB1

CA2

CA1

	IMPAIRED COGITION

· Score on MDS2.0 Cognitive Performance Scale >= 3

    CPS score is calculated using Decision Making (B4), Making Self Understood (C4), Short Term Memory (B2a), Coma (B1) and Eating-self performance (Glh)
	6-10

6-10

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	IB2

IB1

IA2

IA1

	BEHAVIOR ONLY

· Coded on MDS 2.0 items:

4+ days a week – wandering, physical or verbal abuse, inappropriate behavior or resists care, or hallucinations (Jli) or delusions (Jle) checked
	6-10

6-10

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	BB2

BB1

BA2

BA1

	PHYSICAL FUNCTION 

No Clinical conditions used
	16-18

16-18

11-15

11-15

9-10

9-10

6-8

6-8

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	PE2

PE1

PD2

PD1

PC2

PC1

PB2

PB1

PA2

PA1


*To qualify as receiving Nursing Rehabilitation, the rehabilitation must be in at least 2 activities, at least 6 days a week.  As defined in the Long Term Care RAI User’s Manual, Version 2 activities include: Passive or Active ROM, amputation care, splint  or brace assistance and care, training in dressing or grooming, eating or swallowing, transfer, bed mobility or walking, communication, scheduled toileting program or bladder retraining.

MAINE MDS RUG III CODES

Model Version 5.12

	CATEGORY
	ADL

Index
	END SPLITS
	MDS

RUG III

CODES
	MAINE

WEIGHT

	REHABILITATION
	
	
	
	

	    ULTRA HIGH 

Rx 720 minutes a week minimum 

At least 2 disciplines, 1st - 5 days, 2nd- at least 3 days
	16-18

9-15

4-8
	NOT USED

NOT USED

NOT USED
	RUC

RUB RUA
	1.986

1.426

1.165

	    VERY HIGH

Rx 500 minutes a week minimum

At least 1 discipline - 5 days
	16-18

9-15

4-8
	NOT USED

NOT USED

NOT USED
	RVC

RVB RVA
	1.756

1.562

1.217

	    HIGH

Rx 325 minutes a week minimum

1 discipline 5 days a week
	13-18

8-12

4-7
	NOT USED

NOT USED

NOT USED
	RHC

RHB RHA
	1.897

1.559

1.260

	    MEDIUM

Rx 150 minutes a week minimum

5 days across 1, 2 or 3 disciplines
	15-18

8-14

4-7
	NOT USED 

NOT USED 

NOT USED
	RMC

RMB RMA
	2.051

1.635

1.411

	    LOW    

Rx 3 days/45 minutes a week minimum 

Nrsg. Rehab 6 days in at least 2 activities and rehabilitation therapy 
	14-18

4-13
	NOT USED

NOT USED
	RLB 

RLA
	1.829

1.256

	EXTENSIVE SERVICES –

     (if ADL < 7, beneficiary classifies to Special Care)

· IV feeding in the past 7 days (K5a)

· IV medications in the past 14 days (Plac)

· Suctioning in the past 14 days (Plai)

· Tracheostomy care in the last 14 days (Plaj)

· Ventilator/respirator in the last 14 days (Plal)

MAINE EXTENSIVE REFINEMENT 

Traumatic Brain Injury (I1cc=1)
	7-18

7-18

7-18

15-18

10-14

7-9
	New grouping: count of other categories 

code into plus IV Meds – Feed

    NOT USED

NOT USED

NOT USED
	SE3

SE2

SE1 

SE3 

SE2 

SE1
	2.484

2.057

1.910

2.484

2.057

1.910

	SPECIAL CARE –

     (if ADL < 7, beneficiary classifies to Clinically Complex)

· Multiple Sclerosis (I1w) and an ADL score of 10 of higher

· Quadriplegia (Ilz) and ADL score of 10 or higher

· Cerebral Palsy (Ils) and an ADL score of 10 or higher

· Respiratory therapy (P1bdA must = 7 days)

· Ulcers, pressure OR stasis; 2 or more of any stage (M1a,b,c,d) and treatment (M5a,b,c,d,e,g,h)

· Ulcers, pressure; any stage 3 or 4 (M2a) and  treatment (M5a,b,c,d,e,g,h)

· Radiation therapy (Plah)

· Surgical Wounds (M4g) and treatment (M5f,g,h)

· Open Lesions (M4c) and treatment (M5f,g,h)

· Tube Fed (K5b) and Aphasia (Ilr) and feeding accounts for at least 51 percent of daily calories (K6a = 3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Fever (Jlh) with Dehydration (Jlc), Pneumonia (I2e), Vomiting (Jlo) or Weight loss (K3a)

· Fever (Jlh) with tube Feeding (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Extensive with ADL < 7
	17-18

15-16

4-14
	NOT USED 

NOT USED 

NOT USED
	SSC

SSB 

SSA
	1.841

1.709

1.511

	

	CLINICALLY COMPLEX – 

· Burns (M4b)

· Coma (Bl and not awake (Nl = d) and completely ADL dependent (Glaa, Glba, Glha, Glia = 4 or 8)

· Septicemia (I2g)

· Pneumonia (I2e)

· Foot/Wounds (M6b,c) and treatment (M6f)

· Internal Bleed (Jlj)

· Dialysis (Plab)

· Tube Fed (K5b) and feeding accounts for at least 51 percent of daily calories (K6a =  3,4) OR [at least 26 percent of daily calories (K6a=2) and 501cc daily intake (K6b = 2,3,4 or 5)]

· Dehydration (Jlc)

· Oxygen therapy (Plag)

· Transfusions (Plak)

· Hemiplegia (Ilv) and an ADL score of 10 or higher

· Chemotherapy (Plaa)

· No. Of Days in last 14 there were Physician Visits and order changes: Visits >= 1 day and order changes >= 4 days; or visits >= 2 days and order changes on >= 2 days

· Diabetes mellitus (Ila)  and injections on 7 days (03 >=7) and order changes >= 2 days (P8 >= 2)

· Special Care with ADL < 7
	17-18D

17-18

12-16D

12-16

4-11D

4-11
	Signs of Depression

Signs of Depression

Signs of Depression


	CC2

CC1

CB2 

CB1

CA2

CA1
	1.826

1.663

1.503

1.389

1.331

1.149



	IMPAIRED COGITION

· Score on MDS2.0 Cognitive Performance Scale >= 3

    CPS score is calculated using Decision Making (B4), Making Self Understood (C4), Short Term Memory (B2a), Coma (B1) and Eating-self performance (Glh)
	6-10

6-10

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	IB2

IB1 

IA2

IA1
	1.199

1.152

0.945

0.888



	BEHAVIOR ONLY

· Coded on MDS 2.0 items:

4+ days a week – wandering, physical or verbal abuse, inappropriate behavior or resists care, or hallucinations (Jli) or delusions (Jle) checked
	6-10

6-10

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	BB2

BB1 

BA2

BA1
	1.180

1.123

0.905

0.759

	PHYSICAL FUNCTION 

No Clinical conditions used
	16-18

16-18

11-15

11-15

9-10

9-10

6-8

6-8

4-5

4-5
	Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving

Nursing Rehab*

not receiving
	PE2

PE1

PD2

PD1

PC2 

PC1

PB2

PB1

PA2

PA1
	1.454

1.421

1.323

1.281

1.219

1.088

0.833

0.854

0.776

0.749


*To qualify as receiving Nursing Rehabilitation, the rehabilitation must be in at least 2 activities, at least 6 days a week.  As defined in the Long Term Care RAI User’s Manual, Version 2 activities include: Passive or Active ROM, amputation care, splint  or brace assistance and care, training in dressing or grooming, eating or swallowing, transfer, bed mobility or walking, communication, scheduled toileting program or bladder retraining.
	 111 Group
	Description Of Group

MDS 2.0   - Version 5.12
	Payment Weight

	RUC
	REHAB ULTRA HIGH / ADL 16-18
	1.986

	RUB
	REHAB ULTRA HIGH / ADL 9-15
	1.426

	RUA
	REHAB ULTRA HIGH / ADL 4-8
	1.165

	RVC
	REHAB VERY HIGH /  ADL 16 -18
	            1.756

	RVB
	REHAB VERY HIGH /  ADL 9-15
	1.562

	RVA
	REHAB VERY HIGH /  ADL 4-8
	1.217

	RHC
	REHAB HIGH /  ADL 13-18
	1.897

	RHB
	REHAB HIGH /  ADL 8-12
	1.559

	RHA
	REHAB HIGH /  ADL 4-7
	1.260

	RMC
	REHAB MEDIUM /  ADL 15-18
	2.051

	RMB
	REHAB MEDIUM /  ADL 8-14
	1.635

	RMA
	REHAB MEDIUM /  ADL 4-7
	1.411

	RLB
	REHAB LOW /  14-18
	1.829

	RLA
	REHAB LOW /  4-13
	1.256

	SE3
	EXTENSIVE SERVICES /  7-18
	2.484

	SE2
	EXTENSIVE SERVICES /  7-18
	2.057

	SE1
	EXTENSIVE SERVICES /  7-18
	1.910

	SSC
	SPECIAL CARE /  ADL 17-18
	1.841

	SSB
	SPECIAL CARE /  ADL 15-16
	1.709

	SSA
	SPECIAL CARE /  ADL  4-14
	1.511

	CC2
	CLINICALLY COMPLEX with DEPRESSION  / ADL 17-18
	1.826

	CC1
	CLINICALLY COMPLEX /  ADL 17-18
	1.663

	CB2
	CLINICALLY COMPLEX with DEPRESSION /  ADL 12-16
	1.503

	CB1
	CLINICALLY  COMPLEX / ADL 12-16
	1.389

	CA2
	CLINICALLY COMPLEX /   with DEPRESSION /  ADL 4-11
	1.331

	CA1
	CLINICALLY  COMPLEX / ADL 4-11
	1.149

	IB2
	IMPAIRED COGNITION with  2  NURSING REHAB / ADL 6-10
	1.199

	IB1
	IMPAIRED COG with 0-1 REHAB  ADL 6-10
	1.152

	1A2
	IMPAIRED COG with 2  REHAB /  ADL 4-5
	0.945

	IAI
	IMPAIRED COG with 0-1 REHAB  / ADL 4-5
	            0.888

	BB2
	BEHAVIOR ONLY with  2  NURSING REHAB / ADL 6-10
	1.180

	BB1
	BEHAVIOR with 0-1 REHAB /   ADL 6-10
	1.123

	BA2
	BEHAVIOR with  2  REHAB /    ADL 4-5
	0.905

	BA1
	BEHAVIOR with 0-1 REHAB /  ADL  4-5
	0.759

	PE2
	PHYSICAL with  2  NURSING REHAB /   ADL 16-18
	1.454

	PE1
	PHYSICAL with 0-1  REHAB /  ADL 16-18
	1.421

	PD2
	PHYSICAL with  2  REHAB  / ADL 11-15
	1.323

	PD1
	PHYSICAL with 0-1 REHAB /  ADL 11-15
	1.281

	PC2
	PHYSICAL with 2  REHAB /   ADL 9-10
	1.219

	PC1
	PHYSICAL with 0-1  REHAB /  ADL 9-10
	1.088

	PB2
	PHYSICAL with 2  REHAB  / ADL 6-8
	0.833

	PB1
	PHYSICAL with 0-1 REHAB /  ADL 6-8
	0.854

	PA2
	PHYSICAL with 2 REHAB ADL 4-5
	0.776

	PA1
	PHYSICAL with  0-1 REHAB ADL 4-5
	 0.749


	Field Name
	MDS Payment Items

	AA8a
	Primary reason for assessment

	AA8b
	Special assessment code

	B1
	Comatose

	B2a
	Short-term memory OK

	B4
	Cognitive Skills/Daily Decision Making

	C4
	Making Self Understood

	E1a
	Negative statements

	E1b
	Repetitive questions

	E1c
	Repetitive verbalizations

	E1d
	Persistent anger with self/others

	E1e
	Self deprecation

	E1f
	Expression of unrealistic fears

	E1g
	Recurrent statements of terrible future

	E1h
	Repetitive health complaints

	E1I
	Repetitive anxious complaints/concerns

	E1j
	Unpleasant mood in morning

	E1k
	Insomnia/change in sleeping pattern

	E1l
	Sad/pained/worried facial expressions

	E1m
	Crying/tearfulness

	E1n
	Repetitive physical movements

	E1o
	Withdrawal from activities of interest

	E1p
	Reduced social interaction

	E4Aa
	Wandering (frequency)

	E4Ba
	Verbally abusive (frequency)

	E4Ca
	Physically abusive (frequency)

	E4Da
	Socially inappropriate/disruptive behavior (freq)

	E4Ea
	Resists care (frequency)

	G1Aa
	Bed mobility (SP)

	G1Ab
	Bed mobility (support)

	G1Ba
	Transfer (SP)

	G1Bb
	Transfer (support)

	G1Ha
	Eating (SP)

	G1Ia
	Toilet use (SP)

	G1Ib
	Toilet use (support)

	H3a
	Any scheduled toileting plan

	H3b
	Bladder retraining program

	I1a
	Diabetes mellitus

	I1r
	Aphasia

	I1s
	Cerebral palsy

	I1v
	Hemiplegia/hemiparesis

	I1w
	Multiple sclerosis

	I1z
	Quadriplegia

	I1cc
	Traumatic brain injury

	I2e
	Pneumonia

	I2g
	Septicemia

	J1c
	Dehydrated – output exceeds input

	J1e
	Delusions

	Field Name 
FIELDNAME
	MDS Payment Items

	
	

	J1h
	Fever

	J1I
	Hallucinations

	J1j
	Internal bleeding

	J1o
	Vomiting

	K3a
	Weight loss

	K5a
	Parenteral IV

	K5b
	Feeding tube

	K6a
	Total calories (%) received in last 7 days

	K6b
	Average fluid intake (daily) in last 7 days

	M1a
	Ulcers -- Stage 1

	M1b
	Ulcers -- Stage 2

	M1c
	Ulcers -- Stage 3

	M1d
	Ulcers -- Stage 4

	M2a
	Pressure ulcer

	M4b
	Burns (second or third degree)

	M4c
	Open lesions other than ulcers, rashes, cuts

	M4g
	Surgical wounds

	M5a
	Pressure relieving device(s) for chair

	M5b
	Pressure relieving device(s) for bed

	M5c
	Turning/repositioning program

	M5d
	Nutrition/hydration intervention

	M5e
	Ulcer care

	M5f
	Surgical wound care

	M5g
	Application of dressings

	M5h
	Application of ointments/medications

	M6b
	Infection of foot--e.g.,cellulitis, etc.

	M6c
	Open lesions on foot

	M6f
	Application of dressings

	N1a
	Morning

	N1b
	Afternoon

	N1c
	Evening

	O3
	Injections (number days)

	P1aa
	Chemotherapy

	P1ab
	Dialysis

	P1ac
	IV medication

	P1ag
	Oxygen therapy

	P1ah
	Radiation

	P1ai
	Suctioning

	P1aj
	Tracheostomy care

	P1ak
	Transfusions

	P1al
	Ventilator or respirator

	P1baA
	Speech therapy -- # days

	P1baB
	Speech therapy -- # minutes

	P1bbA
	Occupation therapy -- # days

	P1bbB
	Occupational therapy -- # minutes

	P1bcA
	Physical therapy -- # days

	P1bcB
	Physical therapy -- # minutes

	Field Name 
	MDS Payment Items

	
	

	P1bdA
	Respiratory therapy -- # days

	P3a
	Range of motion (passive)

	P3b
	Range of motion (active)

	P3c
	Splint or brace assistance

	P3d
	Bed mobility

	P3e
	Transfer

	P3f
	Walking

	P3g
	Dressing or grooming

	P3h
	Eating or swallowing

	P3I
	Amputation/prosthesis care

	P3j
	Communication

	P7
	Physician Visits

	P8
	Physician Orders

	T1b
	Ordered Therapies

	T1c
	Estimate of days of therapy until day 15

	T1d
	Estimate of minutes of therapy until day 15


ACTIVITES of DAILY LIVING

The ADL index is used to split many of the Clinical Indicator categories.
Composed from these ADL activities:

· Bed Mobility – question G.1.a.a. and G.1.a.b.

· Transfer - question G.1.b.a. and G.1.b.b.

· Eating - question G.1.h.a. and G.1.h.b.

· Toilet use - question G.1.i.a. and G.1.i.b.

The ADL index score is determined as follows:

	ADL Function
	ADL Score

	
	

	Bed mobility, Toilet use and Transfer:

   “Self Performance” is:

       Independent or Supervision (item coded 0, 1)-----------------------------

       Limited Assistance (item coded 2)-------------------------------------------

       Extensive Assistance or Total Dependence (item coded 3, 4, or 8)   AND  “Support Provided” is:

           None, Set-up only or 1 person physical assist (item coded 0, 1, 2)
           2+ persons physical assistance or did not occur (item coded 3, 8)
	1

3

4

5



	Eating:

· First check

IF 

Resident receives Parenteral/IV (K.5.a.=1) --------------------

or 

Tube Feeding (K.5.b.=1) and Either 51%+ total calories (K.6.a.= 3, 4) or 26% to 50% of total calories (K.6.a.=2) and fluid intake is 501+ cc per day (K.6.b.= 2, 3, 4 or 5)-----

IF NOT

   “Self Performance” is:

       Independent or Supervision (item coded 0, 1)-----------------------------

       Limited Assistance (item coded 2)-------------------------------------------

       Extensive Assistance or Total Dependence or 

          did not occur (item coded 3, 4 or 8)------------------------------------------


	3

3

1

2

3


The scores from each ADL variable are added to compute the ADL Index score. The ADL Index score will range from 4 to 18 for each resident. 

Weight Bearing





Oversight/Help





Non-Weight Bearing





Full Staff Performance





All times





6 times





1-2 times





1-2 times





3+ times





3+ times





3+ times





1-2 times





0 times





Independent





Supervision





Limited Assistance





Extensive Assistance





Total 


Dependence





How many times in the past seven days have the staff provided……?
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Appendix H





Appendix I





Appendix I





Appendix L





Appendix F








	Independent in bed mobility							1


	Extensive assistance with one-person assist in toileting		4


	Limited assistance with transfer						3


	Independent in eating								1


									TOTAL		9
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Discharge code = 8 on discharge tacking form





(Reentry tracking form NOT REQUIRED


(New Initial Admission asmt. (AA8a = 1) REQUIRED


(Medicare 5-day asmt. REQUIRED if starting Medicare Part A covered stay





(Further tacking NOT APPROPRIATE under Federal regulations 





(Further tracking NOT REQUIRED by Federal regulations


(Subsequent tracking may be completed at the nursing home’s option or as required by the State








(Further tracking NOT REQUIRED by Federal regulations


(Subsequent tracking may be completed at the nursing home’s option or as required by the State





Discharge code = 6 on discharge tracking form





Discharge code = 7 on discharge tracking form





Discharge tracking form REQUIRED





Resident later returns to nursing home?





Resident later returns to nursing home?


home





Resident later returns to nursing home?





(Reentry tracking form NOT REQUIRED


(Initial Admission asmt. (AA8a = 1)


REQUIRED


(Medicare return/


Readmission asmt. REQUIRED if T18 Part A stay continuing


(Medicare 5-day asmt. REQUIRED if starting T18 Part A covered stay





(Reentry tracking form    REQUIRED


(Next scheduled asmt. REQUIRED if due or past due


(Significant change asmt. REQUIRED if significant change


(Medicare return/ readmission asmt. REQUIRED if T18 Part A stay continuing


(Medicare 5-day asmt. REQUIRED if starting new T18 Part A covered stay





NO





NO





YES





Return anticipated?





YES





YES





NO





YES





NO





YES





NO





Discharge or reentry tracking form NOT APROPRIATE





RESIDENT LEAVES NURSING HOME





Temporary home visit


Temporary therapeutic leave


Hospital observational stay < 24 hours, where hospital does not admit and nursing home does not discharge





Permanent discharge to private residence


Deceased in nursing home


Nursing home discharges to hospital or other care setting


Admitted to the hospital (regardless of whether nursing home discharges or formally closes record)


Hospital observation stay >  24 hours (regardless of whether hospital admits or nursing home discharges)
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Appendix A





Record already accepted?





Yes





Is Record Valid?





Send Inactivation request & submit new assessment





Exclude record from submission & submit new assessment





Yes





Yes





No





Is Record Valid?**





No





Significant Change?





Clinical Correction


(Assessments only)





Uncorrected Major Error?***





Assessments only





Yes





No





No





No*





Yes





8+ Days > Final


****





****





Yes





Perform & submit Significant Change assessment & update care plan





No





Perform & submit Significant Correction assessment & update care plan








No additional action required





Correct record in facility & submit





Send Modification request submit new assessment





*      Record has not been data entered, has not been submitted, or has been submitted and rejected.


**    The record is valid if event occurred, resident and reasons for assessment are correct and submission is required.


***  The assessment in error contains a Major error which has not been corrected by a subsequent assessment.


**** Final completion is Item VB4 for a comprehensive and R2b for all other assessments.





Revise Care plan if necessary





Error Found in MDS Assessment
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Initial Admission assessment. (AA8aa=1) completed for this stay





Classification Tree – Appendix HI
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