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The Long-Term Care Facility Resident Assessment Instrument User’s Manual for Version 3.0
is published by the Centers for Medicare & Medicaid Services (CMS) and is a public
document. It may be copied freely, as our goal is to disseminate information broadly to
facilitate accurate and effective resident assessment practices in long-term care facilities.
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CHAPTER 1: RESIDENT ASSESSMENT INSTRUMENT
(RAI)

1.1 Overview

The purpose of this manual is to offer clear guidance about how to use the Resident Assessment
Instrument (RAI) correctly and effectively to help provide appropriate care. Providing care to
residents with post-hospital and long-term care needs is complex and challenging work. Clinical
competence, observational, interviewing and critical thinking skills, and assessment expertise
from all disciplines are required to develop individualized care plans. The RAI helps nursing
home staff gather definitive information on a resident’s strengths and needs, which must be
addressed in an individualized care plan. It also assists staff with evaluating goal achievement
and revising care plans accordingly by enabling the nursing home to track changes in the
resident’s status. As the process of problem identification is integrated with sound clinical
interventions, the care plan becomes each resident’s unique path toward achieving or maintaining
their highest practical level of well-being.

The RAI helps nursing home staff look at residents holistically—as individuals for whom quality
of life and quality of care are mutually significant and necessary. Interdisciplinary use of the RAI
promotes this emphasis on quality of care and quality of life. Nursing homes have found that
involving disciplines such as dietary, social work, physical therapy, occupational therapy, speech
language pathology, pharmacy, and activities/recreational therapy in the RAI process has
fostered a more holistic approach to resident care and strengthened team communication. This
interdisciplinary process also helps to support the spheres of influence on the resident’s
experience of care, including: workplace practices, the nursing home’s cultural and physical
environment, staff satisfaction, clinical and care practice delivery, shared leadership, family and
community relationships, and Federal/State/local government regulations. !

Persons generally enter a nursing home because of problems with functional status caused by
physical deterioration, cognitive decline, the onset or exacerbation of an acute illness or
condition, or other related factors. Sometimes, the individual’s ability to manage independently
has been limited to the extent that skilled nursing, medical treatment, and/or rehabilitation is
needed for the resident to maintain and/or restore function or to live safely from day to day.
While there are often unavoidable declines, particularly in the last stages of life, all necessary
resources and disciplines must be used to ensure that residents achieve the highest level of
functioning possible (quality of care) and maintain their sense of individuality (quality of life).
This is true for both long-term residents and residents in a rehabilitative program anticipating
return to their previous environment or another environment of their choice.

' Healthcentric Advisors: The Holistic Approach to Transformational Change (HATCh™), CMS NH QIOSC Contract.
Providence, RI. 2006. Available from http://healthcentricadvisors.org/wp-content/uploads/2015/03/INHC_Final-Report PtI-
IV_121505_mam.pdf.
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1.2

Content of the RAI for Nursing Homes

The RAI consists of three basic components: The Minimum Data Set (MDS) Version 3.0, the
Care Area Assessment (CAA) process and the RAI Utilization Guidelines. The utilization of the
three components of the RAI yields information about a resident’s functional status, strengths,
weaknesses, and preferences, as well as offering guidance on further assessment once problems
have been identified. Each component flows naturally into the next as follows:

Minimum Data Set (MDS). A core set of screening, clinical, and functional status data
elements, including common definitions and coding categories, which form the
foundation of a comprehensive assessment for all residents of nursing homes certified to
participate in Medicare or Medicaid. The data elements (also referred to as “items”) in the
MDS standardize communication about resident problems and conditions within nursing
homes, between nursing homes, and between nursing homes and outside agencies. The
required subsets of data elements for each MDS assessment and tracking document (e.g.,
Comprehensive, Quarterly, OBRA Discharge, Entry Tracking, PPS item sets) can be
found on CMS'’s website at https://www.cms.gov/Medicare/Quality/Nursing-Home-
Improvement/Resident-Assessment-Instrument-Manual.

Care Area Assessment (CAA) Process. This process is designed to assist the assessor to
systematically interpret the information recorded on the MDS. Once a care area has been
identified or “triggered,” nursing home providers use current, evidence-based clinical
resources to conduct an assessment of the potential problem and determine whether or not
to care plan for it. The CAA process helps the clinician to focus on key issues identified
during the assessment process so that decisions as to whether and how to intervene can be
explored with the resident. The CAA process is explained in detail in Chapter 4. Specific
components of the CAA process include:

— Care Area Triggers (CATSs) are specific coding responses for one or a combination
of MDS data elements. The triggers identify residents who have or are at risk for
developing specific problems and require further assessment.

— Care Area Assessment is the further investigation of triggered areas, to determine if
the care area triggers require interventions and care planning. The CAA resources are
provided as a courtesy to facilities in Appendix C. These resources include a
compilation of checklists and Web links that may be helpful in performing the
assessment of a triggered care area. The use of these resources is not mandatory and
the list of Web links is neither all-inclusive nor government endorsed.

— CAA Summary (Section V of the MDS 3.0) provides a location for documentation
of the care area(s) that have triggered from the MDS and the decisions made during
the CAA process regarding whether or not to proceed to care planning.

Utilization Guidelines. The Utilization Guidelines provide instructions for when and
how to use the RAI. The Utilization Guidelines, also known as the Long-Term Care
Facility Resident Assessment Instrument 3.0 User’s Manual, includes instructions for
completion of the RAI as well as structured frameworks for synthesizing MDS and other
clinical information (available from https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30R AIManual).
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1.3 Completion of the RAI

Over time, the various uses of the MDS have expanded. While its primary purpose as an
assessment instrument is to identify resident care problems that are addressed in an
individualized care plan, data collected from MDS assessments are also used for the Skilled
Nursing Facility Prospective Payment System (SNF PPS) Medicare reimbursement system,
many State Medicaid reimbursement systems, and monitoring the quality of care provided to
nursing home residents. The MDS has also been adapted for use by non-critical access hospitals
(non-CAHs) with a swing bed (SB) agreement. Non-CAH SBs are required to complete the MDS
for reimbursement under the SNF PPS.

* Medicare and Medicaid Payment Systems. The MDS contains data elements that
reflect the acuity level of the resident, including diagnoses, treatments, and an evaluation
of the resident’s functional status. The MDS is used as a data collection instrument to
classify Medicare residents into PDPM components. The PDPM classification system is
used in the SNF PPS for skilled nursing facilities and non-CAH SB programs. States may
use PDPM, a Resource Utilization Group (RUG)-based system, or an alternate system to
group residents into similar resource use categories for the purposes of Medicaid
reimbursement. More detailed information on the SNF PPS is provided in Chapters 2 and
6. Please refer to the Medicare Internet-Only Manuals, including the Medicare Benefit
Policy Manual, located at https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/index.html for comprehensive information on SNF PPS,
including, but not limited to, SNF coverage, SNF policies, and claims processing.

* Monitoring the Quality of Care. MDS assessment data are also used to monitor the
quality of care in the nation’s nursing homes. MDS-based quality measures (QMs), which
are derived from data collected on the MDS, were developed by researchers to assist: (1)
State Survey and Certification staff in identifying potential care problems in a nursing
home; (2) nursing home providers with quality improvement activities/efforts; (3) nursing
home consumers in understanding the quality of care provided by a nursing home; and
(4) CMS with long-term quality monitoring and program planning. CMS continuously
evaluates the QMs for opportunities to improve their effectiveness, reliability, and
validity.

e Consumer Access to Nursing Home Information. Consumers are also able to access
information about every Medicare- and/or Medicaid-certified nursing home in the
country. The Medicare Care Compare tool (https:// www.medicare.gov/care-compare/)
provides public access to information about a variety of health care providers, including
nursing homes. Information available regarding nursing homes includes their
characteristics, staffing data, and quality of care measures for certified nursing homes.

The RAI process has multiple regulatory requirements. Federal regulations at 42 CFR 483.20
(b)(1)(xviii), (g), and (h) require that

(1) the assessment accurately reflects the resident’s status

(2) aregistered nurse conducts or coordinates each assessment with the appropriate
participation of health professionals
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(3) the assessment process includes direct observation, as well as communication with the
resident and direct care staff on all shifts.

Nursing homes are left to determine
(1) who should participate in the assessment process,
(2) how the assessment process is completed, and

(3) how the assessment information is documented while remaining in compliance with the
requirements of the Federal regulations and the instructions contained within this
manual.

Given the requirements of participation of appropriate health professionals and direct care staff,
completion of the RAI is best accomplished by an interdisciplinary team (IDT) that includes
nursing home staff with varied clinical backgrounds, including nursing staff and the resident’s
physician. Such a team brings their combined experience and knowledge to the table in providing
an understanding of the strengths, needs and preferences of a resident to ensure the best possible
quality of care and quality of life. It is important to note that even nursing homes that have been
granted an RN waiver under 42 CFR 483.35(e) must provide an RN to conduct or coordinate the
assessment and sign off the assessment as complete.

In addition, an accurate assessment requires collecting information from multiple sources, some
of which are mandated by regulations. Those sources must include the resident and direct care
staff on all shifts, and should also include the resident’s medical record, physician, and family,
guardian and/or other legally authorized representative, or significant other as appropriate or
acceptable. It is important to note here that information obtained should cover the same
observation period as specified by the MDS items on the assessment, and should be validated for
accuracy (what the resident’s actual status was during that observation period) by the IDT
completing the assessment. As such, nursing homes are responsible for ensuring that all
participants in the assessment process have the requisite knowledge to complete an accurate
assessment.

While CMS does not impose specific documentation procedures on nursing homes in completing
the RAI, documentation that contributes to identification and communication of a resident’s
problems, needs, and strengths, that monitors their condition on an on-going basis, and that
records treatment and response to treatment, is a matter of good clinical practice and an
expectation of trained and licensed health care professionals. Good clinical practice is an
expectation of CMS. As such, it is important to note that completion of the MDS does not
remove a nursing home’s responsibility to document a more detailed assessment of particular
issues relevant for a resident. In addition, documentation must substantiate a resident’s need for
Part A SNF-level services and the response to those services for the Medicare SNF PPS.
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1.4 Problem Ildentification Using the RAI

Clinicians are generally taught a problem identification process as part of their professional
education. For example, the nursing profession’s problem identification model is called the
nursing process, which consists of assessment, diagnosis, outcome identification, planning,
implementation, and evaluation. All good problem identification models have similar steps to
those of the nursing process.

The RAI simply provides a structured, standardized approach for applying a problem
identification process in nursing homes. The RAI should not be, nor was it ever meant to be, an
additional burden for nursing home staff.

The completion of the RAI can be conceptualized using the nursing process as follows:

a.

Assessment—Taking stock of all observations, information, and knowledge about a resident
from all available sources (e.g., medical records, the resident, resident’s family, and/or
guardian or other legally authorized representative).

Decision Making—Determining with the resident (resident’s family and/or guardian or other
legally authorized representative), the resident’s physician and the interdisciplinary team, the
severity, functional impact, and scope of a resident’s clinical issues and needs. Decision
making should be guided by a review of the assessment information, in-depth understanding
of the resident’s diagnoses and co-morbidities, and the careful consideration of the triggered
areas in the CAA process. Understanding the causes and relationships between a resident’s
clinical issues and needs and discovering the “whats” and “whys” of the resident’s clinical
issues and needs; finding out who the resident is and consideration for incorporating their
needs, interests, and lifestyle choices into the delivery of care, is key to this step of the
process.

Identification of Outcomes—Determining the expected outcomes forms the basis for
evaluating resident-specific goals and interventions that are designed to help residents
achieve those goals. This also assists the interdisciplinary team in determining who needs to
be involved to support the expected resident outcomes. Outcomes identification reinforces
individualized care tenets by promoting the resident’s active participation in the process.

Care Planning—Establishing a course of action with input from the resident (resident’s
family and/or guardian or other legally authorized representative), resident’s physician and
interdisciplinary team that moves a resident toward resident-specific goals utilizing
individual resident strengths and interdisciplinary expertise; crafting the “how” of resident
care.

Implementation—Putting that course of action (specific interventions derived through
interdisciplinary individualized care planning) into motion by staff knowledgeable about the
resident’s care goals and approaches; carrying out the “how” and “when” of resident care.

Evaluation—Ceritically reviewing individualized care plan goals, interventions and
implementation in terms of achieved resident outcomes as identified and assessing the need
to modify the care plan (i.e., change interventions) to adjust to changes in the resident’s
status, goals, or improvement or decline.
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The following pathway illustrates a problem identification process flowing from MDS (and other
assessments), to the CAA decision-making process, care plan development, care plan
implementation, and finally to evaluation. This manual will refer to this process throughout
several chapter discussions.

Assessment Decision-Making Care Plan Care Plan

(MDS) (CAA) Development Implementation Evaluation

If you look at the RAI process as a solution oriented and dynamic process, it becomes a richly
practical means of helping nursing home staff gather and analyze information in order to
improve a resident’s quality of care and quality of life. The RAI offers a clear path toward using
all members of the interdisciplinary team in a proactive process. There is absolutely no reason to
insert the RAI process as an added task or view it as another “layer” of labor.

The key to successfully using the RAI process is to understand that its structure is designed to
enhance resident care, increase a resident’s active participation in care, and promote the quality
of a resident’s life. This occurs not only because it follows an interdisciplinary problem-solving
model, but also because staff (across all shifts), residents and families (and/or guardian or other
legally authorized representative) and physicians (or other authorized healthcare professionals as
allowable under state law) are all involved in its “hands on” approach. The result is a process that
flows smoothly and allows for good communication and tracking of resident care. In short, it
works.

Since the RAI has been implemented, nursing home staff who have applied the RAI process in
the manner we have discussed have discovered that it works in the following ways:

* Residents Respond to Individualized Care. While we will discuss other positive
responses to the RAI below, there is none more persuasive or powerful than good resident
outcomes both in terms of a resident’s quality of care and enhanced quality of life.
Nursing home providers have found that when residents actively participate in their care,
and care plans reflect appropriate resident-specific approaches to care based on careful
consideration of individual problems and causes, linked with input from residents,
residents’ families (and/or guardian or other legally authorized representative), and the
interdisciplinary team, residents have experienced goal achievement and either their level
of functioning has improved or has deteriorated at a slower rate. Nursing home staff
report that, as individualized attention increases, resident satisfaction with quality of life
also increases.

* Staff Communication Has Become More Effective. When staff members are involved
in a resident’s ongoing assessment and have input into the determination and
development of a resident’s care plan, the commitment to and the understanding of that
care plan is enhanced. All levels of staff, including nursing assistants, have a stake in the
process. Knowledge gained from careful examination of possible causes and solutions of
resident problems (i.e., from performing the CAAs) challenges staff to hone the
professional skills of their discipline as well as focus on the individuality of the resident
and holistically consider how that individuality is accommodated in the care plan.
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* Resident and Family Involvement in Care Has Increased. There has been a dramatic
increase in the frequency and nature of resident and family involvement in the care
planning process. Input has been provided on individual resident goals, needs, interests,
strengths, problems, preferences, and lifestyle choices. When considering all of this
information, staff members have a much better picture of the resident, and residents and
families have a better understanding of the goals and processes of care.

* Increased Clarity of Documentation. When the approaches to achieving a specific goal
are understood and distinct, the need for voluminous documentation diminishes.
Likewise, when staff members are communicating effectively among themselves with
respect to resident care, repetitive documentation is not necessary and contradictory notes
do not occur. In addition, new staff, consultants, or others who review records have found
that the increased clarity of the information documented about a resident makes tracking
care and outcomes easier to accomplish.

The purpose of this manual is to offer clear guidance, through instruction and example, for the
effective use of the RAI, and thereby help nursing home staff achieve the benefits listed above.

In keeping with objectives set forth in the Institute of Medicine (IOM) study completed in 1986
(Committee on Nursing Home Regulation, IOM) that made recommendations to improve the
quality of care in nursing homes, the RAI provides each resident with a standardized,
comprehensive and reproducible assessment. This tool assesses a resident’s ability to perform
daily life functions, identifies significant impairments in a resident’s functional capacity, and
provides opportunities for direct resident interview. In essence, with an accurate RAI completed
periodically, caregivers have a genuine and consistent recorded “look™ at the resident and can
attend to that resident’s needs with realistic goals in hand.

Furthermore, with the consistent application of item definitions, the RAI ensures standardized
communication both within the nursing home and between facilities (e.g., other long-term care
facilities or hospitals). Basically, when everyone is speaking the same language, the opportunity
for misunderstanding or error is diminished considerably.

1.5 MDS 3.0

In response to changes in nursing home care, resident characteristics, advances in resident
assessment methods, and provider and consumer concerns about the performance of the MDS
2.0, the Centers for Medicare & Medicaid Services (CMS) contracted with the RAND
Corporation and Harvard University to draft revisions and nationally test the MDS Version 3.0.
Following is a synopsis of the goals and key findings as reported in the Development &
Validation of a Revised Nursing Home Assessment Tool: MDS 3.0 final report (Saliba and
Buchanan, 2008; available at https:// www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/NursingHomeQualityInits/downloads/MDS30FinalReport.pdf).
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Goals

The goals of the MDS 3.0 revision were to introduce advances in assessment measures, increase
the clinical relevance of data elements, improve the accuracy and validity of the assessment
instrument, increase user satisfaction, and increase the resident’s voice by introducing more
resident interview items. Providers, consumers, and other technical experts in nursing home care
requested that MDS 3.0 revisions focus on improving the instrument’s clinical utility, clarity, and
accuracy. CMS also wanted to increase the usability of the instrument while maintaining the
ability to use MDS data for quality measure reporting and Medicare SNF PPS reimbursement
(via Patient Driven Payment Model [PDPM] classification).

In addition to improving the content and structure of the MDS, the RAND/Harvard team also
aimed to improve user satisfaction. User attitudes are key determinants of quality improvement
implementation. Negative user attitudes toward the MDS are often cited as a reason that nursing
homes have not fully implemented the information from the MDS into targeted care planning.

Methods

To address many of the issues and challenges previously identified and to provide an empirical
foundation for examining revisions to the MDS before they were implemented, the
RAND/Harvard team engaged in a careful iterative process that incorporated provider and
consumer input, expert consultation, scientific advances in clinical knowledge about screening
and assessment, CMS experience, and intensive item development and testing by a national
Veterans Health Administration (VHA) consortium. This process allowed the final national
testing of MDS 3.0 to include well-developed and tested items.

The national validation and evaluation of the MDS 3.0 included 71 community nursing homes
(3,822 residents) and 19 VHA nursing homes (764 residents), regionally distributed throughout
the United States. The evaluation was designed to test and analyze inter-rater agreement
(reliability) between gold-standard (research) nurses and between nursing home and gold-
standard nurses, validity of key sections, response rates for interview items, anonymous feedback
on changes from participating nurses, and time to complete the MDS assessment. In addition, the
national test design allowed comparison of item distributions between MDS 3.0 and MDS 2.0
and thus facilitated mapping into payment cells (Saliba and Buchanan, 2008).

Key Findings for MDS 3.0

e Improved Resident Input

* Improved Accuracy and Reliability

* Increased Efficiency

* Improved Staff Satisfaction and Perception of Clinical Utility
Improvements incorporated in MDS 3.0 produce a more efficient assessment instrument: better
quality information was obtained in less time. Such gains should improve identification of
resident needs and enhance resident-focused care planning. In addition, inclusion of items

recognized in other care settings is likely to enhance communication among providers. These
significant gains reflect the cumulative effect of changes across the tool, including:

October 2024 Page 1-9



CMS’s RAIl Version 3.0 Manual CH 1: Resident Assessment Instrument (RAI)

e use of more valid items,
» direct inclusion of resident reports, and

e improved clarity of retained items.

1.6 Components of the MDS

The MDS is completed for all residents in Medicare- or Medicaid-certified nursing homes and
residents in a Medicare Part A SNF PPS stay in non-critical access hospitals with Medicare
swing bed agreements. The mandated assessment schedule is discussed in Chapter 2. States may
also establish additional MDS requirements. For specific information on State requirements,
please contact your State RAI Coordinator (see Appendix B).

1.7 Layout of the RAI Manual

The layout of the RAI manual is as follows:

e Chapter 1: Resident Assessment Instrument (RAI)

* Chapter 2: Assessments for the Resident Assessment Instrument (RAT)
e Chapter 3: Overview to the Item-by-Item Guide to the MDS 3.0

* Chapter 4: Care Area Assessment (CAA) Process and Care Planning

e Chapter 5: Submission and Correction of the MDS Assessments

* Chapter 6: Medicare Skilled Nursing Facility Prospective Payment System (SNF PPS)

Appendices

* Appendix A: Glossary and Common Acronyms

* Appendix B: State Agency and CMS Locations RAI/MDS Contacts

* Appendix C: Care Area Assessment (CAA) Resources

* Appendix D: Interviewing to Increase Resident Voice in MDS Assessments

* Appendix E: Patient Health Questionnaire (PHQ)-Scoring Rules and Instruction for
BIMS (When Administered in Writing)

* Appendix F: MDS Item Matrix
* Appendix G: References
* Appendix H: MDS 3.0 Forms
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Section Title Intent
Obtain key demographic information to uniquely identify each resident,
L . administrative information, nursing home in which they reside, reason
A Identification Information . . .
for assessment, and potential care needs, including access to
transportation.
Hearing. Speech. and Document whether the resident is comatose, the resident’s ability to
B earing, sp ’ hear, understand, and communicate with others and the resident’s
Vision o . . - .
ability to see objects nearby in their environment.
Determine the resident’s attention, orientation, and ability to register
(03 Cognitive Patterns and recall information, and whether the resident has signs and
symptoms of delirium.
D Mood Identify signs and symptoms of mood distress and social isolation.
Identify behavioral symptoms that may cause distress or are
E Behavior potentially harmful to the resident, or may be distressing or disruptive
to facility residents, staff members or the care environment.
F Preferences for Customary  Obtain information regarding the resident’s preferences for their daily
Routine and Activities routine and activities.
Assess the need for assistance with self-care and mobility activities,
GG Functional Abilities prlor'functlc')n: anlsglon performange, discharge performapce, '
functional limitations in range of motion, and current and prior device
use.
Gather information on the use of bowel and bladder appliances, the
H Bladder and Bowel use of and response to urinary toileting programs, urinary and bowel
continence, bowel training programs, and bowel patterns.
Code diseases that have a direct relationship to the resident’s current
| Active Diagnoses functional, cognitive, mood or behavior status, medical treatments,
nursing monitoring, or risk of death.
J Health Conditions Documerjt hea]th conditions that impact the resident’s functional status
and quality of life.
K Swallowing/Nutritional Assess conditions that could affect the resident’s ability to maintain
Status adequate nutrition and hydration.
L Oral/Dental Status Record any oral or dental problems present.
Document the risk, presence, appearance, and change of pressure
M Skin Conditions ulcers as well as other skin ulcers, wounds or lesions. Also includes
treatment categories related to skin injury or avoiding injury.
Record the number of days that any type of injection, insulin, and/or
N Medications select medications was received by the resident. Also includes use
and indication of high-risk drug classes, antipsychotic use and drug
regimen review to identify potentially significant medication issues.
o Special Treatments, Identify any special treatments, procedures, and programs that the
Procedures, and Programs  resident received or performed during the specified time periods.
Record the frequency that the resident was restrained by any of the
P Restraints and Alarms listed devices or an alarm was used at any time during the day or
night.
Particination in Assessment Record the participation and expectations of the resident, family
Q P . and/or significant others in the assessment, and to understand the
and Goal Setting . :
resident’s overall goals.
Document triggered care areas, whether or not a care plan has been
Care Area Assessment : .
\% developed for each triggered area, and the location of care area
(CAA) Summary ;
assessment documentation.
X Correction Request To |q§nt|fy an MDS recqrd already present in iQIES system for
modification or inactivation.
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Section Title Intent

Provide billing information and signatures of persons completing and
attesting to the accuracy of the assessment, as well as the signature
and date by the RN Assessment Coordinator verifying the assessment
is complete.

Z Assessment Administration

1.8 Protecting the Privacy of the MDS Data

MDS assessment data is personal information about nursing facility residents that facilities are
required to collect and keep confidential in accordance with federal law. The 42 CFR Part 483.20
requires Medicare and Medicaid certified nursing facility providers to collect the resident
assessment data that comprises the MDS. This data is considered part of the resident’s medical
record and is protected from improper disclosure by Medicare and Medicaid certified facilities by
regulation at CFR 483.70(i) and 483.75(1)(4), release of information from the resident’s clinical
record is permissible only when required by:

1. transfer to another health care institution,
2. law (both State and Federal), and/or
3. the resident.

Otherwise, providers cannot release MDS data in individual level format or in the aggregate.
Nursing facility providers are also required under CFR 483.20 to transmit MDS data to a Federal
data repository. Any personal data maintained and retrieved by the Federal government is subject
to the requirements of the Privacy Act of 1974. The Privacy Act specifically protects the
confidentiality of personal identifiable information and safeguards against its misuse.
Information regarding The Privacy Act can be found at https://www.cms.gov/Research-
Statistics-Data-and-Systems/Computer-Data-and-Systems/Privacy/PrivacyActof1974.html.

The Privacy Act requires by regulation that all individuals whose data are collected and
maintained in a federal database must receive notice. Therefore, residents in nursing facilities
must be informed that the MDS data is being collected and submitted to the national system,
Internet Quality Improvement Evaluation System (i1QIES). The notice shown on page 1-14 of this
section meets the requirements of the Privacy Act of 1974 for nursing facilities. The form is a
notice and not a consent to release or use MDS data for health care information. Each resident or
family member must be given the notice containing submission information at the time of
admission. It is important to remember that resident consent is not required to complete and
submit MDS assessments that are required under Omnibus Budget Reconciliation Act of 1987
(OBRA ’87) or for Medicare payment purposes.
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Contractual Agreements

Providers who are part of a multi-facility corporation may release data to their corporate office or
parent company but not to other providers within the multi-facility corporation. The parent
company is required to “act” in the same manner as the facility and is permitted to use data only
to the extent the facility is permitted to do so (as described in 42 CFR at 483.10(h)(3)(1)).

In the case where a facility submits MDS data to CMS through a contractor or through its
corporate office, the contractor or corporate office has the same rights and restrictions as the
facility does under the Federal and State regulations with respect to maintaining resident data,
keeping such data confidential, and making disclosures of such data. This means that a contractor
may maintain a database, but must abide by the same rules and regulations as the facility.
Moreover, the fact that there may have been a change of ownership of a facility that has been
transferring data through a contractor should not alter the contractor's rights and responsibilities;
presumably, the new owner has assumed existing contractual rights and obligations, including
those under the contract for submitting MDS information. All contractual agreements, regardless
of their type, involving the MDS data should not violate the requirements of participation in the
Medicare and/or Medicaid program, the Privacy Act of 1974 or any applicable State laws.
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PRIVACY ACT STATEMENT — HEALTH CARE RECORDS
Long Term Care-Minimum Data Set (MDS) System of Records revised 04/28/2007

(Issued: 9-6-12, Implementation/Effective Date: 6-17-13)

THIS FORM PROVIDES YOU THE ADVICE REQUIRED BY THE PRIVACY ACT OF
1974 (5 USC 552a). THIS FORM IS NOT A CONSENT FORM TO RELEASE OR USE
HEALTH CARE INFORMATION PERTAINING TO YOU.

1. AUTHORITY FOR COLLECTION OF INFORMATION, INCLUDING SOCIAL
SECURITY NUMBER AND WHETHER DISCLOSURE IS MANDATORY OR
VOLUNTARY. Authority for maintenance of the system is given under Sections 1102(a),
1819(b)(3)(A), 1819(f), 1919(b)(3)(A), 1919(f) and 1864 of the Social Security Act.

The system contains information on all residents of long-term care (LTC) facilities that are
Medicare and/or Medicaid certified, including private pay individuals and not limited to
Medicare enrollment and entitlement, and Medicare Secondary Payer data containing other
party liability insurance information necessary for appropriate Medicare claim payment.

Medicare and Medicaid participating LTC facilities are required to conduct comprehensive,
accurate, standardized and reproducible assessments of each resident's functional capacity and
health status. To implement this requirement, the facility must obtain information from every
resident. This information is also used by the Centers for Medicare & Medicaid Services
(CMS) to ensure that the facility meets quality standards and provides appropriate care to all
residents. 42 CFR §483.20, requires LTC facilities to establish a database, the Minimum Data
Set (MDS), of resident assessment information. The MDS data are required to be
electronically transmitted to the CMS National Repository.

Because the law requires disclosure of this information to Federal and State sources as
discussed above, a resident does not have the right to refuse consent to these disclosures.
These data are protected under the requirements of the Federal Privacy Act of 1974 and the
MDS LTC System of Records.

2. PRINCIPAL PURPOSES OF THE SYSTEM FOR WHICH INFORMATION IS
INTENDED TO BE USED. The primary purpose of the system is to aid in the
administration of the survey and certification, and payment of Medicare/Medicaid LTC
services which include skilled nursing facilities (SNFs), nursing facilities (NFs) and non-
critical access hospitals with a swing bed agreement.

Information in this system is also used to study and improve the effectiveness and quality of
care given in these facilities. This system will only collect the minimum amount of personal
data necessary to achieve the purposes of the MDS, reimbursement, policy and research
functions.
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3. ROUTINE USES OF RECORDS MAINTAINED IN THE SYSTEM. The information
collected will be entered into the LTC MDS System of Records, System No. 09-70-0528.
This system will only disclose the minimum amount of personal data necessary to
accomplish the purposes of the disclosure. Information from this system may be disclosed
to the following entities under specific circumstances (routine uses), which include:

(1) To support Agency contractors, consultants, or grantees who have been contracted by
the Agency to assist in accomplishment of a CMS function relating to the purposes for
this system and who need to have access to the records in order to assist CMS;

(2) To assist another Federal or state agency, agency of a state government, an agency
established by state law, or its fiscal agent for purposes of contributing to the accuracy
of CMS’ proper payment of Medicare benefits and to enable such agencies to fulfill a
requirement of a Federal statute or regulation that implements a health benefits
program funded in whole or in part with Federal funds and for the purposes of
determining, evaluating and/or assessing overall or aggregate cost, effectiveness,
and/or quality of health care services provided in the State, and determine Medicare
and/or Medicaid eligibility;

(3) To assist Quality Improvement Organizations (QIOs) in connection with review of
claims, or in connection with studies or other review activities, conducted pursuant to
Title XI or Title XVIII of the Social Security Act and in performing affirmative
outreach activities to individuals for the purpose of establishing and maintaining their
entitlement to Medicare benefits or health insurance plans;

(4) To assist insurers and other entities or organizations that process individual insurance
claims or oversees administration of health care services for coordination of benefits
with the Medicare program and for evaluating and monitoring Medicare claims
information of beneficiaries including proper reimbursement for services provided;

(5) To support an individual or organization to facilitate research, evaluation, or
epidemiological projects related to effectiveness, quality of care, prevention of disease
or disability, the restoration or maintenance of health, or payment related projects;

(6) To support litigation involving the agency, this information may be disclosed to The
Department of Justice, courts or adjudicatory bodies;

(7) To support a national accrediting organization whose accredited facilities meet certain
Medicare requirements for inpatient hospital (including swing beds) services;

(8) To assist a CMS contractor (including but not limited to fiscal intermediaries and
carriers) that assists in the administration of a CMS-administered health benefits
program, or to a grantee of a CMS-administered grant program to combat fraud, waste
and abuse in certain health benefit programs; and
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(9) To assist another Federal agency or to an instrumentality of any governmental
jurisdiction within or under the control of the United States (including any state or
local governmental agency), that administers, or that has the authority to investigate
potential fraud, waste and abuse in a health benefits program funded in whole or in
part by Federal funds.

4. EFFECT ON INDIVIDUAL OF NOT PROVIDING INFORMATION. The
information contained in the LTC MDS System of Records is generally necessary for the
facility to provide appropriate and effective care to each resident.

If a resident fails to provide such information, e.g. thorough medical history, inappropriate
and potentially harmful care may result. Moreover, payment for services by Medicare,
Medicaid and third parties, may not be available unless the facility has sufficient information
to identify the individual and support a claim for payment.

NOTE: Residents or their representative must be supplied with a copy of the notice. This
notice may be included in the admission packet for all new nursing home admissions, or
distributed in other ways to residents or their representative(s). Although signature of receipt
1s NOT required, providers may request to have the Resident or his or her Representative sign
a copy of this notice as a means to document that notice was provided and merely
acknowledges that they have been provided with this information.

Your signature merely acknowledges that you have been advised of the foregoing. If
requested, a copy of this form will be furnished to you.

Signature of Resident or Sponsor Date

NOTE: Providers may request to have the Resident or his or her Representative sign a copy of
this notice as a means to document that notice was provided. Signature is NOT required. If the
Resident or his or her Representative agrees to sign the form it merely acknowledges that they
have been advised of the foregoing information. Residents or their Representative must be
supplied with a copy of the notice. This notice may be included in the admission packet for all
new nursing home admissions.
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Legal Notice Regarding MDS 3.0 - Copyright 2011 United States of America and interRAI.
This work may be freely used and distributed solely within the United States. Portions of the
MDS 3.0 are under separate copyright and license protections:

Patient Health Questionnaire (PHQ)©O: Copyright Pfizer Inc. All rights reserved.
Reproduced with permission.

Adapted from: Inouye SK et al. Ann Intern Med. 1990; 113:941-8. Confusion
Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC. Not to be
reproduced without permission.

Health Literacy: The Single Item Literacy Screener is licensed under a Creative
Commons Attribution-NonCommercial 4.0 International License.

Transportation © 2019. National Association of Community Health Centers, Inc.,
Association of Asian Pacific Community Health Organizations, Oregon Primary Care
Association. PRAPARE and its resources are proprietary information of NACHC and its
partners, intended for use by NACHC, its partners, and authorized recipients. Do not
publish, copy, or distribute this information in part or whole without written consent from
NACHC.

All copyright and license holders have granted permission to use these instruments and data
elements in association with the MDS 3.0.
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CHAPTER 2: ASSESSMENTS FOR THE RESIDENT
ASSESSMENT INSTRUMENT (RAI)

This chapter presents the assessment types and instructions for the completion (including timing
and scheduling) of the mandated OBRA and Prospective Payment System (PPS) assessments in
nursing homes and the mandated PPS assessments in non-critical access hospitals with a swing
bed agreement.

2.1 Introduction to the Requirements for the RAI

The statutory authority for the RAI is found in Section 1819(f)(6)(A-B) for Medicare, and 1919
(H)(6)(A-B) for Medicaid, of the Social Security Act (SSA), as amended by the Omnibus Budget
Reconciliation Act of 1987 (OBRA 1987). These sections of the SSA require the Secretary of the
Department of Health and Human Services (the Secretary) to specify a Minimum Data Set
(MDS) of core elements for use in conducting assessments of nursing home residents. It

furthermore requires the Secretary to designate one or more resident assessment instruments
based on the MDS.

The OBRA regulations require nursing homes that are Medicare certified, Medicaid certified or
both, to conduct initial and periodic assessments for all their residents. The Resident Assessment
Instrument (RAI) process is the basis for the accurate assessment of each resident. The MDS 3.0
is part of that assessment process and is required by CMS. The OBRA-required assessments will
be described in detail in Section 2.6.

MDS assessments are also required to be completed and submitted to the iQIES system for
Medicare payment (Skilled Nursing Facility (SNF) PPS) purposes under Medicare Part A
(described in detail in Section 2.9) or for the SNF Quality Reporting Program (QRP) required
under the Improving Medicare Post-Acute Care Transformation Act of 2014 (IMPACT Act).
Other payors (e.g., Medicare Advantage Plans) may require Health Insurance Prospective
Payment System (HIPPS) codes or other MDS data for billing purposes. However, facilities must
not code assessments done for these purposes as PPS assessments in A0310B and A0310H or
submit these assessments to iQIES.

It is important to note that, in most cases, when the OBRA and PPS assessment time frames
coincide, one assessment may be used to satisfy both requirements. In such cases, the most
stringent requirement for MDS completion must be met. Therefore, it is imperative that nursing
home staff fully understand the requirements for both types of assessments in order to avoid
unnecessary duplication of effort and to remain in compliance with both OBRA and PPS
requirements. (Refer to Sections 2.10 and 2.11 for combining OBRA and PPS assessments).
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2.2 CMS Designation of the RAI for Nursing Homes

Federal regulatory requirements at 42 CFR 483.20(b)(1) and 483.20(c) require facilities to use an
RALI that has been specified by CMS. The Federal requirement also mandates facilities to encode
and electronically transmit MDS 3.0 data. (Detailed submission requirements are located in
Chapter 5.)

While states must use all Federally required MDS 3.0 items, they have some flexibility in adding
optional Section S items.

* CMS’ specified RAI covers the core items included on the instrument, the wording and
sequencing of those items, and all definitions and instructions for the RAI

* CMS’ specified RAI does not include characteristics related to formatting (e.g., print type,
color coding, or changes such as printing triggers on the assessment form).

* All comprehensive RAIs specified by CMS must include at least the CMS MDS Version
3.0 (with or without optional Section S) and use of the Care Area Assessment (CAA)
process (including Care Area Triggers (CATs) and the CAA Summary (Section V).

» [fallowed by the State, facilities may have some flexibility in form design (e.g., print
type, color, shading, integrating triggers) or use a computer-generated printout of the RAI
as long as the State can ensure that the facility’s RAI in the resident’s record accurately
and completely represents the CMS-specified RAI in accordance with 42 CFR 483.20(b).
This applies to either pre-printed forms or computer-generated printouts.

» Facility assessment systems must always be based on the MDS (i.e., both item
terminology and definitions). However, facilities may insert additional items within
automated assessment programs, but must be able to “extract” and print the MDS in a
manner that replicates CMS’ specified RAI (i.e., using the exact wording and sequencing
of items as is found on the RAI specified by CMS).

Additional information about CMS specification of the RAI and variations in format can be
found in Sections 4145.1-4145.7 of the CMS State Operations Manual (SOM) which can be
found here: https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107c04.pdf. For more information about your
State’s assessment requirements, contact your State RAI Coordinator (see Appendix B).

2.3 Responsibilities of Nursing Homes for Completing
Assessments

The requirements for the RAI are found at 42 CFR 483.20 and are applicable to all residents in
Medicare and/or Medicaid certified long-term care facilities. The requirements are applicable
regardless of age, diagnosis, length of stay, payment source or payer source. Federal RAI
requirements are not applicable to individuals residing in non-certified units of long-term care
facilities or licensed-only facilities. This does not preclude a State from mandating the RAI for
residents who live in these units. Please contact your State RAI Coordinator for State
requirements.
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An RAI (MDS, CAA process, and Utilization Guidelines) must be completed for any resident
residing in the facility, including:

All residents of Medicare (Title 18) skilled nursing facilities (SNFs) or Medicaid (Title
19) nursing facilities (NFs). This includes certified SNFs or NFs in hospitals, regardless
of payment source.

Hospice residents: When a SNF or NF is the hospice resident’s residence for purposes of
the hospice benefit, the facility must comply with the Medicare or Medicaid participation
requirements, meaning the resident must be assessed using the RAI, have a care plan and
be provided with the services required under the plan of care. This can be achieved
through cooperation of both the hospice and long-term care facility staff (including
participation in completing the RAI and care planning) with the consent of the resident.

Short-term or respite residents: An RAI must be completed for any individual residing
more than 14 days on a unit of a facility that is certified as a long-term care facility for
participation in the Medicare or Medicaid programs. If the respite resident is in a certified
bed, the OBRA assessment schedule and tracking document requirements must be
followed. If the respite resident is in the facility for fewer than 14 days, an OBRA
Admission assessment is not required; however, an OBRA Discharge assessment is
required:

— Given the nature of a short-term or respite resident, staff members may not have
access to all information required to complete some MDS items prior to the resident’s
discharge. In that case, the “not assessed/no information” coding convention should
be used (“-) (See Chapter 3 for more information).

— Regardless of the resident’s length of stay, the facility must still have a process in
place to identify the resident’s needs and must initiate a plan of care to meet those
needs upon admission.

— If the resident is eligible for Medicare Part A benefits, a Medicare assessment will
still be required to support payment under the SNF PPS.

Special population residents (e.g., pediatric or residents with a psychiatric
diagnosis): Certified facilities are required to complete an RAI for all residents who
reside in the facility, regardless of age or diagnosis.

Swing bed facilities: SNF-level services of non-critical access hospital (non-CAH)
swing bed (SB) facilities were phased into the SNF PPS on July 1, 2002 (referred to as
swing beds in this manual). Swing bed facilities must assess the clinical condition of
Medicare beneficiaries by completing certain MDS assessments for each Medicare
resident receiving Medicare Part A SNF level of care in order to be reimbursed under the
SNF PPS Patient Driven Payment Model. CMS began collecting MDS data for quality
monitoring purposes of non-CAH SB facilities effective October 1, 2010. Therefore, SB
providers must complete these assessments: Swing Bed PPS (SP) and Swing Bed
Discharge (SD) assessments, and Entry Tracking and Death in Facility records. Swing
bed facilities may also choose to complete an Interim Payment Assessment (IPA) at any
time during the resident’s stay in the facility. Swing bed providers must adhere to the
same assessment requirements including, but not limited to, completion date, encoding
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requirements, submission time frame, and RN signature. Swing bed facilities must use
the instructions in this manual when completing MDS assessments.

Skilled Nursing Facility Quality Reporting Program: The IMPACT Act of 2014 established
the SNF QRP. Amending Section 1888(e) of the Social Security Act, the IMPACT Act mandates
that SNFs are to collect and report on standardized resident assessment data. Failure to report
such data results in a 2 percent reduction in the SNF’s market basket percentage for the
applicable fiscal year. Data collected for the SNF QRP is submitted through the Internet Quality
Improvement Evaluation System (1QIES) as it currently is for other MDS assessments.

* Additional information regarding the IMPACT Act and associated quality measures may
be found on CMS’s website at: https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-
2014/IMPACT-Act-0f-2014-Data-Standardization-and-Cross-Setting-Measures.

The RAI process must be used with residents in facilities with different certification
situations, including:

* Newly Certified Nursing Homes:

— Nursing homes must admit residents and operate in compliance with certification
requirements before a certification survey can be conducted.

— Nursing homes must meet specific requirements, 42 Code of Federal Regulations,
Part 483 (Requirements for States and Long Term Care Facilities, Subpart B), in
order to participate in the Medicare and/or Medicaid programs.

— The completion and submission of OBRA and/or PPS assessments are a requirement
for Medicare and/or Medicaid long-term care facilities. However, even though OBRA
does not apply until the provider is certified, facilities are required to conduct and
complete resident assessments prior to certification as if the beds were already
certified.*

— Prior to certification, although the facility is conducting and completing assessments,
these assessments are not technically OBRA required, but are required to demonstrate
compliance with certification requirements. Since the data on these pre-certification
assessments was collected and completed with an ARD/target date prior to the
certification date of the facility, CMS does not have the authority to receive this into
1QIES. Therefore, these assessments cannot be submitted to i1QIES.

— Assuming a survey is completed where the nursing home has been determined to be
in substantial compliance, the facility will be certified effective the last day of the
survey and can begin to submit OBRA and PPS required assessments to iQIES.

o For OBRA assessments, the assessment schedule is determined from the
resident’s actual date of admission. Please note, if a facility completes an
Admission assessment prior to the certification date, there is no need to do
another Admission assessment. The facility will simply continue with the next
expected assessment according to the OBRA schedule, using the actual admission
date as Day 1. Since the first assessment submitted will not be an Entry or OBRA
Admission assessment, but a Quarterly, OBRA Discharge, etc., the facility may
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receive a sequencing warning message, but should still submit the required
assessment.

For PPS assessments, please note that Medicare cannot be billed for any care
provided prior to the certification date. Therefore, the facility must use the
certification date as Day 1 of the covered Part A stay when establishing the
Assessment Reference Date (ARD) for the Medicare Part A SNF PPS
assessments.

— *NOTE: Even in situations where the facility’s certification date is delayed due to the
need for a resurvey, the facility must continue conducting and completing resident
assessments according to the original schedule.

* Adding Certified Beds:

— If the nursing home is already certified and is just adding additional certified beds, the
procedure for changing the number of certified beds is different from that of the
initial certification.

— Medicare and Medicaid residents should not be placed in one of these additional beds
until the facility has been notified that the beds have been certified.

* Change in Ownership: There are two types of change in ownership transactions:

— 1) Assumption of Assets and Liabilities: This is the most common situation and
requires the new owner to assume the assets and liabilities of the prior owner and
retain the current CMS Certification Number (CCN). In this case:

(@]

The assessment schedule for existing residents continues, and the facility
continues to use the existing provider number.

Staff with iQIES user IDs continue to use the same iQIES user IDs.

Example: if the Admission assessment was done 10 days prior to the change in
ownership, the next OBRA assessment would be due no later than 92 days after
the ARD (A2300) of the Admission assessment and would be submitted using the
existing provider number. If the resident is in a Part A stay, and the 5-Day PPS
assessment was combined with the OBRA Admission assessment, the next PPS
assessment could be an Interim Payment Assessment (IPA), if the provider
chooses to complete one, and would also be submitted under the existing provider
number.

— 2) No Assumption of Assets or Liabilities: There are situations where the new owner
does not assume the assets and liabilities of the previous owner. In these cases:

o

O

The beds are no longer certified.

There are no links to the prior provider, including sanctions, deficiencies, resident
assessments, Quality Measures, debts, CMS Certification Number (CCN), etc.

The previous owner would complete an OBRA Discharge assessment - return not
anticipated, thus code A0310F = 10, A2000 = date of ownership change, and
A2105 =02 or 03 for those residents who will remain in the facility. Refer to
Chapter 3, Section A for additional guidance regarding A1805.
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o The new owner would complete an Admission assessment and Entry tracking
record for all residents, thus code A0310F = 01, A1600 = date of ownership
change, A1700 = 1 (admission), and A1805 = 02 or 03. Refer to Chapter 3,
Section A for additional guidance regarding A1805.

o Staff who worked for the previous owner must update their iQIES role to submit
data for the CCN associated with the new owner.

o Compliance with OBRA regulations, including the MDS requirements, is
expected at the time of survey for certification of the facility with a new owner.
See information above regarding newly certified nursing homes.

¢ Resident Transfers:

— When transferring a resident, the transferring facility must provide the new facility
with necessary medical records, including appropriate MDS assessments, to support
the continuity of resident care.

— When admitting a resident from another nursing home, regardless of whether or not it
1s a transfer within the same chain, a new Admission assessment must be done within
14 days. The MDS schedule then starts with the new Admission assessment and, if
applicable, a 5-Day assessment.

— The admitting facility should look at the previous facility’s assessment in the same way
they would review other incoming documentation about the resident for the purpose of
understanding the resident’s history and promoting continuity of care. However, the
admitting facility must perform a new Admission assessment for the purpose of
planning care within that facility to which the resident has been transferred.

— When there has been a transfer of residents as a result of a natural disaster(s) (e.g.,
flood, earthquake, fire) with an anticipated return to the facility, the evacuating
facility should contact their CMS Location (formerly known as Regional Office),
State Agency, and Medicare Administrative Contractor (MAC) for guidance.

— When there has been a transfer as a result of a natural disaster(s) (e.g., flood,
earthquake, fire) and it has been determined that the resident will not return to the
evacuating facility, the evacuating provider will discharge the resident return not
anticipated and the receiving facility will admit the resident, with the MDS cycle
beginning as of the admission date to the receiving facility. For questions related to
this type of situation, providers should contact their CMS Location, State Agency,
and MAC for guidance.

— More information on emergency preparedness can be found at:
http://www.cms.eov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertEmergPrep/index.html.
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24

Responsibilities of Nursing Homes for Reproducing and
Maintaining Assessments

The Federal regulatory requirement at 42 CFR 483.20(d) requires nursing homes to maintain all
resident assessments completed within the previous 15 months in the resident’s active clinical
record. This requirement applies to all MDS assessment types regardless of the form of storage
(i.e., electronic or hard copy).

The 15-month period for maintaining assessment data may not restart with each
readmission to the facility:

— When a resident is discharged return anticipated and the resident returns to the
facility within 30 days, the facility must copy the previous RAI and transfer that
copy to the new record. Thel5-month requirement for maintenance of the RAI data
must be adhered to.

— When a resident is discharged return anticipated and does not return within 30
days or discharged return not anticipated, facilities may develop their own specific
policies regarding how to handle return situations, whether or not to copy the
previous RAI to the new record.

— In cases where the resident returns to the facility after a long break in care (i.e., 15
months or longer), staff may want to review the older record and familiarize
themselves with the resident history and care needs. However, the decision on
retaining the prior stay record in the active clinical record is a matter of facility policy
and 1s not a CMS requirement.

After the 15-month period, RAI information may be thinned from the active clinical
record and stored in the medical records department, provided that it is easily retrievable
if requested by clinical staff, State Agency surveyors, CMS, or others as authorized by
law. The exception is that demographic information (items A0500-A1600) from the most
recent Admission assessment must be maintained in the active clinical record until the
resident is discharged return not anticipated or is discharged return anticipated but does
not return within 30 days.

Nursing homes may use electronic signatures for clinical record documentation, including
the MDS, when permitted to do so by State and local law and when authorized by the
facility’s policy. Use of electronic signatures for the MDS does not require that the entire
clinical record be maintained electronically. Facilities must have written policies in place
to ensure proper security measures are in place to protect the use of an electronic
signature by anyone other than the person to whom the electronic signature belongs.

Nursing homes also have the option for a resident’s clinical record to be maintained
electronically rather than in hard copy. This also applies to portions of the clinical record
such as the MDS. Maintenance of the MDS electronically does not require that the entire
clinical record also be maintained electronically, nor does it require the use of electronic
signatures.

In cases where the MDS is maintained electronically without the use of electronic
signatures, nursing homes must maintain, at a minimum, hard copies of signed and dated
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CAA(s) completion (items V0200B-C), correction completion (items X1100A-E), and
assessment completion (items Z0400-Z0500) data that is resident-identifiable in the
resident’s active clinical record.

* Nursing homes must ensure that proper security measures are implemented via facility
policy to ensure the privacy and integrity of the record.

e Nursing homes must also ensure that clinical records, regardless of form, are maintained
in a centralized location as deemed by facility policy and procedure (e.g., a facility with
five units may maintain all records in one location or by unit or a facility may maintain
the MDS assessments and care plans in a separate binder). Nursing homes must also
ensure that clinical records, regardless of form, are easily and readily accessible to staff
(including consultants), State agencies (including surveyors), CMS, and others who are
authorized by law and need to review the information in order to provide care to the
resident. Resident specific information must also be available to the individual resident.

* Nursing homes that are not capable of maintenance of the MDS electronically must
adhere to the current requirement that either a handwritten or a computer-generated copy
be maintained in the active clinical record for 15 months following the final completion
date for all assessments and correction requests. This includes all MDS records, including
the CAA Summary, Quarterly assessment records, Identification Information, Entry and
Death in Facility tracking records and MDS Correction Requests (including signed
attestation).

* All State licensure and State practice regulations continue to apply to Medicare and/or
Medicaid certified facilities. Where State law is more restrictive than Federal
requirements, the provider needs to apply the State law standard.

* In the future, facilities may be required to conform to a CMS electronic signature
standard should CMS adopt one.

2.5 Assessment Types and Definitions

In order to understand the requirements for conducting assessments of nursing home residents, it
is first important to understand some of the concepts and definitions associated with MDS
assessments. Concepts and definitions for assessments are only introduced in this section.
Detailed instructions are provided throughout the rest of this chapter.

Admission refers to the date a person enters the facility and is admitted as a resident. A day
begins at 12:00 a.m. and ends at 11:59 p.m. Regardless of whether admission occurs at 12:00

a.m. or 11:59 p.m., this date is considered the 1* day of admission. Completion of an OBRA
Admission assessment must occur in any of the following admission situations:
* when the resident has never been admitted to this facility before; OR

* when the resident has been in this facility previously and was discharged return not
anticipated; OR
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* when the resident has been in this facility previously and was discharged return
anticipated and did not return within 30 days of discharge (see Discharge assessment
below).

Assessment Combination refers to the use of one assessment to satisfy both OBRA and
PPS assessment requirements when the time frames coincide for both required assessments. In
such cases, the most stringent requirement of the two assessments for MDS completion must be
met. Therefore, it is imperative that nursing home staff fully understand the requirements for
both types of assessments in order to avoid unnecessary duplication of effort and to remain in
compliance with both OBRA and PPS requirements. Sections 2.10 and 2.11 provide more
detailed information on combining PPS and OBRA assessments. In addition, when all
requirements for both are met, one assessment may satisfy two OBRA assessment requirements,
such as Admission and OBRA Discharge assessment.

Assessment Completion refers to the date that all information needed has been collected and
recorded for a particular assessment type and staff have signed and dated that the assessment is
complete.

* For OBRA-required Comprehensive assessments, assessment completion is defined as
completion of the CAA process in addition to the MDS items, meaning that the RN
assessment coordinator has signed and dated both the MDS (item Z0500) and CAA(s)
(item V0200B) completion attestations. Since a Comprehensive assessment includes
completion of both the MDS and the CAA process, the assessment timing requirements
for a comprehensive assessment apply to both the completion of the MDS and the CAA
process.

* For non-comprehensive and Discharge assessments, assessment completion is defined as
completion of the MDS only, meaning that the RN assessment coordinator has signed and
dated the MDS (item Z0500) completion attestation.

Completion requirements are dependent on the assessment type and timing requirements.
Completion specifics by assessment type are discussed in Section 2.6 for OBRA assessments and
Section 2.9 for PPS assessments.

Assessment Reference Date (ARD) refers to the specific endpoint for the observation (or
“look-back”) periods in the MDS assessment process. The facility is required to set the ARD on
the MDS Item Set or in the facility software within the required time frame of the assessment
type being completed. This concept of setting the ARD is used for all assessment types (OBRA
and PPS) and varies by assessment type and facility determination. Most of the MDS 3.0 items
have a 7-day look-back period. If a resident has an ARD of July 1, 2011, then all pertinent
information starting at 12:00 a.m. on June 25" and ending on July 1% at 11:59 p.m. should be
included for MDS 3.0 coding.

Assessment Scheduling refers to the period of time during which assessments take place,
setting the ARD, timing, completion, submission, and the observation periods required to
complete the MDS items.
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Assessment Submission refers to electronic MDS data being in record and file formats that
conform to standard record layouts and data dictionaries, and passes standardized edits defined
by CMS and the State. Chapter 5, CFR 483.20(f)(2), and the MDS 3.0 Data Submission
Specifications on the CMS MDS 3.0 web site provide more detailed information.

Assessment Timing refers to when and how often assessments must be conducted, based
upon the resident’s length of stay and the length of time between ARDs. The table in Section 2.6
describes the assessment timing schedule for OBRA-required assessments, while information on
the PPS assessment timing schedule is provided in Section 2.8.

* For OBRA-required assessments, regulatory requirements for each assessment type
dictate assessment timing, the schedule for which is established with the Admission
(comprehensive) assessment when the ARD is set by the RN assessment coordinator and
the Interdisciplinary Team (IDT).

* Assuming the resident did not experience a significant change in status, was not
discharged, and did not have a Significant Correction to Prior Comprehensive assessment
(SCPA) completed, assessment scheduling would then move through a cycle of three
Quarterly assessments followed by an Annual (comprehensive) assessment.

* This cycle (Comprehensive assessment — Quarterly assessment — Quarterly assessment —
Quarterly assessment — Comprehensive assessment) would repeat itself annually for the
resident who: 1) the IDT determines the criteria for a Significant Change in Status
Assessment (SCSA) has not occurred, 2) an uncorrected significant error in prior
comprehensive or Quarterly assessment was not determined, and 3) was not discharged
with return not anticipated.

* OBRA assessments may be scheduled early if a nursing home wants to stagger due dates
for assessments. As a result, more than three OBRA Quarterly assessments may be
completed on a particular resident in a given year, or the Annual may be completed early
to ensure that regulatory time frames between assessments are met. However, States may
have more stringent restrictions.

*  When aresident does have an SCSA or SCPA completed, the assessment resets the
assessment timing/scheduling. The next Quarterly assessment would be scheduled within
92 days after the ARD of the SCSA or SCPA, and the next comprehensive assessment
would be scheduled within 366 days after the ARD of the SCSA or SCPA.

Assessment Transmission refers to the electronic transmission of submission files to iQIES.
Chapter 5 and the CMS MDS 3.0 web site provide more detailed information.

Comprehensive MDS assessments include both the completion of the MDS as well as

completion of the CAA process and care planning. Comprehensive MDSs include Admission,
Annual, SCSA, and SCPA.

Death in Facility refers to when the resident dies in the facility or dies while on a leave of
absence (LOA) (see LOA definition). The facility must complete a Death in Facility tracking
record. No Discharge assessment is required.

October 2024 Page 2-10



CMS’s RAI Version 3.0 Manual CH 2: Assessments for the RAI

Discharge refers to the date a resident leaves the facility or the date the resident’s Medicare
Part A stay ends but the resident remains in the facility. A day begins at 12:00 a.m. and ends at
11:59 p.m. Regardless of whether discharge occurs at 12:00 a.m. or 11:59 p.m., this date is
considered the actual date of discharge. There are three types of discharges: two are OBRA
required—return anticipated and return not anticipated; the third is Medicare required—Part A
PPS Discharge. A Discharge assessment is required with all three types of discharges. Section
2.6 provides detailed instructions regarding return anticipated and return not anticipated types,
and Section 2.8 provides detailed instructions regarding the Part A PPS Discharge type. Any of
the following situations warrant a Discharge assessment, regardless of facility policies regarding
opening and closing clinical records and bed holds:

* Resident is discharged from the facility to a private residence (as opposed to going on an
LOA);

* Resident is admitted to a hospital or other care setting (regardless of whether the nursing
home discharges or formally closes the record);

» Resident has a hospital observation stay greater than 24 hours, regardless of whether the
hospital admits the resident.

¢ Resident is transferred from a Medicare- and/or Medicaid-certified bed to a non-certified
bed.

* Resident’s Medicare Part A stay ends, but the resident remains in the facility.

Discharge Assessment refers to an assessment required on resident discharge from the
facility, or when a resident’s Medicare Part A stay ends, but the resident remains in the facility
(unless it is an instance of an interrupted stay, as defined below). This assessment includes
clinical items for quality monitoring as well as discharge tracking information.

Entry is a term used for both an admission and a reentry and requires completion of an Entry
tracking record.

Entry and Discharge Reporting MDS assessments and tracking records that include a
select number of items from the MDS used to track residents and gather important quality data at
transition points, such as when they enter a nursing home, leave a nursing home, or when a
resident’s Medicare Part A stay ends, but the resident remains in the facility. Entry/Discharge
reporting includes Entry tracking record, OBRA Discharge assessments, Part A PPS Discharge
assessment, and Death in Facility tracking record.

Interdisciplinary Team (IDT?) is a group of professional disciplines that combine
knowledge, skills, and resources to provide the greatest benefit to the resident.

1 42 CFR 483.21(b)(2) A comprehensive care plan must be (ii) Prepared by an interdisciplinary team, that includes
but is not limited to - the attending physician, a registered nurse with responsibility for the resident, a nurse aide
with responsibility for the resident, a member of food and nutrition services staff, and other appropriate staff or
professionals in disciplines as determined by the resident’s needs or as requested by the resident, and, to the
extent practicable, the participation of the resident and the resident’s representative(s).
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Interrupted Stay is a Medicare Part A SNF stay in which a resident is discharged from SNF
care (i.e., the resident is discharged from a Medicare Part A-covered stay) and subsequently
resumes SNF care in the same SNF for a Medicare Part A-covered stay during the interruption
window.

Interruption Window is a 3-day period, starting with the calendar day of Part A discharge
and including the 2 immediately following calendar days. In other words, if a resident in a
Medicare Part A SNF stay is discharged from Part A, the resident must resume Part A services,
or return to the same SNF (if physically discharged) to resume Part A services, by 11:59 p.m. at
the end of the third calendar day after their Part A-covered stay ended. The interruption window
begins with the first non-covered day following a Part A-covered stay and ends at 11:59 p.m. on
the third consecutive non-covered day following a Part A-covered SNF stay. If these conditions
are met, the subsequent stay is considered a continuation of the previous Medicare Part A-
covered stay for the purposes of both the variable per diem schedule and PPS assessment
completion.

Examples of when there is an Interrupted Stay:

» Ifaresident is discharged from Part A, remains in the facility, and resumes Part A
within the 3-day interruption window, this is an interrupted stay and no Part A PPS
Discharge or OBRA Discharge is completed, nor is a 5-Day or Entry Tracking record
required when Part A resumes.

» Ifaresident is discharged from Part A, leaves the facility, and resumes Part A within
the 3-day interruption window, this is an interrupted stay and only an OBRA Discharge
is required. An Entry Tracking record is required on reentry, but no 5-Day is required.

Examples of when there is no Interrupted Stay:

» Ifaresident is discharged from Part A, remains in the facility, and does not resume
Part A within the 3-day interruption window, it is not an interrupted stay. Therefore, a
Part A PPS Discharge and a 5-Day assessment are both required (as long as resumption
of Part A occurs within the 30-day window allowed by Medicare).

» Ifaresident is discharged from Part A, leaves the facility, and does not resume Part A
within the 3-day interruption window, it is not an interrupted stay and the Part A PPS
Discharge and OBRA Discharge are both required and must be combined if the Medicare
Part A stay ends on the day of, or one day before, the resident’s Discharge Date (A2000)
(see Part A PPS Discharge assessment in Section 2.5). Any return to the facility in this
instance would be considered a new entry—that means that an Entry Tracking record,
OBRA admission and/or 5-Day assessment would be required.
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Item Set refers to the MDS items that are active on a particular assessment type or tracking
form. There are 9 different item subsets for nursing homes and 5 for swing bed providers as

follows:

Nursing Home

— Comprehensive (NC)2 Item Set. This is the set of items active on an OBRA

Comprehensive assessment (Admission, Annual, SCSA, and SCPA). This item set is
used whether the OBRA Comprehensive assessment is standalone or combined with
any other assessment (PPS assessment and/or Discharge assessment).

Quarterly (NQ) Item Set. This is the set of items active on an OBRA Quarterly
assessment (including Significant Correction of Prior Quarterly assessment [SCQA]).
This item set is used for a standalone Quarterly assessment or a Quarterly assessment
combined with any type of PPS assessment and/or Discharge assessment.

PPS (NP) Item Set. This is the set of items active on a 5-Day PPS assessment.

Interim Payment Assessment (IPA) Item Set. This is the set of items active on an
Interim Payment Assessment and used for PPS payment purposes. This is a
standalone assessment.

Discharge (ND) Item Set. This is the set of items active on a standalone OBRA
Discharge assessment (either return anticipated or not anticipated) to be used when a
resident is physically discharged from the facility.

Part A PPS Discharge (NPE) Item Set. This is the set of items active on a
standalone nursing home Part A PPS Discharge assessment for the purposes of the
SNF QRP. It is completed when the resident’s Medicare Part A stay ends, but the
resident remains in the facility.

Tracking (NT) Item Set. This is the set of items active on an Entry Tracking Record
or a Death in Facility Tracking Record.

Inactivation Request (XX) Item Set. This is the set of items active on a request to
inactivate a record in iQIES.

Swing Beds
— PPS (SP) Item Set. This is the set of items active on a 5-Day PPS assessment.

— Discharge (SD) Item Set. This is the set of items active on a standalone Swing Bed

Discharge assessment (either return anticipated or not anticipated).

— Interim Payment Assessment (IPA) Item Set. This is the set of items active on an

Interim Payment Assessment and used for PPS payment purposes. This is a
standalone assessment.

— Tracking (ST) Item Set. This is the set of items active on an Entry Tracking Record

or a Death in Facility Tracking Record.

2 The codes in parentheses are the item set codes (ISCs) used in the data submission specifications.
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— Inactivation (XX) Item Set. This is the set of items active on a request to inactivate a
record in iQIES.

Printed layouts for the item sets are available in Appendix H of this manual.

The item set for a particular MDS record is completely determined by the Type of Provider, item
A0200 (indicating nursing home or swing bed), and the reason for assessment items (A0310A,
A0310B, A0310F, and A0O310H). Item set determination is complicated and standard MDS
software from CMS and private vendors will automatically make this determination. Section 2.14
of this chapter provides manual lookup tables for determining the item set when automated
software is unavailable.

Item Set Codes are those values that correspond to the OBRA-required and PPS assessments
represented in items A0O310A, A0310B, A0310F, and A0310H of the MDS 3.0. They will be
used to reference assessment types throughout the rest of this chapter.

Leave of Absence (LLOA), which does not require completion of either a Discharge
assessment or an Entry tracking record, occurs when a resident has a:

e Temporary home visit of at least one night; or
* Therapeutic leave of at least one night; or
* Hospital observation stay less than 24 hours and the hospital does not admit the resident.

Providers should refer to Chapter 6 and their State LOA policy for further information, if
applicable.

Upon return of the resident to the facility, providers should make appropriate documentation in
the medical record regarding any changes in the resident’s status. If significant changes in status
are noted after an LOA, a Significant Change in Status Assessment (SCSA) may be necessary
(see Section 2.6).

Non-Comprehensive MDS assessments include a select number of items from the MDS used
to track the resident’s status between comprehensive assessments and to ensure monitoring of
critical indicators of the gradual onset of significant changes in resident status. They do not
include completion of the CAA process and care planning. Non-comprehensive assessments
include Quarterly assessments and SCQAs.

Observation (Look-Back, Assessment) Period is the time period over which the
resident’s condition or status is captured by the MDS assessment. When the resident is first
admitted to the nursing home, the RN assessment coordinator and the IDT will set the ARD. For
subsequent assessments, the observation period for a particular assessment for a particular
resident will be chosen based upon the regulatory requirements concerning timing and the ARDs
of previous assessments. Most MDS items themselves require an observation period, such as 7 or
14 days, depending on the item. Since a day begins at 12:00 a.m. and ends at 11:59 p.m., the
observation period must also cover this time period. When completing the MDS, only those
occurrences during the look-back period will be captured. In other words, if it did not occur
during the look-back period, it is not coded on the MDS.
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OBRA-Required Tracking Records and Assessments are Federally mandated, and
therefore, must be performed for all residents of Medicare and/or Medicaid certified nursing
homes. These assessments are coded on the MDS 3.0 in items A0310A (Federal OBRA Reason
for Assessment) and A0310F (Entry/discharge reporting). They include:

Tracking records

* Entry
* Death in facility

Assessments

* Admission (comprehensive)

e Quarterly

* Annual (comprehensive)

* SCSA (comprehensive)

* SCPA (comprehensive)

* SCQA

* Discharge (return not anticipated or return anticipated)
PPS Assessments provide information about the clinical condition of beneficiaries receiving
Part A SNF-level care in order to be reimbursed under the SNF PPS for both SNFs and Swing

Bed providers. These assessments are coded on the MDS 3.0 in items A0310B (PPS Assessment)
and AO310H (Is this a Part A PPS Discharge Assessment?). They include:

* 5-Day assessment
* Interim Payment Assessment (IPA)
e Part A PPS Discharge Assessment

Reentry refers to the situation when all three of the following occurred prior to this entry: the
resident was previously in this facility and was discharged return anticipated and returned within
30 days of discharge. Upon the resident’s return to the facility, the facility is required to complete
an Entry tracking record. In determining if the resident returned to the facility within 30 days, the
day of discharge from the facility is not counted in the 30 days. For example, a resident who is
discharged return anticipated on December 1 would need to return to the facility by December 31
to meet the “within 30 days” requirement.

Respite refers to short-term, temporary care provided to a resident to allow family members to
take a break from the daily routine of care giving. The nursing home is required to complete an
Entry tracking record and an OBRA Discharge assessment for all respite residents. If the respite
stay is 14 days or longer, the facility must have completed an OBRA Admission.
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2.6 Required OBRA Assessments for the MDS

If the assessment is being used for OBRA requirements, the OBRA reason for assessment must
be coded in items AO310A and A0O310F (Entry/discharge reporting). PPS reasons for assessment
are described later in this chapter (Section 2.9) while the OBRA reasons for assessment are
described below.

The table provides a summary of the assessment types and requirements for the OBRA-required
assessments, the details of which will be discussed throughout the remainder of this chapter.
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MDS
Assessment
Assessment Code (A0310A

Type/Item Set or A0310F)

Admission A0310A =01
(Comprehensive)

Annual A0310A =03
(Comprehensive)

Significant Change A0310A =04
in Status (SCSA)
(Comprehensive)

Assessment
Reference Date
(ARD)
(Item A2300)
No Later Than

14% calendar day
of the resident’s
admission
(admission date +
13 calendar days)

ARD of previous
OBRA
comprehensive
assessment + 366
calendar days
AND

ARD of previous
OBRA Quarterly
assessment + 92
calendar days

14% calendar day
after
determination
that significant
change in
resident’s status
occurred
(determination
date + 14
calendar days)

RAI OBRA-required Assessment Summary

7-day
Observation

Period
(Look-Back)
Consists Of

ARD + 6
previous
calendar days

ARD + 6
previous
calendar days

ARD + 6
previous
calendar days

14-day
Observation

Period
(Look-Back)
Consists Of

ARD + 13
previous
calendar days

ARD +13
previous
calendar days

ARD + 13
previous
calendar days

MDS
Completion
Date (Item
Z70500B)
No Later
Than

14th calendar
day of the
resident’s
admission
(admission date
+ 13 calendar
days)

ARD + 14
calendar days

14th calendar
day after
determination
that significant
change in
resident’s status
occurred
(determination
date + 14
calendar days)

CAA(s)
Completion
Date (Item
V0200B2)

No Later
Than

14th calendar
day of the
resident’s
admission
(admission date
+ 13 calendar
days)

ARD + 14
calendar days

14th calendar
day after
determination
that significant
change in
resident’s
status occurred
(determination
date + 14
calendar days)

Care Plan
Completion
Date (Item
Vv0200C2)

No Later

Than

CAA(s)
Completion
Date + 7
calendar
days

CAA(s)
Completion
Date + 7
calendar
days

CAA(s)
Completion
Date + 7
calendar
days

Transmission
Date
No Later
Than

Care Plan
Completion
Date + 14
calendar
days

Care Plan
Completion
Date + 14
calendar
days

Care Plan
Completion
Date + 14
calendar
days

Regulatory
Requirement

42 CFR 483.20
(Initial)

42 CFR 483.20
(®)()(i) (by
the 14th day)

42 CFR 483.20
(b)(2)(iii)
(every 12
months)

42 CFR 483.20
(b)(2)(ii)
(within 14
days)

Assessment
Combination

May be
combined
with any
OBRA
assessment;
5-Day or Part
A PPS
Discharge
Assessment

May be
combined
with any
OBRA or
5-Day or Part
A PPS
Discharge
Assessment

May be
combined
with any
OBRA or
5-Day or Part
A PPS
Discharge
Assessment

(continued)
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Assessment
Type/Item Set

Significant
Correction to Prior
Comprehensive
(SCPA)
(Comprehensive)

Quarterly (Non-
Comprehensive)

Significant
Correction to
Prior Quarterly
(SCQA) (Non-
Comprehensive)

MDS

Assessment
Code (A0310A
or A0310F)

A0310A =05

A0310A =02

A0310A =06

RAI OBRA-required Assessment Summary (cont.)

Assessment 7-day
Reference Date Observation
(ARD) Period
(Item A2300) (Look-Back)
No Later Than Consists Of
14" calendar day  ARD +6
after previous
determination calendar days

that significant
error in prior
comprehensive
assessment
occurred
(determination
date + 14
calendar days)

ARD + 6
previous
calendar days

ARD of previous
OBRA
assessment of
any type + 92
calendar days

ARD + 6
previous
calendar days

14th day after
determination
that significant
error in prior
quarterly
assessment
occurred
(determination
date + 14
calendar days)

14-day
Observation

Period
(Look-Back)
Consists Of

ARD + 13
previous
calendar days

ARD + 13
previous
calendar days

ARD + 13
previous
calendar days

MDS Completion
Date (Item
Z70500B)

No Later
Than

14th calendar
day after
determination
that significant
error in prior
comprehensive
assessment
occurred
(determination
date + 14
calendar days)

ARD + 14
calendar days

14th day after
determination
that significant
error in prior
quarterly
assessment
occurred
(determination
date + 14
calendar days)

CAA(s)
Completion
Date (Item
V0200B2)
No Later
Than

14th calendar
day after
determination
that significant
error in prior
comprehensive
assessment
occurred
(determination
date + 14
calendar days)

N/A

N/A

Care Plan
Completion
Date (Item
V0200C2)
No Later
Than

CAA(s)
Completion
Date + 7
calendar
days

N/A

N/A

Transmission
Date
No Later
Than

Care Plan
Completion
Date + 14
calendar
days

MDS
Completion
Date + 14
calendar
days

MDS
Completion
Date + 14
calendar
days

Regulatory
Requirement

42 CFR
483.20(f)
(3)(v)

42 CFR
483.20(c)
(every 3
months)

42 CFR
483.20(f)
3)v)

Assessment
Combination

May be
combined
with any
OBRA or
5-Day or Part
A PPS
Discharge
Assessment

May be
combined
with any
OBRA or
5-Day or Part
A PPS
Discharge
Assessment

May be
combined
with any
OBRA or
5-Day or Part
A PPS
Discharge
Assessment

(continued)
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Assessment
Type/Item Set

Discharge
Assessment —
return not
anticipated (Non-
Comprehensive)

Discharge
Assessment —
return anticipated
(Non-
Comprehensive)

RAI OBRA-required Assessment Summary (cont.)

CAAC(s) Care Plan
Assessment 7-day 14-day MDS Completion Completion  Completion
MDS Reference Date Observation  Observation Date (Item Date (Item Date (Item
Assessment (ARD) Period Period Z70500B) V0200B2) V0200C2)
Code (A0310A (Item A2300) (Look-Back) (Look-Back) No Later No Later No Later
or A0310F) No Later Than Consists Of Consists Of Than Than Than
A0310F =10 N/A N/A N/A Discharge Date  N/A N/A
+ 14 calendar
days
AO0310F =11 N/A N/A N/A Discharge Date ~ N/A N/A
+ 14 calendar
days

Transmission
Date
No Later
Than

MDS
Completion
Date + 14
calendar
days

MDS
Completion
Date + 14
calendar
days

Regulatory
Requirement

Assessment
Combination

May be
combined
with any
OBRA or
5-Day and
must be
combined
with a

Part A PPS
Discharge if
the Medicare
Part A stay
ends on the
day of, or one
day before,
the resident’s
Discharge
Date (A2000)

May be
combined
with any
OBRA or
5-Day and
must be
combined
with a

Part A PPS
Discharge if
the Medicare
Part A stay
ends on the
day of, or one
day before,
the resident’s
Discharge
Date (A2000)

(continued)
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RAI OBRA-required Assessment Summary (cont.)

CAA(s) Care Plan
Assessment 7-day 14-day MDS Completion Completion  Completion
MDS Reference Date Observation Observation Date (Item Date (Item Date (Item Transmission
Assessment (ARD) Period Period Z70500B) V0200B2) V0200C2) Date
Assessment Code (A0310A (Item A2300) (Look-Back) (Look-Back) No Later No Later No Later No Later Regulatory Assessment
Type/Item Set or A0310F) No Later Than Consists Of Consists Of Than Than Than Than Requirement Combination

Entry tracking AO0310F =01 N/A N/A N/A Entry Date + 7 Entry Date May not be

record calendar days +14 combined
calendar with another
days assessment

Death in facility AO0310F =12 N/A N/A N/A Discharge N/A N/A Discharge May not be

tracking record (death) Date + 7 (death) Date combined

calendar days +14 with another

calendar assessment
days
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Comprehensive Assessments

OBRA-required comprehensive assessments include the completion of both the MDS and the
CAA process, as well as care planning. Comprehensive assessments are completed upon
admission, annually, and when a significant change in a resident’s status has occurred or a
significant correction to a prior comprehensive assessment is required. They consist of:

Admission Assessment
Annual Assessment
Significant Change in Status Assessment

Significant Correction to Prior Comprehensive Assessment

Each of these assessment types will be discussed in detail in this section. They are not required
for residents in swing bed facilities.

Assessment Management Requirements and Tips for Comprehensive Assessments:

The ARD (item A2300) is the last day of the observation/look-back period, and day 1 for
purposes of counting back to determine the beginning of observation/look-back periods.
For example, if the ARD is set for day 14 of a resident’s admission, then the beginning of
the observation period for MDS items requiring a 7-day observation period would be day
8 of admission (ARD + 6 previous calendar days), while the beginning of the observation
period for MDS items requiring a 14-day observation period would be day 1 of admission
(ARD + 13 previous calendar days).

The nursing home may not complete a Significant Change in Status Assessment until
after an OBRA Admission assessment has been completed.

If a resident had an OBRA Admission assessment completed and then goes to the
hospital (discharge return anticipated and returns within 30 days) and returns during an
assessment period and most of the assessment was completed prior to the hospitalization,
then the nursing home may wish to continue with the original assessment, provided the
resident does not meet the criteria for an SCSA. In this case, the ARD remains the same
and the assessment must be completed by the completion dates required of the assessment
type based on the time frame in which the assessment was started. Otherwise, the
assessment should be reinitiated with a new ARD and completed within 14 days after re-
entry from the hospital. The portion of the resident’s assessment that was previously
completed should be stored on the resident’s record with a notation that the assessment
was reinitiated because the resident was hospitalized.

If a resident is discharged prior to the completion deadline for the assessment, completion
of the assessment is not required. Whatever portions of the RAI that have been completed
must be maintained in the resident’s medical record.? In closing the record, the nursing
home should note why the RAI was not completed.

3 The RAI is considered part of the resident’s clinical record and is treated as such by the RAI Utilization
Guidelines, e.g., portions of the RAI that are “started” must be saved.
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e [faresident dies prior to the completion deadline for the assessment, completion of the
assessment is not required. Whatever portions of the RAI that have been completed must
be maintained in the resident’s medical record.4 In closing the record, the nursing home
should note why the RAI was not completed.

» Ifasignificant change in status is identified in the process of completing any OBRA
assessment except Admission and SCSAs, code and complete the assessment as a
comprehensive SCSA instead.

* The nursing home may combine a comprehensive assessment with a Discharge
assessment.

* In the process of completing any OBRA comprehensive assessment except an Admission
and an SCPA, if it is identified that an uncorrected significant error occurred in a previous
assessment that has already been submitted and accepted into iQIES, and has not already
been corrected in a subsequent comprehensive assessment, code and complete the
assessment as a comprehensive SCPA instead. A correction request for the erroneous
assessment should also be completed and submitted. See the section on SCPAs for
detailed information on completing an SCPA, and Chapter 5 for detailed information on
processing corrections.

* In the process of completing any assessment except an Admission, if it is identified that a
non-significant (minor) error occurred in a previous assessment, continue with
completion of the assessment in progress and also submit a correction request for the
erroneous assessment as per the instructions in Chapter 5.

e The MDS must be transmitted (submitted and accepted into iQIES) electronically no later
than 14 calendar days after the care plan completion date (V0200C2 + 14 calendar days).

e The ARD of an assessment drives the due date of the next assessment. The next
comprehensive assessment is due within 366 days after the ARD of the most recent
comprehensive assessment.

* May be combined with a 5-Day assessment or SNF Part A PPS Discharge assessment (see
Sections 2.10 and 2.11 for details) or any Discharge assessment type.

OBRA-required comprehensive assessments include the following types, which are numbered
according to their MDS 3.0 assessment code (item A0310A).

01. Admission Assessment (A0310A = 01)

The Admission assessment is a comprehensive assessment for a new resident and, under some
circumstances, a returning resident that must be completed by the end of day 14, counting the
date of admission to the nursing home as day 1 if:

4 The RAI is considered part of the resident’s clinical record and is treated as such by the RAI Utilization
Guidelines, e.g., portions of the RAI that are “started” must be saved.
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this is the resident’s first time in this facility, OR

the resident has been admitted to this facility and was discharged return not anticipated,
OR

the resident has been admitted to this facility and was discharged return anticipated and
did not return within 30 days of discharge.

Assessment Management Requirements and Tips for Admission Assessments:

Since a day begins at 12:00 a.m. and ends at 11:59 p.m., the actual date of admission,
regardless of whether admission occurs at 12:00 a.m. or 11:59 p.m., is considered day “1”
of admission.

The ARD (item A2300) must be set no later than day 14, counting the date of admission
as day 1. Since a day begins at 12:00 a.m. and ends at 11:59 p.m., the ARD must also
cover this time period. For example, if a resident is admitted at 8:30 a.m. on Wednesday
(day 1), a completed RAI is required by the end of the day Tuesday (day 14).

Federal statute and regulations require that residents are assessed promptly upon
admission (but no later than day 14) and the results are used in planning and providing
appropriate care to attain or maintain the highest practicable well-being. This means it is
imperative for nursing homes to assess a resident upon the individual’s admission. The
IDT may choose to start and complete the Admission comprehensive assessment at any
time prior to the end of day 14. Nursing homes may find early completion of the MDS
and CAAC(s) beneficial to providing appropriate care, particularly for individuals with
short lengths of stay when the assessment and care planning process is often accelerated.

The MDS completion date (item Z0500B) must be no later than day 14. This date may be
earlier than or the same as the CAA(s) completion date, but not later than.

The CAA(s) completion date (item V0200B2) must be no later than day 14.

The care plan completion date (item V0200C2) must be no later than 7 calendar days
after the CAA(s) completion date (item V0200B2) (CAA(s) completion date + 7 calendar
days).

For a resident who goes in and out of the facility on a relatively frequent basis and return
is expected within the next 30 days, the resident may be discharged with return

anticipated. This status requires an Entry tracking record each time the resident returns
to the facility and an OBRA Discharge assessment each time the resident is discharged.

The nursing home may combine the Admission assessment with a Discharge assessment
when applicable.

02. Annual Assessment (A0310A = 03)

The Annual assessment is a comprehensive assessment for a resident that must be completed on
an annual basis (at least every 366 days) unless an SCSA or an SCPA has been completed since
the most recent comprehensive assessment was completed. Its completion dates
(MDS/CAAC(s)/care plan) depend on the most recent comprehensive and past assessments’ ARDs
and completion dates.
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Assessment Management Requirements and Tips for Annual Assessments:

e The ARD (item A2300) must be set within 366 days after the ARD of the previous
OBRA comprehensive assessment (ARD of previous comprehensive assessment + 366
calendar days) AND within 92 days since the ARD of the previous OBRA Quarterly or
SCQA (ARD of previous OBRA Quarterly assessment + 92 calendar days).

e The MDS completion date (item Z0500B) must be no later than 14 days after the ARD
(ARD + 14 calendar days). This date may be earlier than or the same as the CAA(s)
completion date, but not later than.

* The CAA(s) completion date (item V0200B2) must be no later than 14 days after the
ARD (ARD + 14 calendar days). This date may be the same as the MDS completion date,
but not earlier than.

* The care plan completion date (item V0200C2) must be no later than 7 calendar days
after the CAA(s) completion date (item V0200B2) (CAA(s) completion date + 7 calendar
days).

03. Significant Change in Status Assessment (SCSA) (A0310A = 04)

The SCSA is a comprehensive assessment for a resident that must be completed when the IDT
has determined that a resident meets the significant change guidelines for either major
improvement or decline. It can be performed at any time after the completion of an Admission
assessment, and its completion dates (MDS/CAA(s)/care plan) depend on the date that the IDT’s
determination was made that the resident had a significant change.

A “significant change” is a major decline or improvement in a resident’s status that:

1. Will not normally resolve itself without intervention by staff or by implementing
standard disease-related clinical interventions, the decline is not considered “self-
limiting”;

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

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

A significant change differs from a significant error because it reflects an actual significant
change in the resident’s health status and NOT incorrect coding of the MDS.

A significant change may require referral for a Preadmission Screening and Resident
Review (PASRR) evaluation if a mental illness, intellectual disability (ID), or related
condition is present or is suspected to be present.

Assessment Management Requirements and Tips for Significant Change in Status
Assessments:

*  When a resident’s status changes and it is not clear whether the resident meets the SCSA
guidelines, the nursing home may take up to 14 days to determine whether the criteria are
met.
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e After the IDT has determined that a resident meets the significant change guidelines, the
nursing home should document the initial identification of a significant change in the
resident’s status in the clinical record.

* An SCSA is appropriate when:

— There is a determination that a significant change (either improvement or decline) in a
resident’s condition from their baseline has occurred as indicated by comparison of
the resident’s current status to the most recent comprehensive assessment and any
subsequent Quarterly assessments; and

— The resident’s condition is not expected to return to baseline within two weeks.

— For a resident who goes in and out of the facility on a relatively frequent basis and
reentry is expected within the next 30 days, the resident may be discharged with
return anticipated. This status requires an Entry tracking record each time the resident
returns to the facility and an OBRA Discharge assessment each time the resident is
discharged. However, if the IDT determines that the resident would benefit from an
SCSA during the intervening period, the staff must complete an SCSA. This is only
allowed when the resident has had an OBRA Admission assessment completed and
submitted prior to discharge return anticipated (and resident returns within 30 days) or
when the OBRA Admission assessment is combined with the discharge return
anticipated assessment (and resident returns within 30 days).

* An SCSA may not be completed prior to an OBRA Admission assessment.

* An SCSA is required to be performed when a terminally ill resident enrolls in a hospice
program (Medicare-certified or State-licensed hospice provider) or changes hospice
providers and remains a resident at the nursing home. The ARD must be within 14 days
from the effective date of the hospice election (which can be the same or later than the
date of the hospice election statement, but not earlier than). An SCSA must be performed
regardless of whether an assessment was recently conducted on the resident. This is to
ensure a coordinated plan of care between the hospice and nursing home is in place. A
Medicare-certified hospice must conduct an assessment at the initiation of its services.
This is an appropriate time for the nursing home to evaluate the MDS information to
determine if it reflects the current condition of the resident, since the nursing home
remains responsible for providing necessary care and services to assist the resident in
achieving their highest practicable well-being at whatever stage of the disease process the
resident is experiencing.

e [faresident is admitted on the hospice benefit (i.e., the resident is coming into the facility
having already elected hospice), or elects hospice on or prior to the ARD of the
Admission assessment, the facility should complete the Admission assessment, checking
the Hospice Care item, O0110K 1. Completing an Admission assessment followed by an
SCSA is not required. Where hospice election occurs after the Admission assessment
ARD but prior to its completion, facilities may choose to adjust the ARD to the date of
hospice election so that only the Admission assessment is required. In such situations, an
SCSA is not required.

* An SCSA is required to be performed when a resident is receiving hospice services and
then decides to discontinue those services (known as revoking of hospice care). The ARD
must be within 14 days from one of the following: 1) the effective date of the hospice
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election revocation (which can be the same or later than the date of the hospice election
revocation statement, but not earlier than); 2) the expiration date of the certification of
terminal illness; or 3) the date of the physician’s or medical director’s order stating the
resident is no longer terminally ill.

If a resident is admitted on the hospice benefit but decides to discontinue it prior to the
ARD of the Admission assessment, the facility should complete the Admission
assessment, checking the Hospice Care item, O0110K 1. Completing an Admission
assessment followed by an SCSA is not required. Where hospice revocation occurs after
the Admission assessment ARD but prior to its completion, facilities may choose to
adjust the ARD to the date of hospice revocation so that only the Admission assessment
is required. In such situations, an SCSA is not required.

The ARD must be less than or equal to 14 days after the IDT’s determination that the
criteria for an SCSA are met (determination date + 14 calendar days).

The MDS completion date (item Z0500B) must be no later than 14 days from the ARD
(ARD + 14 calendar days) and no later than 14 days after the determination that the
criteria for an SCSA were met. This date may be earlier than or the same as the CAA(s)
completion date, but not later than.

When an SCSA is completed, the nursing home must review all triggered care areas
compared to the resident’s previous status. If the CAA process indicates no change in a
care area, then the prior documentation for the particular care area may be carried
forward, and the nursing home should specify where the supporting documentation can
be located in the medical record.

The CAA(s) completion date (item V0200B2) must be no later than 14 days after the
ARD (ARD + 14 calendar days) and no later than 14 days after the determination that the
criteria for an SCSA were met. This date may be the same as the MDS completion date,
but not earlier than MDS completion.

The care plan completion date (item V0200C2) must be no later than 7 calendar days
after the CAA(s) completion date (item V0200B2) (CAA(s) completion date + 7 calendar
days).

Guidelines for Determining a Significant Change in a Resident’s Status:
Note: this is not an exhaustive list

The final decision regarding what constitutes a significant change in status must be based upon
the judgment of the IDT. MDS assessments are not required for minor or temporary variations in
resident status - in these cases, the resident’s condition is expected to return to baseline within 2
weeks. However, staff must note these transient changes in the resident’s status in the resident’s
record and implement necessary assessment, care planning, and clinical interventions, even
though an MDS assessment is not required.

Some Guidelines to Assist in Deciding If a Change Is Significant or Not:

A condition is defined as “self-limiting” when the condition will normally resolve itself
without further intervention or by staff implementing standard disease-related clinical
interventions. If the condition has not resolved within 2 weeks, staff should begin an
SCSA. This time frame may vary depending on clinical judgment and resident needs. For
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example, a 5% weight loss for a resident with the flu would not normally meet the
requirements for an SCSA. In general, a 5% weight loss may be an expected outcome for
a resident with the flu who experienced nausea and diarrhea for a week. In this situation,
staff should monitor the resident’s status and attempt various interventions to rectify the
immediate weight loss. If the resident did not become dehydrated and started to regain
weight after the symptoms subsided, a comprehensive assessment would not be required.

* An SCSA is appropriate if there are either two or more areas of decline or two or more
areas of improvement. In this example, a resident with a 5% weight loss in 30 days would
not generally require an SCSA unless a second area of decline accompanies it. Note that
this assumes that the care plan has already been modified to actively treat the weight loss
as opposed to continuing with the original problem, “potential for weight loss.” This
situation should be documented in the resident’s clinical record along with the plan for
subsequent monitoring and, if the problem persists or worsens, an SCSA may be
warranted.

» If there is only one change, staff may still decide that the resident would benefit from an
SCSA. It is important to remember that each resident’s situation is unique, and the IDT
must make the decision as to whether or not the resident will benefit from an SCSA.
Nursing homes must document a rationale, in the resident’s medical record, for
completing an SCSA that does not meet the criteria for completion.

* An SCSA is also appropriate if there is a consistent pattern of changes, with either two or
more areas of decline or two or more areas of improvement. This may include two
changes within a particular domain (e.g., two areas of ADL decline or improvement).

* An SCSA would not be appropriate in situations where the resident has stabilized but is
expected to be discharged in the immediate future. The nursing home has engaged in
discharge planning with the resident and family, and a comprehensive reassessment is not
necessary to facilitate discharge planning.

* Decline in two or more of the following:
— Resident’s decision-making ability has changed;

— Presence of a resident mood item not previously reported by the resident or staff
and/or an increase in the symptom frequency (PHQ-2 to 9°), e.g., increase in the
number of areas where behavioral symptoms are coded as being present and/or the
frequency of a symptom increases for items in Section E (Behavior);

— Changes in frequency or severity of behavioral symptoms of dementia that indicate
progression of the disease process since the last assessment;

— Any decline in an ADL physical functioning area (e.g., self-care or mobility) (at least
1) where a resident is newly coded as partial/moderate assistance,
substantial/maximal assistance, dependent, resident refused, or the activity was not
attempted since last assessment and does not reflect normal fluctuations in that
individual’s functioning;

— Resident’s incontinence pattern changes or there was placement of an indwelling
catheter;

— Emergence of unplanned weight loss problem (5% change in 30 days or 10% change
in 180 days);
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— Emergence of a new pressure ulcer at Stage 2 or higher, a new unstageable pressure
ulcer/injury, a new deep tissue injury or worsening in pressure ulcer status;

— Resident begins to use a restraint of any type when it was not used before; and/or
— Emergence of a condition/disease in which a resident is judged to be unstable.

* Improvement in two or more of the following:

— Any improvement in an ADL physical functioning area (at least 1) where a resident is
newly coded as Independent, setup or clean-up assistance, or supervision or touching
assistance since last assessment and does not reflect normal fluctuations in that
individual’s functioning;

— Decrease in the number of areas where Behavioral symptoms are coded as being
present and/or the frequency of a symptom decreases;

— Resident’s decision making improves;

— Resident’s incontinence pattern improves.

Examples (SCSA):

1.

Resident T no longer responds to verbal requests to alter their screaming behavior. It now
occurs daily and has neither lessened on its own nor responded to treatment. They are also
starting to resist their daily care, pushing staff away from themself as the staff members
attempt to assist with their ADLs. This is a significant change, and an SCSA is required,
since there has been deterioration in the behavioral symptoms to the point where it is
occurring daily and new approaches are needed to alter the behavior. Resident T’s behavioral
symptoms could have many causes, and an SCSA will provide an opportunity for staff to
consider illness, medication reactions, environmental stress, and other possible sources of
Resident T’s disruptive behavior.

Resident T required supervision with ADLs. They fractured their hip and upon return to the
facility require maximal assistance with all ADLs. Rehab has started and staff is hopeful they
will return to their prior level of function in 4-6 weeks.

Resident G has been in the nursing home for 5 weeks following an 8-week acute
hospitalization. On admission they were very frail, had trouble thinking, were confused, and
had many behavioral complications. The course of treatment led to steady improvement and
they are now stable. They are no longer confused or exhibiting inappropriate behaviors. The
resident, their family, and staff agree that they have made remarkable progress. An SCSA is
required at this time. The resident is not the person they were at admission - their initial
problems have resolved and they will be remaining in the facility. An SCSA will permit the
interdisciplinary team to review their needs and plan a new course of care for the future.

Guidelines for When a Change in Resident Status Is Not Significant:
Note: this is not an exhaustive list

* Discrete and easily reversible cause(s) documented in the resident’s record and for which
the IDT can initiate corrective action (e.g., an anticipated side effect of introducing a
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psychoactive medication while attempting to establish a clinically effective dose level.
Tapering and monitoring of dosage would not require an SCSA).

Short-term acute illness, such as a mild fever secondary to a cold from which the IDT
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 an SCSA).

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.

Guidelines for Determining the Need for an SCSA for Residents with Terminal
Conditions:
Note: this is not an exhaustive list

The key in determining if an SCSA is required for individuals with a terminal condition is
whether or not the change in condition is an expected, well-defined part of the disease course and
is consequently being addressed as part of the overall plan of care for the individual.

If a terminally ill resident experiences a new onset of symptoms or a condition that is not
part of the expected course of deterioration and the criteria are met for an SCSA, an
SCSA is required.

If a resident elects the Medicare Hospice program, it is important that the two separate
entities (nursing home and hospice program staff) coordinate their responsibilities and
develop a care plan reflecting the interventions required by both entities. The nursing
home and hospice plans of care should be reflective of the current status of the resident.

Examples (SCSA):

1. Resident M has been in this nursing home for two and one-half years. They have been a
favorite of staff and other residents, and their child has been an active volunteer on the unit.
Resident M is now in the end stage of their course of chronic dementia, diagnosed as
probable Alzheimer’s. They experience recurrent pneumonias and swallowing difficulties,
their prognosis is guarded, and family members are fully aware of their status. They are on a
special dementia unit, staff has detailed palliative care protocols for all such end stage
residents, and there has been active involvement of their child in the care planning process.
As changes have occurred, staff has responded in a timely, appropriate manner. In this case,
Resident M’s care is of a high quality, and as their physical state has declined, there is no
need for staff to complete a new MDS assessment for this bedfast, highly dependent terminal
resident.
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2. Resident K came into the nursing home with identifiable problems and has steadily
responded to treatment. Their condition has improved over time and has recently hit a
plateau. They will be discharged within 5 days. The initial RAI helped to set goals and start
their care. The course of care provided to Resident K was modified as necessary to ensure
continued improvement. The IDT’s treatment response reversed the causes of the resident’s
condition. An assessment need not be completed in view of the imminent discharge.
Remember, facilities have 14 days to complete an assessment once the resident’s condition
has stabilized, and if Resident K is discharged within this period, a new assessment is not
required. If the resident’s discharge plans change, or if they are not discharged, an SCSA is
required by the end of the allotted 14-day period.

3. Resident P, too, has responded to care. Unlike Resident K, however, they continue to
improve. Their discharge date has not been specified. They are benefiting from their care and
full restoration of their functional abilities seems possible. In this case, treatment is focused
appropriately, progress is being made, staff is on top of the situation, and there is nothing to
be gained by requiring an SCSA at this time. However, if their condition were to stabilize
and their discharge was not imminent, an SCSA would be in order.

Guidelines for Determining When a Significant Change Should Result in Referral for a
Preadmission Screening and Resident Review (PASRR) Level Il Evaluation:

e [Ifan SCSA occurs for an individual known or suspected to have a mental illness,
intellectual disability, or related condition (as defined by 42 CFR 483.102), a referral to
the State Mental Health or Intellectual Disability/Developmental Disabilities
Administration authority (SMH/ID/DDA) for a possible Level II PASRR evaluation must
promptly occur as required by Section 1919(e)(7)(B)(iii) of the Social Security Act.>

* PASRR is not a requirement of the resident assessment process but is an OBRA provision
that is required to be coordinated with the resident assessment process. This guideline is
intended to help facilities coordinate PASRR with the SCSA — the guideline does not
require any actions to be taken in completing the SCSA itself.

* Facilities should look to their state PASRR program requirements for specific procedures.
PASRR contact information for the SMH/ID/DDA authorities and the State Medicaid
Agency is available at http://www.cms.gov/.

e The nursing facility must provide the SMH/ID/DDA authority with referrals as described
below, independent of the findings of the SCSA. PASRR Level Il is to function as an
independent assessment process for this population with special needs, in parallel with
the facility’s assessment process. Nursing facilities should have a low threshold for
referral to the SMH/ID/DDA, so that these authorities may exercise their expert judgment
about when a Level II evaluation is needed.

* Referral should be made as soon as the criteria indicating such are evident — the facility
should not wait until the SCSA is complete.

5 The statute may also be referenced as 42 U.S.C. 1396r(e)(7)(B)(iii). Note that as of this revision date the statute
supersedes Federal regulations at 42 CFR 483.114(c), which still reads as requiring annual resident review. The
regulation has not yet been updated to reflect the statutory change to resident review upon significant change in
condition.
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Referral for Level Il Resident Review Evaluations Is Required for Individuals Previously
Identified by PASRR to Have Mental lliness, Intellectual Disability/Developmental
Disability, or a Related Condition in the Following Circumstances:

Note: this is not an exhaustive list

* A resident who demonstrates increased behavioral, psychiatric, or mood-related
symptoms.

* A resident with behavioral, psychiatric, or mood related symptoms that have not
responded to ongoing treatment.

* A resident who experiences an improved medical condition—such that the resident’s plan
of care or placement recommendations may require modifications.

* A resident whose significant change is physical, but with behavioral, psychiatric, or
mood-related symptoms, or cognitive abilities, that may influence adjustment to an
altered pattern of daily living.

* A resident who indicates a preference (may be communicated verbally or through other
forms of communication, including behavior) to leave the facility.

* A resident whose condition or treatment is or will be significantly different than
described in the resident’s most recent PASRR Level II evaluation and determination.
(Note that a referral for a possible new Level Il PASRR evaluation is required whenever
such a disparity is discovered, whether or not associated with an SCSA..)

Example (PASRR & SCSA):

1. Resident L has a diagnosis of serious mental illness, but their primary reason for admission
was rehabilitation following a hip fracture. Once the hip fracture resolves and they become
ambulatory, even if other conditions exist for which Resident L receives medical care, they
should be referred for a PASRR evaluation to determine whether a change in their placement
or services is needed.

Referral for Level Il Resident Review Evaluations Is Also Required for Individuals Who
May Not Have Previously Been Identified by PASRR to Have Mental lliness, Intellectual
Disability/Developmental Disability, or a Related Condition in the Following
Circumstances:

Note: this is not an exhaustive list

* A resident who exhibits behavioral, psychiatric, or mood related symptoms suggesting
the presence of a diagnosis of mental illness as defined under 42 CFR 483.100 (where
dementia is not the primary diagnosis).

* A resident whose intellectual disability as defined under 42 CFR 483.100, or related
condition as defined under 42 CFR 435.1010 was not previously identified and evaluated
through PASRR.

* A resident transferred, admitted, or readmitted to a NF following an inpatient psychiatric
stay or equally intensive treatment.
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04. Significant Correction to Prior Comprehensive Assessment (SCPA)

(A0310A = 05)

The SCPA is a comprehensive assessment for an existing resident that must be completed when
the IDT determines that a resident’s prior comprehensive assessment contains a significant error.
It can be performed at any time after the completion of an Admission assessment, and its ARD
and completion dates (MDS/CAA(s)/care plan) depend on the date the determination was made
that the significant error exists in a comprehensive assessment.

A “significant error” is an error in an assessment where:

The resident’s overall clinical status is not accurately represented (i.e., miscoded) on
the erroneous assessment and/or results in an inappropriate plan of care; and

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

A significant error differs from a significant change because it reflects incorrect coding of
the MDS and NOT an actual significant change in the resident s health status.

Assessment Management Requirements and Tips for Significant Correction to Prior
Comprehensive Assessments:

Nursing homes should document the initial identification of a significant error in an
assessment in the clinical record.

An SCPA is appropriate when:

— the erroneous comprehensive assessment has been completed and
transmitted/submitted into iQIES; and

— there is not a more current assessment in progress or completed that includes a
correction to the item(s) in error.

The ARD must be within 14 days after the determination that a significant error in the
prior comprehensive assessment occurred (determination date + 14 calendar days).

The MDS completion date (item Z0500B) must be no later than 14 days after the ARD
(ARD + 14 calendar days) and no later than 14 days after the determination was made
that a significant error occurred. This date may be earlier than or the same as the CAA(s)
completion date, but not later than the CAA(s) completion date.

The CAA(s) completion date (item V0200B2) must be no later than 14 days after the
ARD (ARD + 14 calendar days) and no more than 14 days after the determination was
made that a significant error occurred. This date may be the same as the MDS completion
date, but not earlier than the MDS completion date.

The care plan completion date (item V0200C2) must be no later than 7 calendar days
after the CAA(s) completion date (item V0200B2) (CAA(s) completion date + 7 calendar
days).
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Non-Comprehensive Assessments and Entry and Discharge
Reporting

OBRA-required non-comprehensive MDS assessments include a select number of MDS items,
but not completion of the CAA process and care planning. The OBRA non-comprehensive
assessments include:

e Quarterly Assessment
» Significant Correction to Prior Quarterly Assessment
* Discharge Assessment — Return not Anticipated

* Discharge Assessment — Return Anticipated

The Quarterly assessments, OBRA Discharge assessments and SCQAs are not required for
Swing Bed residents. However, Swing Bed providers are required to complete the Swing Bed
Discharge item set (SD).

Tracking records include a select number of MDS items and are required for all residents in the
nursing home and swing bed facility. They include:

* Entry Tracking Record
* Death in Facility Tracking Record

Assessment Management Requirements and Tips for Non-Comprehensive Assessments:

* The ARD is considered the last day of the observation/look-back period, therefore it is
day 1 for purposes of counting back to determine the beginning of observation/look-
back periods. For example, if the ARD is set for March 14, then the beginning of the
observation period for MDS items requiring a 7-day observation period would be
March 8 (ARD + 6 previous calendar days), while the beginning of the observation
period for MDS items requiring a 14-day observation period would be March 1 (ARD +
13 previous calendar days).

* [faresident goes to the hospital (discharge return anticipated and returns within 30 days)
and returns during the assessment period and most of the assessment was completed prior
to the hospitalization, then the nursing home may wish to continue with the original
assessment, provided the resident does not meet the criteria for an SCSA.

For example:
— Resident A has a Quarterly assessment with an ARD of March 20™ The facility staff
finished most of the assessment. The resident is discharged (return anticipated) to the

hospital on March 23" and returns on March 25™. Review of the information from
the discharging hospital reveals that there is not any significant change in status for
the resident. Therefore, the facility staff continues with the assessment that was not

fully completed before discharge and may complete the assessment by April 3™
(which is day 14 after the ARD).

— Resident B also has a Quarterly assessment with an ARD of March 20™, They go to
the hospital on March 20™ and returns March 30™. While there is no significant
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change the facility decides to start a new assessment and sets the ARD for April 2nd
and completes the assessment.

e [faresident is discharged during this assessment process, then whatever portions of the
RAI that have been completed must be maintained in the resident’s discharge record.® In
closing the record, the nursing home should note why the RAI was not completed.

* Ifaresident dies during this assessment process, completion of the assessment is not
required. Whatever portions of the RAI that have been completed must be maintained in
the resident’s medical record.® When closing the record, the nursing home should
document why the RAI was not completed.

» [fasignificant change in status is identified in the process of completing any assessment
except Admission and SCSAs, code and complete the assessment as a comprehensive
SCSA instead.

* In the process of completing any assessment except an Admission and an SCPA, if it is
identified that a significant error occurred in a previous comprehensive assessment that
has already been submitted and accepted into iQIES and has not already been corrected in
a subsequent comprehensive assessment, code and complete the assessment as a
comprehensive SCPA instead. A correction request for the erroneous comprehensive
assessment should also be completed and submitted. See the section on SCPAs for
detailed information on completing an SCPA, and Chapter 5 for detailed information on
processing corrections.

* In the process of completing any assessment except an Admission, if it is identified that a
non-significant (minor) error occurred in a previous assessment, continue with
completion of the assessment in progress and also submit a correction request for the
erroneous assessment as per the instructions in Chapter 5.

e The ARD of an assessment drives the due date of the next assessment. The next non-
comprehensive assessment is due within 92 days after the ARD of the most recent OBRA
assessment (ARD of previous OBRA assessment - Admission, Annual, Quarterly,
Significant Change in Status, or Significant Correction assessment - + 92 calendar days).

*  While the CAA process is not required with a non-comprehensive assessment (Quarterly,
SCQA), nursing homes are still required to review the information from these
assessments, and review and revise the resident’s care plan.

e The MDS must be transmitted (submitted and accepted into iQIES) electronically no later
than 14 calendar days after the MDS completion date (Z0500B + 14 calendar days).

* Non-comprehensive assessments may be combined with a 5-Day assessment or SNF Part
A PPS Discharge Assessment (see Sections 2.10 and 2.11 for details).

6 The RAI is considered part of the resident’s clinical record and is treated as such by the RAI Utilization
Guidelines, e.g., portions of the RAI that are “started” must be saved.
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05. Quarterly Assessment (A0310A = 02)

The Quarterly assessment is an OBRA non-comprehensive assessment for a resident that must be
completed at least every 92 days following the previous OBRA assessment of any type. It is used
to track a resident’s status between comprehensive assessments to ensure critical indicators of
gradual change in a resident’s status are monitored. As such, not all MDS items appear on the
Quarterly assessment. The ARD (A2300) must be not more than 92 days after the ARD of the
most recent OBRA assessment of any type.

Assessment Management Requirements and Tips:

e Federal requirements dictate that, at a minimum, three Quarterly assessments be
completed in each 12-month period. Assuming the resident does not have an SCSA or
SCPA completed and was not discharged from the nursing home, a typical 12-month
OBRA schedule would look like this:

Quarterly Admission/Annual
Assessment Assessment

Quarterly Quarterly
Assessment P Assessment

* OBRA assessments may be scheduled early if a nursing home wants to stagger due dates
for assessments. As a result, more than three OBRA Quarterly assessments may be
completed on a particular resident in a given year, or the Annual assessment may be
completed early to ensure that the regulatory time frames are met. However, States may
have more stringent restrictions.

* The ARD must be within 92 days after the ARD of the previous OBRA assessment
(Quarterly, Admission, SCSA, SCPA, SCQA, or Annual assessment + 92 calendar days).

e The MDS completion date (item Z0500B) must be no later than 14 days after the ARD
(ARD + 14 calendar days).
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06. Significant Correction to Prior Quarterly Assessment (SCQA) (A0310A = 06)

The SCQA is an OBRA non-comprehensive assessment that must be completed when the IDT
determines that a resident’s prior Quarterly assessment contains a significant error. It can be
performed at any time after the completion of a Quarterly assessment, and the ARD (item
A2300) and completion dates (item Z0500B) depend on the date the determination was made that
there is a significant error in a previous Quarterly assessment.

A “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.

A significant error differs from a significant change because it reflects incorrect coding of
the MDS and NOT an actual significant change in the resident’s health status.

Assessment Management Requirements and Tips:

e Nursing homes should document the initial identification of a significant error in an
assessment in the clinical record.

* An SCQA is appropriate when:

— the erroneous Quarterly assessment has been completed (MDS completion date, item
Z0500B) and transmitted/submitted into iQIES; and

— there is not a more current assessment in progress or completed that includes a
correction to the item(s) in error.

e The ARD must be less than or equal to 14 days after the determination that a significant
error in the prior Quarterly has occurred (determination date + 14 calendar days). The
MDS completion date (item Z0500B) must be no later than 14 days after the ARD (ARD
+ 14 calendar days) and no later than 14 days after determining that the significant error
occurred.

Tracking Records and Discharge Assessments (A0310F)

OBRA-required tracking records and assessments consist of the Entry tracking record, the
Discharge assessments, and the Death in Facility tracking record. These include the completion
of a select number of MDS items in order to track residents when they enter or leave a facility.
They do not include completion of the CAA process and care planning. The Discharge
assessments include items for quality monitoring. Entry and discharge reporting is required for
residents in Swing Beds or those in respite care.

If the resident has one or more admissions to the hospital before the Admission assessment is
completed, the nursing home should continue to submit OBRA Discharge assessments and Entry
tracking records every time until the resident is in the nursing home long enough to complete the
comprehensive Admission assessment.
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OBRA-required Tracking Records and Discharge Assessments include the following types (item
AO0310F):

07. Entry Tracking Record (Iltem A0310F = 01)
There are two types of entries — admission and reentry.

Admission (Item A1700 = 1)

* Entry tracking record is coded an Admission every time a resident:
— is admitted for the first time to this facility; or
— 1is readmitted after a discharge return not anticipated; or
— is readmitted after a discharge return anticipated when return was not within 30 days
of discharge.
Example (Admission):

1. Resident S. was admitted to the nursing home on February 5, 2011 following a stroke. They
regained most of their function and returned to their home on March 29, 2011. They were
discharged return not anticipated. Five months later, Resident S. underwent surgery for a total
knee replacement. They returned to the nursing home for rehabilitation therapy on August 27,
2011. Code the Entry tracking record for the August 27, 2011 return as follows:

A0310F =01
A1600 = 08-27-2011
A1700 =1

Reentry (Item A1700 = 2)

* Entry tracking record is coded Reentry every time a person:

— is readmitted to this facility, and was discharged return anticipated from this facility,
and returned within 30 days of discharge. See Section 2.5, Reentry, for greater detail.

Example (Reentry):

1. Resident W. was admitted to the nursing home on April 11, 2011. Four weeks later they
became very short of breath during lunch. The nurse assessed them and noted their lung
sounds were not clear. Their breathing became very labored. They were discharged return
anticipated and admitted to the hospital on May 9, 2011. On May 18, 2011, Resident W.
returned to the facility. Code the Entry tracking record for the May 18, 2011 return, as

follows:
AO0310F =01
A1600 = 05-18-2011
A1700=2
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Assessment Management Requirements and Tips for Entry Tracking Records:
* The Entry tracking record is the first item set completed for all residents.

* Must be completed every time a resident is admitted (admission) or readmitted (reentry)
into a nursing home (or swing bed facility), including upon return if a resident in a
Medicare Part A stay is discharged from the facility and does not resume Part A within
the same facility within the 3-day interruption window (see Interrupted Stay in Section
2.5, Assessment Types and Definitions above).

* Must be completed for a respite resident every time the resident enters the facility.

e  Must be completed within 7 days after the admission/reentry.

«  Must be submitted no later than the 14™ calendar day after the entry (entry date (A1600)
+ 14 calendar days).

* Required in addition to the initial Admission assessment or other OBRA or PPS
assessments that might be required.

* Contains administrative and demographic information.
* s a standalone tracking record.

* May not be combined with an assessment.
08. Death in Facility Tracking Record (A0310F = 12)

*  Must be completed when the resident dies in the facility or when on LOA.

*  Must be completed within 7 days after the resident’s death, which is recorded in item
A2000, Discharge Date (A2000 + 7 calendar days).

e Must be submitted within 14 days after the resident’s death, which is recorded in item
A2000, Discharge Date (A2000 + 14 calendar days).

* Consists of demographic and administrative items.

* May not be combined with any type of assessment.
Example (Death in Facility):

1. Resident W. was admitted to the nursing home for hospice care due to a terminal illness on
September 9, 2011. They passed away on November 13, 2011. Code the November 13, 2011
Death in Facility tracking record as follows:

AO310F =12
A2000=11-13-2011
A2105=13

OBRA Discharge Assessments (A0310F)

OBRA Discharge assessments consist of discharge return anticipated and discharge return not
anticipated.
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09. Discharge Assessment—-Return Not Anticipated (A0310F = 10)

*  Must be completed when the resident is discharged from the facility and the resident is
not expected to return to the facility within 30 days.

e Must be completed (item Z0500B) within 14 days after the discharge date (A2000 + 14
calendar days).

e Must be submitted within 14 days after the MDS completion date (Z0500B + 14 calendar
days).

* Consists of demographic, administrative, and clinical items.

* If'the resident returns, the Entry tracking record will be coded A1700 = 1, Admission.
The OBRA schedule for assessments will start with a new Admission assessment. If the
resident’s stay will be covered by Medicare Part A, the provider must determine whether
the interrupted stay policy applies. Refer to Section 2.9 for instructions on the PPS
assessments.

Examples (Discharge-return not anticipated):

1. Resident S. was admitted to the nursing home on February 5, 2011 following a stroke. They
regained most of their function and were discharged return not anticipated to their home on
March 29, 2011. Code the March 29, 2011 OBRA Discharge assessment as follows:

AO0310F =10
A2000 = 03-29-2011
A2105=01

2. Resident K. was transferred from a Medicare-certified bed to a non-certified bed on
December 12, 2013 and plans to remain long term in the facility. Code the December 12,
2013 Discharge assessment as follows:

AO0310F =10
A2000 = 12-12-2013
A2105=02

10. OBRA Discharge Assessment—Return Anticipated (A0310F = 11)

e Must be completed when the resident is discharged from the facility and the resident is
expected to return to the facility within 30 days.

* For a resident discharged to a hospital or other setting (such as a respite resident) who
comes in and out of the facility on a relatively frequent basis and reentry can be expected,
the resident is discharged return anticipated unless it is known on discharge that they will
not return within 30 days. This status requires an Entry tracking record each time the
resident returns to the facility and an OBRA Discharge assessment each time the resident
is discharged.

*  Must be completed (item Z0500B) within 14 days after the discharge date (item A2000)
(i.e., discharge date (A2000) + 14 calendar days).
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Must be submitted within 14 days after the MDS completion date (item Z0500B) (i.e.,
MDS completion date (Z0500B) + 14 calendar days).

Consists of demographic, administrative, and clinical items.

When the resident returns to the nursing home, the IDT must determine if criteria are met
for an SCSA (only when the OBRA Admission assessment was completed prior to
discharge).

— If criteria are met, complete an SCSA.

— If criteria are not met, continue with the OBRA schedule as established prior to the
resident’s discharge.

If an interrupted stay occurs, an SCSA should be completed if clinically indicated.

If an SCSA is not indicated and an OBRA assessment was due while the resident was in
the hospital, the facility has 13 days after reentry to complete the assessment (this does
not apply to Admission assessment).

When a resident had a prior OBRA Discharge assessment completed indicating that the
resident was expected to return (AO310F = 11) to the facility, but later learned that the
resident will not be returning to the facility, there is no Federal requirement to inactivate
the resident's record nor to complete another OBRA Discharge assessment. Please contact
your State RAI Coordinator for specific State requirements.

Example (Discharge-return anticipated):

1. Resident C. was admitted to the nursing home on May 22, 2011. They tripped while at a
restaurant with their child. They were discharged return anticipated and admitted to the
hospital on May 31, 2011. Code the May 31, 2011 OBRA Discharge assessment as follows:

AO0310F =11
A2000 = 05-31-2011
A2105=04

Assessment Management Requirements and Tips for OBRA Discharge
Assessments:

Must be completed when the resident is discharged from the facility (see definition of
Discharge in Section 2.5, Assessment Types and Definitions).

Must be completed when the resident is admitted to an acute care hospital.

Must be completed when the resident has a hospital observation stay greater than 24 hours.
Must be completed if a resident in a Medicare Part A stay is discharged from the facility
regardless of whether the resident resumes Part A within the 3-day interruption window
(see Interrupted Stay, Section 2.5, Assessment Types and Definitions above).

Must be completed on a respite resident every time the resident is discharged from the
facility.

May be combined with another OBRA-required assessment when requirements for all
assessments are met.
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* May be combined with any OBRA or 5-Day and must be combined with a Part A PPS
Discharge if the Medicare Part A stay ends on the day of, or one day before, the resident’s
Discharge Date (A2000).

* For an OBRA Discharge assessment, the ARD (item A2300) is not set prospectively as
with other assessments. The ARD (item A2300) for an OBRA Discharge assessment is
always equal to the Discharge date (item A2000) and may be coded on the assessment
any time during the OBRA Discharge assessment completion period (i.e., Discharge date
(A2000) + 14 calendar days).

* The use of the dash, “-”, is appropriate when the staff are unable to determine the
response to an item, including the interview items. In some cases, the facility may have
already completed some items of the assessment and should record those responses or
may be in the process of completing an assessment. The facility may combine the OBRA
Discharge assessment with another assessment(s) when requirements for all assessments
are met.

* For unplanned discharges, the facility should complete the OBRA Discharge
assessment to the best of its abilities.

— An unplanned discharge includes, for example:

o Acute-care transfer of the resident to a hospital or an emergency department in
order to either stabilize a condition or determine if an acute-care admission is
required based on emergency department evaluation; or
Resident unexpectedly leaving the facility against medical advice; or
Resident unexpectedly deciding to go home or to another setting (e.g., due to the
resident deciding to complete treatment in an alternate setting).

e Nursing home bed hold status and opening and closing of the medical record have no
effect on these requirements.

The following chart details the sequencing and coding of Tracking records and OBRA Discharge
assessments.
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2.7 The Care Area Assessment (CAA) Process and Care
Plan Completion

Federal statute and regulations require nursing homes to conduct initial and periodic assessments
for all their residents. The assessment information is used to develop, review, and revise the
resident’s plans of care that will be used to provide services to attain or maintain the resident’s
highest practicable physical, mental, and psychosocial well-being.

The RAI process, which includes the Federally mandated MDS, is the basis for an accurate
assessment of nursing home residents. The MDS information and the CAA process provide the
foundation upon which the care plan is formulated. There are 20 problem-oriented CAAs, each
of which includes MDS-based “trigger” conditions that signal the need for additional assessment
and review of the triggered care area. Detailed information regarding each care area and the CAA
process, including definitions and triggers, appear in Chapter 4 of this manual. Chapter 4 also
contains detailed information on care planning development utilizing the RAI and CAA process.

CAA(s) Completion

e Isrequired for OBRA-required comprehensive assessments. They are not required for
non-comprehensive assessments, PPS assessments, Discharge assessments, or Tracking
records.

e After completing the MDS portion of the comprehensive assessment, the next step is to
further identify and evaluate the resident’s strengths, problems, and needs through use of
the CAA process (described in detail in Chapter 3, Section V, and Chapter 4 of this
manual) and through further investigation of any resident-specific issues not addressed in
the RAI/CAA process.

* The CAA(s) completion date (item V0200B2) must be either later than or the same date
as the MDS completion date (item Z0500B). In no event should either date be later than
the established time frames as described in Section 2.6.

e [t is important to note that for an Admission assessment, the resident enters the nursing
home with a set of physician-based treatment orders. Nursing home staff should review
these orders and begin to assess the resident and to identify potential care issues/
problems. Within 48 hours of admission to the facility, the facility must develop and
implement a Baseline Care Plan for the resident that includes the instructions needed to
provide effective and person-centered care of the resident that meets professional
standards of care (42 CFR §483.21(a)). In many cases, interventions to meet the
resident’s needs will already have been implemented to address priority issues prior to
completion of the final care plan. At this time, many of the resident’s problems in the 20
care areas will have been identified, causes will have been considered, and a baseline care
plan initiated. However, a final CAA(s) review and associated documentation are still
required no later than the 14" calendar day of admission (admission date plus 13 calendar
days).

e Detailed information regarding each CAA and the CAA process appears in Chapter 4 of
this manual.
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Care Plan Completion

2.8

Care plan completion based on the CAA process is required for OBRA-required
comprehensive assessments. It is not required for non-comprehensive assessments
(Quarterly, SCQA), PPS assessments, Discharge assessments, or Tracking records.
However, the resident’s care plan must be reviewed after each assessment, as required by
§483.20, except discharge assessments, and revised based on changing goals, preferences
and needs of the resident and in response to current interventions.

After completing the MDS and CAA portions of the comprehensive assessment, the next
step is to evaluate the information gained through both assessment processes in order to
identify problems, causes, contributing factors, and risk factors related to the problems.
Subsequently, the IDT must evaluate the information gained to develop a care plan that
addresses those findings in the context of the resident’s goals, preferences, strengths,
problems, and needs (described in detail in Chapter 4 of this manual).

The care plan completion date (item V0200C2) must be either later than or the same date
as the CAA completion date (item V0200B2), but no later than 7 calendar days after the
CAA completion date. The MDS completion date (item Z0500B) must be earlier than or
the same date as the care plan completion date. In no event should either date be later
than the established time frames as described in Section 2.6.

For Annual assessments, SCSAs, and SCPAs, the process is basically the same as that
described with an Admission assessment. In these cases, however, the care plan will
already be in place. Review of the CAA(s) when the MDS is complete for these
assessment types should raise questions about the need to modify or continue services
and result in either the continuance or revision of the existing care plan. A new care plan
does not need to be developed after each Annual assessment, SCSA, or SCPA.

Residents’ preferences and goals may change throughout their stay, so facilities should
have ongoing discussions with the resident and resident representative, if applicable, so
that changes can be reflected in the comprehensive care plan.

Detailed information regarding the care planning process appears in Chapter 4 of this
manual.

Skilled Nursing Facility Prospective Payment System
Assessment Schedule

SNFs must assess the clinical condition of beneficiaries by completing the MDS assessment for
each Medicare resident receiving Part A SNF-level care for reimbursement under the SNF PPS.
In addition to the PPS assessments, the SNF must also complete the OBRA assessments. All
requirements for the OBRA assessments apply to the PPS assessments, such as completion and
submission time frames.

Assessment Window

The PPS 5-Day assessment has defined days within which the Assessment Reference Date
(ARD) must be set. The ARD must be a day within the prescribed window of Days 1 through 8
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of the Part A stay and must be set on the MDS form itself or in the facility software before this
window has passed.

The first day of Medicare Part A coverage for the current stay is considered day 1 for PPS
assessment scheduling purposes and for purposes of the variable per diem adjustment, as
discussed in Chapter 6, Section 6.7. In most cases, the first day of Medicare Part A coverage is
the date of admission. However, there are situations in which the Medicare beneficiary may
qualify for Part A services at a later date. See Chapter 6, Section 6.7, for more detailed
information.

Scheduled PPS Assessment

The PPS-required standard assessment is the 5-Day assessment, which has a predetermined time
period for setting the ARD. The SNF provider must set the ARD on days 1-8 to assure
compliance with the SNF PPS PDPM requirements.

Unscheduled PPS Assessments

There are situations when a SNF provider may complete an assessment after the 5-Day
assessment. This assessment is an unscheduled assessment called the Interim Payment
Assessment (IPA). When deemed appropriate by the provider, this assessment may be completed
to capture changes in the resident’s status and condition.

Tracking Records and Discharge Assessments Reporting

Tracking records and Discharge assessments reporting are required on all residents in the SNF
and swing bed facilities. Tracking records and standalone Discharge assessments do not impact
payment.

Part A PPS Discharge Assessment (A0310H)

The Part A PPS Discharge assessment contains data elements used to calculate current and future
SNF QRP quality measures under the IMPACT Act. The IMPACT Act directs the Secretary to
specify quality measures on which Post-Acute Care (PAC) providers (which includes SNFs) are
required to submit standardized resident assessment data. Section 1899B(2)(b)(1)(A)(B) of the
Act delineates that resident assessment data must be submitted with respect to a resident’s
admission into and discharge from a SNF setting.

e Per current requirements, the OBRA Discharge assessment is used when the resident is
physically discharged from the facility. The Part A PPS Discharge assessment is
completed when a resident’s Medicare Part A stay ends, but the resident remains in
the facility (unless it is an instance of an interrupted stay). ltem A0310H, “Is this a
Part A PPS Discharge Assessment?” identifies whether or not the discharge is a Part A
PPS Discharge assessment for the purposes of the SNF QRP (see Chapter 3, Section A
for further details and coding instructions). The Part A PPS Discharge assessment must
also be combined with the OBRA Discharge assessment when a resident receiving
services under SNF Part A PPS has a Discharge Date (A2000) that occurs on the day of
or one day after the End Date of Most Recent Medicare Stay (A2400C), because in this
instance, both the OBRA and Part A PPS Discharge assessments would be required. In
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situations in which the OBRA and Part A PPS Discharge assessments are combined, the
ARD (A2300) equals the day of discharge as listed in A2000.

Part A PPS Discharge Assessment (A0310H =1):

For the Part A PPS Discharge assessment, the ARD (item A2300) is not set prospectively
as with other assessments. The ARD (A2300) for a standalone Part A PPS Discharge
assessment is always equal to the End Date of the Most Recent Medicare Stay (A2400C).
The ARD may be coded on the assessment any time during the assessment completion
period (i.e., End Date of Most Recent Medicare Stay (A2400C) + 14 calendar days).

If the End Date of the Most Recent Medicare Stay (A2400C) occurs on the day of or
one day before the Discharge Date (A2000), the OBRA Discharge assessment and Part
A PPS Discharge assessment are both required and must be combined. When the OBRA
and Part A PPS Discharge assessments are combined, the ARD (A2300) must be equal to
the Discharge Date (A2000). The Part A PPS Discharge assessment may be combined
with most OBRA-required assessments when requirements for all assessments are met
(please see Section 2.10 Combining PPS Assessments and OBRA Assessments).

If the resident’s Medicare Part A stay ends and the resident is physically discharged from
the facility, an OBRA Discharge assessment is required.

The Part A PPS Discharge assessment must be completed (item Z0500B) within 14 days
after the End Date of Most Recent Medicare Stay (A2400C + 14 calendar days).

The Part A PPS Discharge assessment must be submitted within 14 days after the MDS
completion date (Z0500B + 14 calendar days).

Consists of demographic, administrative, and clinical items.

If the resident’s Medicare Part A stay ends and the resident subsequently returns to a
skilled level of care and Medicare Part A benefits do not resume within 3 days, the PPS
schedule starts again with a 5-Day assessment. If the Medicare Part A stay does resume
within the 3-day interruption window, then this is an interrupted stay (see below).

If the resident leaves the facility for an interrupted stay, no Part A PPS Discharge
Assessment is required when the resident leaves the building at the outset of the
interrupted stay; however, an OBRA Discharge record is required if the discharge criteria
are met (see Section 2.5). If the resident returns to the facility within the interruption
window, as defined above, an Entry tracking form is required; however, no new 5-Day
assessment is required.

The following chart summarizes the PPS assessments, tracking records, and discharge
assessments:
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PPS Assessments, Tracking Records, and Discharge
Assessment Reporting Schedule for SNFs and Swing Bed Facilities

Assessment Reference  Billing Cycle
Date (ARD) Can be Used by the

Assessment Type/ Set on Any of Business
Item Set for PPS Following Days Office Special Comment
5-Day Days 1-8 Sets payment » See Section 2.12 for instructions
A0310B =01 rate for the involving beneficiaries who transfer
entire stay or expire day 8 or earlier.
(unless an IPA-«  CAAs must be completed only if the
is completed. 5-Day assessment is dually coded as
See below.) an OBRA Admission, Annual, SCSA
or SCPA.
Interim Payment Assessment Optional Sets payment * Optional assessment.
(IPA) for remainder  « Does not reset variable per diem
A0310B =08 of the stay adjustment schedule.
b}f gl}\lﬁl]gg on e May not be combined with another
the : assessment.
Part A PPS Discharge Assessment End date of most N/A * Completed when the resident’s
A0310H = 1 recent Medicare Stay Medicare Part A stay ends, but the
(A24000) resident remains in the facility, or is

combined with an OBRA Discharge
assessment if the Part A stay ends on
the same day or the day before the
resident’s Discharge Date (A2000).

2.9 MDS PPS Assessments for SNFs

The MDS has been constructed to identify the OBRA Reasons for Assessment and the SNF PPS
Reasons for Assessment in items A0310A and A0310B respectively. If the assessment is being
used for reimbursement under the SNF PPS, the PPS Reason for Assessment must be coded in
item A0310B. The OBRA Reason for Assessment is described earlier in this section while the
PPS assessments are described below. A SNF provider may combine assessments to meet both
OBRA and PPS requirements. When combining assessments, all completion deadlines and other
requirements for both types of assessments must be met. If all requirements cannot be met, the
assessments must be completed separately. The relationship between OBRA and PPS
assessments is discussed below and in more detail in Sections 2.10 and 2.11.

PPS Assessments for a Medicare Part A Stay
01. 5-Day Assessment

* ARD (item A2300) must be set for Days 1 through 8 of the Part A SNF covered stay.
*  Must be completed (item Z0500B) within 14 days after the ARD (ARD + 14 days).
* Authorizes payment for entire PPS stay (except in cases when an IPA is completed).

* Must be submitted electronically and accepted into iQIES within 14 days after
completion (item Z0500B) (completion + 14 days).

e [f combined with the OBRA Admission assessment, the assessment must be completed
by the end of day 14 of admission (admission date plus 13 calendar days).
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02.

Is the first PPS-required assessment to be completed when the resident is first admitted
for a SNF Part A stay.

Is the first PPS-required assessment to be completed when the resident is re-admitted to
the facility for a Part A stay following a discharge assessment — return not anticipated or
if the resident returns more than 30 days after a discharge assessment-return anticipated.

A 5-Day assessment is not required at the time when a resident returns to a Part A-
covered stay following an interrupted stay, regardless of the reason for the interruption
(facility discharge, resident no longer skilled, payer change, etc.).

If a resident changes payers from Medicare Advantage to Medicare Part A, the SNF must
complete a 5-Day assessment with the ARD set for one of days 1 through 8 of the
Medicare Part A stay, with the resident’s first day covered by Medicare Part A serving as
Day 1, unless it is a case of an interrupted stay.

Interim Payment Assessment

Optional assessment.

ARD (item A2300) may be set for any day of the SNF PPS stay, beyond the ARD of the
5-Day assessment.

Must be completed (item Z0500B) within 14 days after the ARD (ARD + 14 days).
Authorizes payment for remainder of the PPS stay, beginning on the ARD.

Must be submitted electronically and accepted into iQIES within 14 days after
completion (item Z0500B) (completion + 14 days).

The ARD for an IPA may not precede that of the 5-Day assessment.
May not be combined with any other assessments (PPS or OBRA).

03. Part A PPS Discharge Assessment

See definition provided in Section 2.8, Part A PPS Discharge Assessment (A0310H = 1).

2.10 Combining PPS Assessments and OBRA Assessments’

SNF providers are required to meet two assessment standards in a Medicare certified nursing
facility:

The OBRA standards are designated by the reason selected in item A0310A, Federal
OBRA Reason for Assessment, and item A0130F, Entry/Discharge Reporting and are
required for all residents.

The PPS standards are designated by the reason selected in item A0310B, PPS
Assessment and item AO310H, Is this a SNF Part A PPS Discharge Assessment?

When the OBRA and PPS assessment time frames coincide (except the IPA), one
assessment may be used to satisfy both requirements. PPS and OBRA assessments (except

7 OBRA assessments do not apply to Swing Bed providers; however, Swing Bed providers are required to
complete the Entry Tracking record, Swing Bed PPS (SP), Swing Bed Discharge (SD) assessment, and Death in
Facility Tracking record.
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the IPA) may be combined when the ARD windows overlap allowing for a common
assessment reference date. When combining the OBRA and PPS assessments, the most
stringent requirements for ARD, item set, and CAA completion requirements must be met.
For example, the skilled nursing facility staff must be very careful in selecting the ARD for
an OBRA Admission assessment combined with a 5-Day assessment. For the OBRA
Admission, the ARD must be set between days 1 and 14 counting the date of admission as
day 1. For the 5-Day, the ARD must be set for days 1 through 8. However, when
combining a 5-Day assessment with the OBRA Admission assessment, the use of the latter
end of the OBRA Admission ARD window would cause the 5-Day assessment to be
considered late. To assure the assessment meets both standards, an ARD of a day between
Day 1 and 8 would have to be chosen in this situation. In addition, the completion
standards must be met. While a PPS assessment can be completed within 14 days after the
ARD when it is not combined with an OBRA assessment, the CAA completion date for the
OBRA Admission assessment (item V0200B2) must be day 14 or earlier. With the
combined OBRA Admission/ 5-Day assessment, completion by day 14 would be required.
Finally, when combining a PPS assessment with an OBRA assessment, the SNF staff must
ensure that all required items are completed.

Some states require providers to complete additional state-specific items (Section S) for selected
assessments. States may also add comprehensive items to the Quarterly and/or PPS item sets.
Providers must ensure that they follow their state requirements in addition to any OBRA and/or
PPS requirements.

The following tables provide the item set for each type of assessment or tracking record. When
two or more assessments are combined, then the appropriate item set contains all items that
would be necessary if each of the combined assessments were being completed individually.

Item Sets by Assessment Type for Skilled Nursing Facilities

Comprehensive Quarterly and PPS* Other Assessments and Tracking
Item Sets Item Sets Records/Item Sets
Standalone * OBRA Admission e Quarterly * Entry Tracking Record
Assessment * Annual » Significant Correction to Prior * OBRA Discharge assessments
Wy » Significant Change in Quarterly * Death in Facility Tracking
Status (SCSA) *  5-Day Record
» Significant Correction to » Part A PPS Discharge
Prior Comprehensive * Interim Payment Assessment
(SCPA) (IPA)
Combined *  OBRA Admission and * Quarterly and 5-Day * OBRA Discharge assessment
Assessment 5-Day Significant Correction to Prior and Part A PPS Discharge
Types Annual and 5-Day Quarterly and 5-Day Assessment

SCSA and 5-Day
SCPA and 5-Day

Any OBRA
comprehensive and any
Discharge

5-Day and any Discharge
Significant Correction to Prior
Quarterly and any Discharge

*Nursing home-based SNFs must check with their State Agency to determine if the state requires additional items to be
completed for the required OBRA Quarterly and PPS assessments.

October 2024

Page 2-49



CMS’s RAI Version 3.0 Manual CH 2: Assessments for the RAI

Item Sets by Assessment Type for Swing Bed Providers

Other Assessments/Tracking Item Sets for
Swing Bed PPS/Item Set Swing Bed Providers

Assessment Type * (SP) Swing Bed PPS assessment * Entry Tracking record
* Death in Facility Tracking record
(SD) Swing Bed Discharge
Interim Payment Assessment (IPA)

Assessment Type * (SP) Swing Bed PPS assessment and (SD) « N/A
Combinations Swing Bed Discharge

Tracking records (Entry and Death in Facility) and the Interim Payment Assessment can never be
combined with other assessments.

2.11 PPS and OBRA Assessment Combinations

Below are some of the allowed possible assessment combinations. A provider may choose to
combine more than two assessment types when all requirements are met. The coding of items in
A0310 will provide the item set that the facility is required to complete. For SNFs that use a
paper format to collect MDS data, the provider must ensure that the item set selected meets the
requirements of all assessments coded in item A0310 (see Section 2.14).
5-Day Assessment and OBRA Admission Assessment

e Comprehensive item set.

e ARD (item A2300) must be set for days 1 through 8 of the Part A SNF stay.

e  Must be completed (item Z0500B) by the end of day 14 of the stay (admission date plus
13 calendar days).

e See Section 2.7 and Chapter 4 for requirements for CAA process and care plan
completion.
5-Day Assessment and OBRA Quarterly Assessment
* Quarterly item set.
e ARD (item A2300) must be set for days 1 through 8 of the Part A SNF stay.

* See Section 2.6 for OBRA Quarterly assessment completion requirements.

5-Day Assessment and Annual Assessment
e Comprehensive item set.
* ARD (item A2300) must be set for days 1 through 8 of the Part A SNF stay.
* See Section 2.6 for OBRA Annual assessment completion requirements.

» See Section 2.7 and Chapter 4 for requirements for CAA process and care plan
completion.
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5-Day Assessment and Significant Change in Status Assessment
e Comprehensive item set.
* ARD (item A2300) must be set for days 1 through 8 of the Part A SNF stay.

e Must be completed (item Z0500B) within 14 days after the determination that the criteria
are met for a Significant Change in Status assessment.

* See Section 2.7 and Chapter 4 for requirements for CAA process and care plan
completion.
5-Day Assessment and Significant Correction to Prior Comprehensive
Assessment
e Comprehensive item set.
* ARD (item A2300) must be set for days 1 through 8 of the Part A SNF stay.

e Must be completed (item Z0500B) within 14 days after the determination that an
uncorrected significant error in the prior comprehensive assessment has occurred.

* See Section 2.7 and Chapter 4 for requirements for CAA process and care plan
completion.
5-Day Assessment and Significant Correction to Prior Quarterly Assessment

* See 5-Day assessment and OBRA Quarterly Assessment.

5-Day Assessment and OBRA Discharge Assessment
e PPS item set.

* ARD (item A2300) must be set for the day of discharge (item A2000) and the date of
discharge must fall within the allowed window of the 5-Day as described earlier in
Section 2.9.

*  Must be completed (item Z0500B) within 14 days after the ARD.

5-Day Assessment and Part A PPS Discharge Assessment
e PPS item set.

* ARD (item A2300) must be set for the last day of the Medicare Part A Stay (A2400C)
and the last day of the Medicare Part A stay must fall within the allowed window of the
5-Day assessment as described earlier in Section 2.9.

*  Must be completed (item Z0500B) within 14 days after the ARD.
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2.12 Factors Impacting SNF PPS Assessment Scheduling8

Resident Expires Before or On the Eighth Day of SNF Stay

If the beneficiary dies in the SNF or while on a leave of absence before or on the eighth day of
the covered SNF stay, the provider should prepare a 5-Day assessment as completely as possible
and submit the assessment as required. If there is not a PPS assessment in iQIES, the provider
must bill the default rate for any Medicare days. The provider must also complete a Death in
Facility Tracking Record (see Section 2.6 for greater detail).

Resident Transfers or Is Discharged Before or On the Eighth Day of SNF Stay

If the beneficiary is discharged from the SNF or the Medicare Part A stay ends (e.g., transferred
to another payer source) before or on the eighth day of the covered SNF stay, the provider should
prepare a 5-Day assessment as completely as possible and submit the assessment as required. If
there is not a PPS assessment in iQIES, the provider must bill the default rate for any Medicare
days.

When the Medicare Part A stay ends on or before the eighth day of the covered SNF stay, and
the beneficiary remains in the facility, a Part A PPS Discharge assessment is required.

When the beneficiary is discharged from the SNF, the provider must also complete an OBRA
Discharge assessment, but if the Medicare Part A stay ends on or before the eighth day of the
covered SNF stay and the beneficiary is physically discharged from the facility the day of or the
day after the Part A stay ends, the Part A PPS and OBRA Discharge assessments must be
combined. (See Sections 2.10 and 2.11 for details on combining a PPS assessment with a
Discharge assessment.)

Resident Is Admitted to an Acute Care Facility and Returns

If a Medicare Part A resident is admitted to an acute care facility and later returns to the SNF to
resume Part A coverage, the resident requires a new 5-Day assessment, unless it is an instance of
an interrupted stay. If it is a case of an interrupted stay (i.e., the resident returns to the SNF and
resumes Part A services in the same SNF within the 3-day interruption window), then no PPS
assessment is required upon reentry, only an Entry tracking form. An IPA may be completed, if
deemed appropriate.

Resident Is Sent to Acute Care Facility, Not in SNF over Midnight, and Is Not
Admitted to Acute Care Facility

If a resident is out of the facility over a midnight, but for less than 24 hours, and is not admitted
to an acute care facility, a new 5-Day PPS assessment is not required, though an IPA may be
completed, if deemed appropriate. However, there are payment implications: the day preceding
the midnight on which the resident was absent from the nursing home is not a covered Part A
day. This is known as the “midnight rule.” For example, if the resident goes to the emergency
room at 10 p.m. Wednesday, day 22 of their Part A stay, and returns at 3 a.m. the next day,
Wednesday is not billable to Part A. As a result, the day of their return to the SNF, Thursday,

8 These requirements/policies also apply to swing bed providers.
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becomes day 22 of their Part A stay. This means that this day is skipped for purposes of the
variable per diem adjustment, described in Chapter 6.

Resident Takes a Leave of Absence from the SNF

If a resident is out of the facility for a Leave of Absence (LOA) as defined on page 2-13 in this
chapter, there may be payment implications. For example, if a resident leaves a SNF at 6:00 p.m.
on Wednesday, which is Day 27 of the resident’s stay and returns to the SNF on Thursday at
9:00 a.m., then Wednesday becomes a non-billable day and Thursday becomes Day 27 of the
resident’s stay.

If the beneficiary experiences a leave of absence during part of the assessment observation
period, the facility may include services furnished during the beneficiary’s temporary absence
(when permitted under MDS coding guidelines; see Chapter 3).

Resident Discharged from Part A Skilled Services and from the Facility and
Returns to SNF Part A Skilled Level Services

In the situation when a beneficiary is discharged from Medicare Part A and is physically
discharged from the facility, but returns to resume SNF Part A skilled services after the
interruption window has closed, the OBRA Discharge and Part A PPS Discharge must be
completed and can be combined (see Part A PPS Discharge in Section 2.5).

On return to the facility, this is considered a new Part A stay (as long as resumption of Part A
occurs within the 30-day window allowed by Medicare), and a new 5-Day and Entry Tracking
record must be completed. If the resident was discharged return anticipated, no OBRA
assessment is required. However, if the resident was discharged return not anticipated, the
facility must complete a new OBRA Admission assessment. See Chapter 6, Section 6.7 for
greater detail to determine whether or not the resident is eligible for Part A SNF coverage.

However, in the case of an interrupted stay, that is, if a resident leaves the facility and resumes
Part A within the 3-day interruption window, only an OBRA Discharge is required. An Entry
Tracking record is required on reentry, but no 5-Day is required. If the resident was discharged
return anticipated, no OBRA assessment is required. However, if the resident was discharged
return not anticipated, the facility must complete a new OBRA Admission assessment.

The beneficiary should be assessed to determine if there was a significant change in status.

Resident Discharged from Part A Skilled Services Is Not Physically Discharged
from the Skilled Nursing Facility

In the situation when a resident’s Medicare Part A stay ends, but the resident is not physically
discharged from the facility, remaining in a Medicare and/or Medicaid certified bed with another
payer source, the facility must continue with the OBRA schedule from the beneficiary’s original
date of admission (item A1900) and must also complete a Part A PPS Discharge assessment.

If Part A benefits resume, there is no reason to change the OBRA schedule; the PPS schedule
would start again with a 5-Day assessment, MDS item A0310B = 01, unless it is a case of an
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interrupted stay—that is, if the resident is discharged from Part A, remains in the facility, and
resumes Part A within the 3-day interruption window, no Part A PPS Discharge is completed,
nor is a 5-Day required when Part A resumes.

Delay in Requiring and Receiving Skilled Services

There are instances when the beneficiary does not require SNF level of care services when
initially admitted to the SNF. See Chapter 6, Section 6.7.

Non-Compliance with the PPS Assessment Schedule

According to Part 42 Code of Federal Regulation (CFR) Section 413.343, an assessment that
does not have its ARD within the prescribed ARD window will be paid at the default rate for the
number of days the ARD is out of compliance. Frequent late assessment scheduling practices or
missed assessments may result in additional review. The default rate takes the place of the
otherwise applicable Federal rate. It is equal to the rate paid for the Health Insurance Prospective
Payment System (HIPPS) code reflecting the lowest acuity level for each PDPM component and
would generally be lower than the Medicare rate payable if the SNF had submitted an assessment
in accordance with the prescribed assessment schedule.

Late PPS Assessment

If the SNF fails to set the ARD within the defined ARD window for a 5-Day assessment, and the
resident is still on Part A, the SNF must complete a late assessment. The ARD can be no earlier
than the day the error was identified.

The SNF will bill the default rate for the number of days that the assessment is out of
compliance. This is equal to the number of days between the day following the last day of the
available ARD window and the late ARD (including the late ARD). The SNF would then bill
the HIPPS code established by the late assessment for the remainder of the SNF stay,
unless the SNF chooses to complete an IPA. For example, a 5-Day assessment with an ARD of
Day 11 is out of compliance for 3 days and therefore would be paid at the default rate for Days 1
through 3 of the Part A stay and the HIPPS code from the late 5-Day assessment for the
remainder of the Part A stay, unless an IPA is completed.

Missed PPS Assessment

If the SNF fails to set the ARD of a 5-Day assessment prior to the end of the last day of the ARD
window, and the resident was already discharged from Medicare Part A when this error is
discovered, the provider cannot complete an assessment for SNF PPS purposes and the days
cannot be billed to Part A.

Errors on a PPS Assessment

To correct an error on an MDS that has been submitted to iQIES, the SNF must follow the
normal MDS correction procedures (see Chapter 5).

2.13 Expected Order of MDS Records

The MDS records for a nursing home resident are expected to occur in a specific order. For
example, the first record for a resident is expected to be an Entry record with entry type (item
A1700) indicating admission, and the next record is expected to be an Admission assessment, a
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5-Day assessment, a Discharge assessment, or Death in Facility tracking record. iQIES will issue
a warning when an unexpected record is submitted. Examples include an assessment record after
a discharge (an entry is expected) or any record after a Death in Facility tracking record.

The target date, rather than the submission date, is used to determine the order of records. The
target date is the Assessment Reference Date (item A2300) for assessment records, the Entry
Date (item A1600) for entry records, and the Discharge Date (item A2000) for discharge or
Death in facility records. In the following table, the prior record is represented in the columns
and the next (subsequent) record is represented in the rows. A “no” has been placed in a cell
when the next record is not expected to follow the prior record; iIQIES will issue a record order
warning for record combinations that contain a “no.” A “yes” indicates that the next record is
expected to follow the prior record; a record order warning will not be issued for these
combinations. Note that there are not any iQIES record order warnings produced for Swing Bed
MDS records.
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2.14 Determining the Item Set for an MDS Record

The item set for a particular MDS record is completely determined by the reason for assessment
items (A0310A, A0310B, A0310F, and AO310H). Item set determination is complicated and
standard MDS software from CMS and private vendors will automatically make this
determination. This section provides manual lookup tables for determining the item set when
automated software is unavailable.

The first lookup table is for nursing home records. The first 4 columns are entries for the reason
for assessment (RFA) items A0310A, A0310B, A0310F, and A0310H. To determine the item set
for a record, locate the row that includes the values of items A0310A, A0310B, A0310F, and
AO0310H for that record. When the row is located, then the item set is identified in the item set
code (ISC) and Description columns for that row. If the combination of items A0310A, A0310B,
AO0310F, and A0310H values for the record cannot be located in any row, then that combination
of RFAs is not allowed and any record with that combination will be rejected by iQIES.

Nursing Home Item Set Code (ISC) Reference Table

Entry/ Part A PPS
OBRARFA  PPSRFA  Discharge Discharge
(A0310A) (A0310B) (A0310F) (A0310H) ISC Description
01, 03, 04, 05 01,99 10, 11, 99 0,1 NC Comprehensive
02, 06 01,99 10, 11, 99 0,1 NQ Quarterly
99 01 10, 11, 99 0,1 NP PPS
99 08 99 0 IPA PPS (Optional)
99 99 10, 11 0,1 ND OBRA Discharge
99 99 01, 12 0 NT Tracking
99 99 99 1 NPE Part A PPS Discharge

Consider examples of the use of this table. If items AO310A =01, A0310B =99, item A0310F =
99, and A0310H = 0 (a standalone OBRA Admission assessment), then these values are matched
in row 1 and the item set is an OBRA comprehensive assessment (NC). The same row would be
selected if item AO310F is changed to 10 (Admission assessment combined with a return not
anticipated Discharge assessment). The item set is again an OBRA comprehensive assessment
(NCO). If items A0310A =99, A0310B =99, item A0O310F = 12, and A0310H = 0 (a Death in
Facility tracking record), then these values are matched in the second to last row and the item set
is a tracking record (NT). Finally, if items A0O310A =99, A0310B =99, A0310F =99, and
A0310H = 0, then no row matches these entries, and the record is invalid and would be rejected.

There is one additional item set not listed in the above table used for inactivation request records.
This is the set of items active on a request to inactivate a record in iQIES. An inactivation request
is indicated by A0050 = 3. The item set for this type of record is “Inactivation” with an ISC code
of XX.

The next lookup table is for swing bed records. The first 4 columns are entries for the reason for
assessment (RFA) items A0310A, A0310B, A0310F, and A0310H. To determine the item set for
a record, locate the row that includes the values of items A0310A, A0310B, A0310F, and

October 2024 Page 2-57



CMS’s RAI Version 3.0 Manual

CH 2: Assessments for the RAI

AO0310H for that record. When the row is located, then the item set is identified in the ISC and
Description columns for that row. If the combination of AO310A, A0310B, A0310F, and

AO0310H values for the record cannot be located in any row, then that combination of RFAs is
not allowed and any record with that combination will be rejected by iQIES.

OBRA RFA
(A0310A)

99
99
99
99

Swing Bed Item Set Code (ISC) Reference Table

PPS RFA
(A0310B)

01
08
99
99

Entry/
Discharge
(A0310F)

10, 11, 99
99
10, 11
01, 12

Part A
Discharge
(A0310H) ISC
0,1 SP
0 IPA
0,1 SD
0 ST

Description
PPS

PPS (Optional)
Discharge
Tracking

The “Inactivation” (XX) item set is also used for swing beds when item A0050 = 3.
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CHAPTER 3: OVERVIEW TO THE ITEM-BY-ITEM
GUIDE TO THE MDS 3.0

This chapter provides item-by-item coding instructions for all required sections and items in the
MDS Version 3.0 item sets. The goal of this chapter is to facilitate the accurate coding of the
MBDS resident assessment and to provide assessors with the rationale and resources to optimize
resident care and outcomes.

3.1 Using this Chapter

Throughout this chapter, MDS assessment sections are presented using a standard format for
ease of review and instruction. In addition, screenshots of each section are available for
illustration purposes. Note: There are images imbedded in this manual and if you are using a
screen reader to access the content contained in the manual you should refer to the MDS 3.0 item
set to review the referenced information. The order of the sections is as follows:

* Intent. The reason(s) for including this set of assessment items in the MDS.

* Item Display. To facilitate accurate resident assessment using the MDS, each
assessment section is accompanied by screenshots, which display the item from the MDS
3.0 item set.

* Item Rationale. The purpose of assessing this aspect of a resident’s clinical or
functional status.

* Health-related Quality of Life. How the condition, impairment, improvement, or
decline being assessed can affect a resident’s quality of life, along with the importance of
staff understanding the relationship of the clinical or functional issue related to quality of
life.

* Planning for Care. How assessment of the condition, impairment, improvement, or
decline being assessed can contribute to appropriate care planning.

* Steps for Assessment. Sources of information and methods for determining the
correct response for coding each MDS item.

* Coding Instructions. The proper method of recording each response, with
explanations of individual response categories.

* Coding Tips and Special Populations. Clarifications, issues of note, and
conditions to be considered when coding individual MDS items.

* Examples. Case examples of appropriate coding for most, if not all, MDS
sections/items.

Additional layout issues to note include: (1) the m symbol is displayed in all MDS 3.0
sections/items that require a resident interview, and (2) important definitions are highlighted in
text boxes, and may be found, along with other definitions of interest, in Appendix A: Glossary
and Common Acronyms.
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3.2 Becoming Familiar with the MDS-recommended
Approach

1. First, reading the Manual is essential.

The CMS Long-Term Care Facility Resident Assessment Instrument User’s
Manual is the primary source of information for completing an MDS assessment.

Notice how the manual is organized.
Using it correctly will increase the accuracy of your assessments.

While it is important to understand and apply the information in Chapter 3,
facilities should also become familiar with Chapters 1, 2, 4, 5 and 6. These
Chapters provide the framework and supporting information for data collected on
the item set as well as the process for further assessment and care planning,
submitting and modifying assessments, and information on the SNF PPS payment
system.

It is important to understand the entire process of the RAI in conjunction with the
intent and rationale for coding items on the MDS 3.0 item set.

Check the MDS 3.0 Web site regularly for updates at:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/MDS30R AIManual.html.

If you require further assistance, submit your question to your State RAI
Coordinator listed in Appendix B: State Agency and CMS Locations RAI/MDS
Contacts available in the Downloads section on CMS’ website:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/MDS30R AIManual.html.

2. Second, review the MDS item sets.

Notice how sections are organized and where information should be recorded.
Work through one section at a time.

Examine item definitions and response categories as provided on the item sets,
realizing that more detailed definitions and coding information is found in each
Section of Chapter 3.

There are several item sets, and depending on which item set you are completing,
the skip patterns and items active for each item set may be different.

3. Complete a thorough review of Chapter 3.

Review procedural instructions, time frames, and general coding conventions.
Become familiar with the intent of each item, rationale and steps for assessment.

Become familiar with the item itself with its coding choices and response options,
keeping in mind the clarifications, issues of note, and other pertinent information
needed to understand how to code the item.

Do the definitions and instructions differ from current practice at your facility?

Do your facility processes require updating to comply with MDS requirements?
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3.3

e Complete a test MDS assessment for a resident at your facility. Enter the
appropriate codes on the MDS.

* Make a note where your review could benefit from additional information,
training, and using the varying skill sets of the interdisciplinary team. Be certain
to explore resources available to you.

* Asyou are completing this test case, read through the instructions that apply to
each section as you are completing the MDS. Work through the Manual and item
set one section at a time until you are comfortable coding items. Make sure you
understand this information before going on to another section.

* Review the test case you completed. Would you still code it the same way? Are
you surprised by any definitions, instructions, or case examples? For example, do
you understand how to code Functional Abilities?

* Asyou review the coding choices in your test case against the manual, make
notations corresponding to the section(s) of this Manual where you need further
clarification, or where questions arose. Note sections of the manual that help to
clarify these coding and procedural questions.

*  Would you now complete your initial case differently?

» It will take time to go through all this material. Do it slowly and carefully without
rushing. Discuss any clarifications, questions or issues with your State RAI
Coordinator (see Appendix B: State Agency and CMS Locations RAI/MDS
Contacts available in the Downloads section on CMS’ website:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/MDS30R AIManual.html).

4. Use of information in this chapter:

* Keep this chapter with you during the assessment process.
*  Where clarification is needed, review the intent, rationale and specific coding
instructions for each item in question.

Coding Conventions

There are several standard conventions to be used when completing the MDS assessment, as
follows.

The standard look-back period for the MDS 3.0 is 7 days, unless otherwise stated.

With the exception of certain items (e.g., some items in Sections J, K and O), the
look-back period does not extend into the preadmission period unless the item
instructions state otherwise. In the case of reentry, the look-back period does not extend
into time prior to the reentry, unless instructions state otherwise.

When determining the response to items that have a look-back period relating back to the
Admission/Entry, Reentry, or Prior OBRA or scheduled PPS assessment, whichever is
most recent, staff must only consider those assessments that are required to be submitted
to 1QIES. PPS assessments that are completed for private insurance and Medicare
Advantage Plans must not be submitted to iQIES and therefore should not be considered
when determining the “prior assessment.”
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e There are a few instances in which scoring on one item will govern how scoring is
completed for one or more additional items. This is called a skip pattern. The instructions
direct the assessor to “skip” over the next item (or several items) and go on to another.
When you encounter a skip pattern, leave the item blank and move on to the next item as
directed (e.g., item B0100, Comatose, if BO100 is answered code 1, yes, the assessor is
instructed to skip to item GGO110, Activities of Daily Living (ADL) Assistance. The
intervening items from B0200—F0800 would not be coded (i.e., left blank). If BO100 was
answered code 0, no, then the assessor would continue to code the MDS at the next item,
B0200, Hearing).

* Use a check mark for boxes where the instructions state to “check all that apply,” if the
specified condition is met; otherwise, these boxes should remain blank (e.g., FO800, Staff
Assessment of Daily and Activity Preferences, boxes A-Z).

* Use a numeric response (a number or pre-assigned value) for blank boxes (e.g., M1030,
Number of Venous and Arterial Ulcers).

*  When completing hard copy forms to be used for data entry, capital letters may be easiest
to read. Print legibly to ensure accurate encoding of data.

*  When recording month, day, and year for dates, enter two digits for the month and the
day and four digits for the year. For example, the third day of January in the year 2020 is
recorded as:

011 03 210(2]|0
Month Day Year

e Almost all MDS 3.0 items allow a dash (-) value to be entered and submitted to iQIES.

— A dash value indicates that an item was not assessed. This most often occurs when a
resident is discharged before the item could be assessed.

— Dash values allow a partial assessment to be submitted when an assessment is
required for payment purposes.

— There are four date items (A2400C, O0400A6, O0400B6, and O0400C6) that use a
dash-filled value to indicate that the event has not yet occurred. For example, if there
is an ongoing Medicare stay, then the end date for that Medicare stay (A2400C) has
not occurred, therefore, this item would be dash-filled.

— The few items that do not allow dash values include identification items in Section A
[e.g., Legal Name of Resident (Item A0500), Assessment Reference Date (Item
A2300), Type of Assessment (Item A0310), and Gender (Item A0800)] and ICD
diagnosis codes (Item 18000). All items for which a dash is not an acceptable value
can be found on the CMS MDS 3.0 Technical Information web page at the following
link: http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/ NHQIMDS30Technicallnformation.html.

*  When the term “physician” is used in this manual, it should be interpreted as including
nurse practitioners, physician assistants, or clinical nurse specialists, if allowable under
state licensure laws and Medicare.
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* Residents should be the primary source of information for resident assessment items.
Should the resident not be able to participate in the assessment, the resident’s family,
significant other, and guardian or legally authorized representative should be consulted.

* Several times throughout the manual the word “significant” is used. The term may have
different connotations depending on the circumstance in which it is used. For the MDS
3.0, the term “significant” when discussing clinical, medical, or laboratory findings refers
to measures of supporting evidence that are considered when developing or assigning a
diagnosis, and therefore reflects clinical judgment. When the term “significant” is used in
discussing relationships between people, as in “significant other,” it means a person, who
may be a family member or a close friend that is important or influential in the life of the
resident.

e When completing the MDS 3.0, there are some items that require a count or
measurement, however, there are instances where the actual results of the count or
measurement are greater than the number of available boxes. For example, number of
pressure ulcers, or weight. When the result of a count or measurement is greater than the
number of available boxes, facilities are instructed to maximize the count/measurement
by placing a "9" in each box (e.g., for item K0200B, if the weight was 1010 Ibs., you
would enter 999 in the available boxes). Even though the number is not exact, the facility
should document the correct number in the resident's medical record and ensure that an
appropriate plan of care is completed that addresses the additional counts/measurements.
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SECTION A: IDENTIFICATION INFORMATION

Intent: The intent of this section is to obtain the reasons for assessment, administrative
information, and key demographic information to uniquely identify each resident, potential care
needs including access to transportation, and the home in which they reside.

A0050: Type of Record

A0050. Type of Record

Enter Code 1. Add new record — Continue to A0100, Facility Provider Numbers
2. Modify existing record — Continue to A0100, Facility Provider Numbers
3. Inactivate existing record — Skip to X0150, Type of Provider

Coding Instructions for A0050, Type of Record

» Code 1, Add new record: if this is a new record that has not been previously
submitted and accepted in iQIES. If this item is coded as 1, continue to A0100 Facility
Provider Numbers.

If there is an existing database record for the same resident, the same facility, the same
reasons for assessment/tracking, and the same date (assessment reference date, entry date,
or discharge date), then the current record is a duplicate and not a new record. In this
case, the submitted record will be rejected and not accepted in iQIES and a “fatal” error
will be reported to the facility on the Final Validation Report.

» Code 2, Modify existing record: if this is a request to modify the MDS items for a
record that already has been submitted and accepted in the Internet Quality Improvement
and Evaluation System (1QIES).

If this item is coded as 2, continue to A0100, Facility Provider Numbers.
When a modification request is submitted, 1QIES will take the following steps:

1. The system will attempt to locate the existing record in iQIES for this facility with the
resident, reasons for assessment/tracking, and date (Assessment Reference Date
(ARD), entry date, or discharge date) indicated in subsequent Section X items.

2. If the existing record is not found, the submitted modification record will be rejected
and not accepted in iQIES. A “fatal” error will be reported to the facility on the Final
Validation Report.

3. If'the existing record is found, then the items in all sections of the submitted
modification record will be edited. If there are any fatal errors, the modification
record will be rejected and not accepted in iQIES. The “fatal” error(s) will be
reported to the facility on the Final Validation Report.

4. 1If the modification record passes all the edits, it will replace the prior record being
modified in iQIES. The prior record will be moved to a history file in iQIES.
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A0050: Type of Record (cont.)

* Code 3, Inactivate existing record: if this is a request to inactivate a record that
already has been submitted and accepted in iQIES.

If this item is coded as 3, skip to X0150, Type of Provider.
When an inactivation request is submitted, iQIES will take the following steps:

1. The system will attempt to locate the existing record in iQIES for this facility with the
resident, reasons for assessment/tracking, and date (ARD, entry date, or discharge
date) indicated in subsequent Section X items.

2. If the existing record is not found in iQIES, the submitted inactivation request will be
rejected and a “fatal” error will be reported to the facility on the Final Validation
Report.

3. All items in Section X of the submitted record will be edited. If there are any fatal
errors, the current inactivation request will be rejected and no record will be
inactivated in iQIES.

4. If the existing record is found, it will be removed from the active records in iQIES
and moved to a history file.

Identification of Record to be Modified/Inactivated

The Section X items from X0200 through X0700 identify the existing iQIES assessment or
tracking record that is in error. In this section, 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 database.

Example: A MDS assessment for Joan L. Smith is submitted and accepted by iQIES.
A data entry error is then identified on the previously submitted and accepted record: The
encoder mistakenly entered “John” instead of “Joan” when entering a prior assessment
for Joan L. Smith. To correct this data entry error, the facility will modify the erroneous
record and complete the items in Section X including items under Identification of
Record to be Modified/Inactivated. When completing X0200A, the Resident First Name,
“John” will be entered in this item. This will permit the MDS system to locate the
previously submitted assessment that is being corrected. If the correct name “Joan” were
entered, IQIES would not locate the prior assessment.

The correction to the name from “John” to “Joan” will be made by recording “Joan” in the
“normal” A0500A, Resident First Name in the modification record. The modification record
must include all items appropriate for that assessment, not just the corrected name. This
modification record will then be submitted and accepted into iQIES, which causes the desired
correction to be made.
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A0100: Facility Provider Numbers

A0100. Facility Provider Numbers
A. National Provider Identifier (NPI):

B. CMS Certification Number (CCN):

C. State Provider Number:

Item Rationale

* Allows the identification of the facility submitting the
assessment.

Coding Instructions
* Enter the facility provider numbers:

A. National Provider Identifier (NPI).

B. CMS Certification Number (CCN) — If A0410=3
(federal required submission), then AO100B
(facility CCN) must not be blank.

C. State Provider Number (optional). This number is
assigned by the State survey agency and provided to
the intermediary. When known, enter the State
Provider Number in A0100C. Completion of this is
not required; however, your State may require the
completion of this item.

A0200: Type of Provider

A0200. Type of Provider

Type of provider
1. Nursing home (SNF/NF)
2. Swing Bed

Enter Code

Item Rationale
» Allows designation of type of provider.
Coding Instructions

e Code 1, nursing home (SNF/NF): if a Medicare
skilled nursing facility (SNF) or Medicaid nursing
facility (NF).

* Code 2, swing bed: if a non-critical access hospital
with swing bed approval.

CH 3: MDS Items [A]

DEFINITIONS

NATIONAL PROVIDER

IDENTIFIER (NPI)

A unique Federal number
that identifies providers of
health care services. The
NP1 applies to the nursing
home for all of its residents.

CMS CERTIFICATION

NUMBER (CCN)
Replaces the term
“Medicare/Medicaid Provider
Number” in survey,
certification, and
assessment-related
activities.

STATE PROVIDER

NUMBER
Medicaid Provider Number
established by a state.

DEFINITION

SWING BED

A rural non-critical access
hospital with less than 100
beds that participates in the
Medicare program that has
CMS approval to provide
post-hospital SNF care. The
hospital may use its beds, as
needed, to provide either
acute or SNF care.
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A0310: Type of Assessment

CH 3: MDS Items [A]

For all Federally required assessments and records as well as all PPS assessments.

A0310. Type of Assessment

EnterCode A, Federal OBRA Reason for Assessment

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

Significant change in status assessment

. Significant correction to prior comprehensive assessment

Significant correction to prior quarterly assessment
None of the above

EnterCode B, PPS Assessment
PPS Scheduled Assessment for a Medicare Part A Stay

01.

PPS Unscheduled Assessment for a Medicare Part A Stay
08.

5-day scheduled assessment

IPA - Interim Payment Assessment

Not PPS Assessment

99.

None of the above

Entercode  E. s this assessment the first assessment (OBRA, Scheduled PPS, or Discharge) since the most recent admission/entry or reentry?

1 ¢

No
Yes

EnterCode  F.  Entry/discharge reporting

LTI %

1.

12.
99.

Entry tracking record

Discharge assessment-return not anticipated
Discharge assessment-return anticipated
Death in facility tracking record

None of the above

EnerCoie G, Type of discharge - Complete only if AO310F = 10 or 11

1.
2.

Planned
Unplanned

EnterCode  G1. Is this a SNF Part A Interrupted Stay?

0.
1.

No
Yes

EnterCode  H. s this a SNF Part A PPS Discharge Assessment?

0.
1.

No
Yes

Item Rationale

* Allows identification of needed assessment content.

October 2024

Page A-4



CMS’s RAI Version 3.0 Manual CH 3: MDS Items [A]

A0310: Type of Assessment (cont.)

Coding Instructions for A0310, Type of Assessment
Enter the code corresponding to the reason or reasons for completing this assessment.

If the assessment is being completed for both Omnibus Budget Reconciliation Act (OBRA)-
required clinical reasons (A0310A) and Prospective Payment System (PPS) reasons (A0310B),
all requirements for both types of assessments must be met. See Chapter 2, Section 2.10,
Combining PPS Assessments and OBRA Assessments, for details of these requirements.
Assessments completed for other reasons (e.g., to facilitate billing for Medicare Advantage
Plans) are not coded in A0310 and are not submitted to iQIES.

Coding Instructions for A0310A, Federal OBRA Reason for
Assessment

* Document the reason for completing the assessment, using the categories of assessment
types. For detailed information on the requirements for scheduling and timing of the
assessments, see Chapter 2 on assessment schedules.

* Enter the number corresponding to the OBRA reason for assessment. This item contains
2 digits. For codes 01-06, enter “0” in the first box and place the correct number in the
second box. If the assessment is not coded 01-06, enter code “99”.

01. Admission assessment (required by day 14)

02. Quarterly review assessment

03. Annual assessment

04. Significant change in status assessment

05. Significant correction to prior comprehensive assessment

06. Significant correction to prior quarterly assessment
99. None of the above

Coding Tips and Special Populations

e [fanursing home resident elects the hospice benefit, the nursing home is required to
complete an MDS Significant Change in Status Assessment (SCSA). The nursing home
is required to complete an SCSA when the resident comes off the hospice benefit
(revoke). See Chapter 2 for details on this requirement.

e [tis a CMS requirement to have an SCSA completed EVERY time the hospice benefit
has been elected, even if a recent MDS was done and the only change is the election of
the hospice benefit.
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A0310: Type of Assessment (cont.)

Coding Instructions for A0310B, PPS
Assessment

* Enter the number corresponding to the PPS reason for
completing this assessment. This item contains 2 digits.
For codes 01 and 08, enter “0” in the first box and place
the correct number in the second box. If the assessment
is not coded as 01 or 08, enter code “99.”

* See Chapter 2 on assessment schedules for detailed
information on the timing of the assessments.

PPS Scheduled Assessment for Medicare Part A Stay
01. 5-day scheduled assessment

PPS Unscheduled Assessment for Medicare Part A Stay
08. IPA-Interim Payment Assessment

Not PPS Assessment
99. None of the above

CH 3: MDS Items [A]

DEFINITION

PROSPECTIVE
PAYMENT SYSTEM
(PPS)

Method of reimbursement in
which Medicare payment is
made based on the
classification system of that
service.

Coding Instructions for A0310E, Is This Assessment the First
Assessment (OBRA, Scheduled PPS, or OBRA Discharge) since
the Most Recent Admission/Entry or Reentry?

 Code 0, no: if this assessment is not the first of these assessments since the most recent

admission/entry or reentry.

» Code 1, yes: if this assessment is the first of these assessments since the most recent

admission/entry or reentry.

Coding Tips and Special Populations
e AO0310E =0 for:

o Entry or Death in Facility tracking records (A0310F =01 or 12);
o A standalone Part A PPS Discharge assessment (A0310A =99, A0310B =99,

AO0310F =99, and AO310H = 1); or

o An Interim Payment Assessment (A0O310A =99, A0310B =08, A0310F =99, and

A0310H=0).

* AO0310E =1 on the first OBRA, Scheduled PPS or OBRA Discharge assessment that is
completed and submitted once a facility obtains CMS certification. Note: the first
submitted assessment may not be an OBRA Admission assessment.
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A0310: Type of Assessment (cont.)

CH 3: MDS Items [A]

Coding Instructions for A0310F, Federal OBRA & PPS

Entry/Discharge Reporting

Enter the number corresponding to the reason for
completing this assessment or tracking record. This
item contains 2 digits. For code 01, enter “0” in the first
box and place “1” in the second box. If the assessment
is not coded as “01” or “10 or “11” or “12,” enter “99”:

01. Entry tracking record

10. Discharge assessment-return not anticipated
11. Discharge assessment-return anticipated
12. Death in facility tracking record

99. None of the above

Coding Instructions for A0310G, Type of

Discharge (complete only if AO310F = 10
or 11)

Enter the number corresponding to the type of
discharge.

Code 1: if type of discharge is a planned discharge.

Code 2: if type of discharge is an unplanned
discharge.

DEFINITION

Part A PPS Discharge

Assessment

A discharge assessment
developed to inform current
and future Skilled Nursing
Facility Quality Reporting
Program (SNF QRP)
measures and the calculation
of these measures. The

Part A PPS Discharge
assessment is completed
when a resident’s Medicare
Part A stay ends, but the
resident remains in the
facility; and must be
combined with an OBRA
Discharge if the Part A stay
ends on the same day or the
day before the resident’s
Discharge Date (A2000).
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A0310: Type of Assessment (cont.)

entercode  G1. Is this a SNF Part A Interrupted Stay?
0. No
1. Yes

Coding Instructions for A0310G1, Is this a
SNF Part A Interrupted Stay?

e Code 0, no: if the resident was discharged from SNF
care (i.e., from a Medicare Part A-covered stay) but did
not resume SNF care in the same SNF within the
interruption window.

e Code 1, yes: if the resident was discharged from
SNF care (i.e., from a Medicare Part A-covered stay)
but did resume SNF care in the same SNF within the
interruption window.

Coding Tips

e Item A0310G1 indicates whether or not an interrupted
stay occurred.

* The interrupted stay policy applies to residents who
either leave the SNF, then return to the same SNF
within the interruption window, or to residents who are
discharged from Part A-covered services and remain in
the SNF, but then resume a Part A-covered stay within
the interruption window.

CH 3: MDS Items [A]

DEFINITIONS

Interrupted Stay

Is a Medicare Part A SNF
stay in which a resident is
discharged from SNF care
(i.e., the resident is
discharged from a Medicare
Part A-covered stay) and
subsequently resumes SNF
care in the same SNF for a
Medicare Part A-covered
stay during the interruption
window.

Interruption Window

Is a 3-day period, starting
with the calendar day of Part
A discharge and including
the 2 immediately following
calendar days. In other
words, if a resident in a
Medicare Part A SNF stay is
discharged from Part A, the
resident must resume Part A
services, or return to the
same SNF (if physically
discharged) to resume Part A
services, by 11:59 p.m. at the
end of the third calendar day
after their Part A-covered
stay ended. The interruption
window begins with the first
non-covered day following a
Part A-covered stay and
ends at 11:59 p.m. on the
third consecutive non-
covered day following a Part
A-covered SNF stay. If these
conditions are met, the
subsequent stay is
considered a continuation of
the previous Medicare Part
A-covered stay for the
purposes of both the variable
per diem schedule and PPS
assessment completion.
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A0310: Type of Assessment (cont.)

The following is a list of examples of an interrupted stay when the resident leaves the
SNF and then returns to the same SNF to resume Part A-covered services within the
interruption window. Examples include, but are not limited to, the following:

o Resident transfers to an acute care setting for evaluation or treatment due to a
change in condition and returns to the same SNF within the interruption window.

o Resident transfers to a psychiatric facility for evaluation or treatment and returns
to the same SNF within the interruption window.

o Resident transfers to an outpatient facility for a procedure or treatment and returns
to the same SNF within the interruption window.

o Resident transfers to an assisted living facility or a private residence with home
health services and returns to the same SNF within the interruption window.

o Resident leaves against medical advice and returns to the same SNF within the
interruption window.

The following is a list of examples of an interrupted stay when the resident under a Part
A-covered stay remains in the facility but the stay stops being covered under the Part A
PPS benefit, and then resumes Part A-covered services in the SNF within the interruption
window. Examples include, but are not limited to, the following:

o Resident elects the hospice benefit, thereby declining the SNF benefit, and then
revokes the hospice benefit and resumes SNF-level care within the interruption
window.

o Resident refuses to participate in rehabilitation and has no other daily skilled
need; this ends the Part A coverage. Within the interruption window, the resident
decides to engage in the planned rehabilitation regime and Part A coverage
resumes.

o Resident changes payer sources from Medicare Part A to an alternate payer source
(i.e., hospice, private pay or private insurance) and then wishes to resume their
Medicare Part A stay, at the same SNF, within the interruption window.

If a resident is discharged from SNF care, remains in the facility, and resumes a Part A-
covered stay in the SNF within the interruption window, this is an interrupted stay. No
discharge assessment (OBRA or Part A PPS) is required, nor is an Entry Tracking Record
or 5-Day required on resumption.

If a resident leaves the SNF and returns to resume Part A-covered services in the same
SNF within the interruption window, this is an interrupted stay. Although this situation
does not end the resident’s Part A PPS stay, the resident left the SNF, and therefore an
OBRA Discharge assessment is required. On return to the SNF, no 5-Day would be
required. An OBRA Admission would be required if the resident was discharged return
not anticipated. If the resident was discharged return anticipated, no new OBRA
Admission would be required.
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A0310: Type of Assessment (cont.)

When an interrupted stay occurs, a 5-Day PPS assessment is not required upon reentry or
resumption of SNF care in the same SNF, because an interrupted stay does not end the
resident’s Part A PPS stay.

If a resident is discharged from SNF care, remains in the SNF and does not resume Part
A-covered services within the interruption window, an interrupted stay did not occur. In
this situation, a Part A PPS Discharge is required. If the resident qualifies and there is a
resumption of Part A services within the 30-day window allowed by Medicare, a 5-Day
would be required as this would be considered a new Part A stay. The OBRA schedule
would continue from the resident’s original date of admission (item A1900).

If a resident leaves the SNF and does not return to resume Part A-covered services in the
same SNF within the interruption window, an interrupted stay did not occur. In this
situation, both the Part A PPS and OBRA Discharge assessments are required (and must
be combined if the Medicare Part A stay ends on the day of, or one day before, the
resident’s Discharge Date (A2000)). If the resident returns to the same SNF, this would
be considered a new Part A stay. An Entry Tracking record and 5-Day would be required
on return. An OBRA Admission would be required if the resident was discharged return
not anticipated. If the resident was discharged return anticipated, no new OBRA
Admission would be required.

The OBRA assessment schedule is unaffected by the interrupted stay policy. Please refer
to Chapter 2 for guidance on OBRA assessment scheduling requirements.

Coding Instructions for A0310H, Is this a Part A PPS Discharge

Assessment?
Code 0, no: if this is not a Part A PPS Discharge assessment.
Code 1, yes: if this is a Part A PPS Discharge assessment.

A Part A PPS Discharge assessment (NPE Item Set) is required under the Skilled Nursing
Facility Quality Reporting Program (SNF QRP) when the resident’s Medicare Part A stay
ends (as documented in A2400C, End Date of Most Recent Medicare Stay) but the
resident remains in the facility.

If the End Date of the Most Recent Medicare Stay (A2400C) occurs on the day of or one
day before the Discharge Date (A2000), the OBRA Discharge assessment and Part A PPS
Discharge assessment are both required and must be combined. When the OBRA and
Part A PPS Discharge assessments are combined, the ARD (A2300) must be equal to the
Discharge Date (A2000).
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A0410: Unit Certification or Licensure Designation

A0410. Unit Certification or Licensure Designation

Enter Code 1. Unit is neither Medicare nor Medicaid certified and MDS data is not required by the State
2. Unit is neither Medicare nor Medicaid certified but MDS data is required by the State
3. Unit is Medicare and/or Medicaid certified

Item Rationale

* In coding this item, the facility must consider its Medicare and/or Medicaid status as well
as the state’s authority to collect MDS records. State regulations may require submission
of MDS data to iQIES or directly to the state for residents residing in licensed-only beds.

* Nursing homes must be certain they are submitting MDS assessments to iQIES for those
residents who are on a Medicare and/or Medicaid certified unit. Swing bed facilities must
be certain that they are submitting MDS assessments only for those residents whose stay
is covered by Medicare Part A benefits. For those residents who are in licensed-only
beds, nursing homes must be certain they are submitting MDS assessments either to
1QIES or directly to the state in accordance with state requirements.

* Payer source is not the determinant by which this item is coded. This item is coded solely
according to the authority CMS has to collect MDS data for residents who are on a
Medicare and/or Medicaid certified unit and the authority that the state may have to
collect MDS data under licensure. Consult Chapter 5, page 5-1 of this Manual for a
discussion of what types of records should be submitted to i1QIES.

Steps for Assessment

1. Ask the nursing home administrator or representative which units in the nursing home are
Medicare certified, Medicaid certified or dually certified (Medicare/Medicaid).

2. If some or all of the units in the nursing home are neither Medicare nor Medicaid certified,
ask the nursing home administrator or representative if there are units that are state licensed
and if the state requires MDS submission for residents on that unit.

3. Identify all units in the nursing home that are not certified or licensed by the state, if any.
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A0410: Unit Certification or Licensure Designation (cont.)

Coding Instructions

e Code 1, Unit is neither Medicare nor Medicaid certified and MDS data is
not required by the State: if the MDS record is for a resident on a unit that is
neither Medicare nor Medicaid certified, and neither CMS nor the state has authority to
collect MDS information for residents on this unit, the facility may not submit MDS

records to 1QIES. If any records are submitted under this certification designation, they
will be rejected by iQIES.

e Code 2, Unit is neither Medicare nor Medicaid certified but MDS data is
required by the State: if the nursing home resident is on a unit that is neither
Medicare nor Medicaid certified, but the state has authority under state licensure to
collect MDS information for residents on such units, the facility should submit the
resident’s MDS records per the state’s requirement to iQIES or directly to the state.

Note that this certification designation does not apply to swing-bed facilities.
Assessments for swing-bed residents on which A0410 is coded “2” will be rejected by
iQIES.

e Code 3, Unit is Medicare and/or Medicaid certified: if the resident is on a
Medicare and/or Medicaid certified unit, regardless of payer source (i.e., even if the
resident is private pay or has their stay covered under Medicare Advantage, Medicare
HMO, private insurance, etc.), the facility is required to submit MDS records (OBRA and
SNF PPS only) to iQIES for these residents. Consult Chapter 5, page 5-1 of this Manual
for a discussion of what types of records should be submitted to iQIES.

A0500: Legal Name of Resident

A0500. Legal Name of Resident

A. First name: B. Middle initial:
HEEEEEEEEEEE []
C. Last name: D. Suffix:
HEEEEEEEEEEEEEEEEE HEN
Item Rationale DEFINITION
e Allows identification of resident. LEGAL NAME

* Also used for matching each of the resident’s records.
Steps for Assessment

1. Ask resident, family, significant other, and/or
guardian/legally authorized representative.

Resident’'s name as it
appears on the Medicare
card. If the resident is not
enrolled in the Medicare
program, use the resident’s
name as it appears on a
Medicaid card or other
government-issued
document.
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A0500: Legal Name of Resident (cont.)

CH 3: MDS Items [A]

2. Check the resident’s name on their Medicare card, or if not in the program, check a Medicaid

card or other government-issued document.
Coding Instructions

Use printed letters. Enter in the following order:
A. First Name

B. Middle Initial (if the resident has no middle initial, leave Item A0500B blank; if the
resident has two or more middle names, use the initial of the first middle name)

C. Last Name
D. Suffix (e.g., Jr./Sr.)

A0600: Social Security and Medicare Numbers

A0600. Social Security and Medicare Numbers

A. Social Security Number:

B. Medicare Number:
HEEEEE

Item Rationale

¢ Allows identification of the resident.

* Allows records for resident to be matched in system.

Coding Instructions

* Enter the Social Security Number (SSN) in AO600A,
one number per space starting with the leftmost space.
If no SSN is available for the resident (e.g., if the
resident is a recent immigrant or a child) the item may
be left blank. Note: A valid SSN should be submitted in
A0600A whenever it is available so that resident
matching can be performed as accurately as possible.

* Enter Medicare number in AO600B exactly as it appears
on the resident’s documents.

* For PPS assessments (A0310B =01 or 08), the
Medicare number (A0600B) must be present (i.e., may
not be left blank).

¢ A0600B must be a Medicare number.

DEFINITIONS

SOCIAL SECURITY

NUMBER

A tracking number assigned
to an individual by the U.S.
Federal government for
taxation, benefits, and
identification purposes.

MEDICARE NUMBER
An identifier assigned to an
individual for participation in
national health insurance
program. The Medicare
Health Insurance identifier is
different from the resident’s
Social Security Number
(SSN) and may contain both
letters and numbers.
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A0700: Medicaid Number

A0700. Medicaid Number - Enter “+” if pending, “N” if not a Medicaid recipient

Item Rationale

e Assists in correct resident identification.

Coding Instructions

* Record this number if the resident is a Medicaid recipient.
* Enter one number or letter per box beginning in the leftmost box.
* Recheck the number to make sure you have entered the digits correctly.

* Enter a “+” in the leftmost box if the number is pending. If you are notified later that the
resident does have a Medicaid number, just include it on the next assessment.

* Ifnot applicable because the resident is not a Medicaid recipient, enter “N” in the
leftmost box.

Coding Tips and Special Populations

e To obtain the Medicaid number, check the resident’s Medicaid card, admission or
transfer records, or medical record.

¢ Confirm that the resident’s name on the MDS matches the resident’s name on the
Medicaid card.

e [t is not necessary to process an MDS correction to add the Medicaid number on a prior
assessment. However, a correction may be a State-specific requirement.

A0800: Gender

A0800. Gender

Enter Code

1. Male
2. Female

Item Rationale

* Assists in correct identification.
* Provides demographic gender specific health trend information.
Coding Instructions

e Code 1: if resident is male.

e Code 2: if resident is female.

Coding Tips and Special Populations

* Resident gender on the MDS must match what is in the Social Security system.
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A0900: Birth Date

A0900. Birth Date

Month Day Year

Item Rationale
e Assists in correct identification.

* Allows determination of age.

Coding Instructions

* Fill in the boxes with the appropriate birth date. If the complete birth date is known, do
not leave any boxes blank. If the month or day contains only a single digit, fill the first
box in with a “0.” For example: January 2, 1918, should be entered as 01-02-1918.

* Sometimes, only the birth year or the birth year and birth month will be known. These
situations are handled as follows:

— If only the birth year is known (e.g., 1918), then enter the year in the “year” portion
of A0900, and leave the “month” and “day” portions blank. If the birth year and birth
month are known, but the day of the month is not known, then enter the year in the
“year” portion of A0900, enter the month in the “month” portion of A0900, and leave
the “day” portion blank.

A1005: Ethnicity 0

A1005. Ethnicity
Are you of Hispanic, Latino/a, or Spanish origin?

Check all that apply

No, not of Hispanic, Latino/a, or Spanish origin
Yes, Mexican, Mexican American, Chicano/a
Yes, Puerto Rican

Yes, Cuban

Yes, another Hispanic, Latino/a, or Spanish origin

Resident unable to respond

OO00oo0ooOoa s«
< xmo o w >

Resident declines to respond
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A1005: Ethnicity (cont.) 0

Item Rationale

The ability to improve understanding of and address | pEFINITION
ethnic disparities in health care outcomes requires

the availability of better data related to social ETHNICITY

determinants of health, including ethnicity. HISPANIC OR LATINO/A
The ethnicity data element uses a one-question A person of Cuban, Mexican,
multi-response format based on whether or not the Puerto Rican, South or Central

American or other Spanish
culture or origin regardless of
race. The term “Spanish Origin”
can be used in addition to
Hispanic or Latino/a.

resident is of Hispanic, Latino/a, or Spanish origin.
Collection of ethnic data provides data granularity
important for documenting and tracking health
disparities and conforms to the 2011 Health and

Human Services Data Standards.

This item uses the common uniform language approved by the Office of Management
and Budget (OMB) to report ethnic categories. Response choices A1005B through
A1005E roll up to the Hispanic or Latino/a category of the OMB standard (see Definition
Ethnicity). The categories in this classification are social-political constructs and should
not be interpreted as being scientific or anthropological in nature.

Collection of ethnicity data is an important step in improving quality of care and health
outcomes.

Standardizing self-reported data collection for ethnicity allows for the comparison of data
within and across multiple post-acute-care settings.

These categories are NOT used to determine eligibility for participation in any Federal
program.

For the source of these categories and definitions, see “Racial and Ethnic Categories and
Definitions for NIH Diversity Programs and for Other Reporting Purposes, Notice
Number: NOT-OD-15-089” available at https://grants.nih.gov/grants/guide/notice-
files/NOT-OD-15-089.html. Additional information on Data Collection Standards for
Race, Ethnicity, Sex, Primary Language, and Disability Status is available at
https://minorityhealth.hhs.gov/omh/browse.aspx?lvlI=3&Ivlid=53.

October 2024 Page A-16


https://grants.nih.gov/grants/guide/notice-files/NOT-OD-15-089.html
https://grants.nih.gov/grants/guide/notice-files/NOT-OD-15-089.html
https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=3&lvlid=53

CMS’s RAI Version 3.0 Manual CH 3: MDS Items [A]

A1005: Ethnicity (cont.) 0

i

Steps for Assessment: Interview Instructions

1.

Ask the resident to select the category or categories that most closely correspond to their
ethnicity from the list in A1005.

e Individuals may be more comfortable if this question is introduced by saying, “We want
to make sure that all our residents get the best care possible, regardless of their ethnic
background. We would like you to tell us your ethnic background so that we can review
the treatment that all residents receive and make sure that everyone gets the highest
quality of care” (Baker et al., 2005).

If the resident is unable to respond, the assessor may ask a family member, significant other,
and/or guardian/legally authorized representative.

Ethnic category definitions are provided only if requested in order to answer the item.
Respondents should be offered the option of selecting one or more ethnic designations.

Only use medical record documentation to code A1005, Ethnicity if the resident is unable to
respond and no family member, significant other, and/or guardian/legally authorized
representative provides a response for this item.

If the resident declines to respond, do not code based on other resources (family, significant
other, or guardian/legally authorized representative or medical records).

Coding Instructions

Check all that apply.

» Ifthe resident provides a response, check the box(es) indicating the ethnic category or
categories identified by the resident.

+ Code X, Resident unable to respond: if the resident is unable to respond.

— In the cases where the resident is unable to respond and the response is determined
via family, significant other, or legally authorized representative input or medical
record documentation, check all boxes that apply, including X. Resident unable to
respond.

— If the resident is unable to respond and no other resources (family, significant other,
or legally authorized representative or medical records) provided the necessary
information, code A1005 as X. Resident unable to respond.
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A1005: Ethnicity (cont.) 0

i

« Code Y, Resident declines to respond: if the resident declines to respond.
— When the resident declines to respond, code only Y. Resident declines to respond.

— When the resident declines to respond do not code based on other resources (family,
significant other, or legally authorized representative or medical records).

Examples

1. Resident R is admitted following an acute cerebral vascular accident (CVA) with mental
status changes and is unable to respond to questions regarding their ethnicity. Their spouse
informs the nurse that Resident R is Cuban.

Coding: A1005 would be coded as D. Yes, Cuban and X. Resident unable to respond.

Rationale: If Resident R is unable to respond but their family, significant other, or
legally authorized representative provided the response, code both that response and
X. Resident unable to respond.

2. Resident K is admitted following a total hip arthroplasty and declines to respond when asked
their ethnicity.

Coding: A1005, Ethnicity would be coded as Y. Resident declines to respond.

Rationale: If a resident declines to respond to this item, code only Y. Resident declines
to respond. Do not use other resources (family, significant other, or legally authorized
representative or medical record documentation) to complete A1005, Ethnicity when a
resident declines to respond.

October 2024 Page A-18



CMS’s RAI Version 3.0 Manual

A1010. Race

A1010. Race
What is your race?

«—

Ooooooogooooogooongno

Check all that apply

T o mmo o w >

N < x z=r x|«

White

Black or African American

American Indian or Alaska Native

Asian Indian

Chinese

Filipino

Japanese

Korean

Vietnamese

Other Asian

Native Hawaiian
Guamanian or Chamorro
Samoan

Other Pacific Islander
Resident unable to respond
Resident declines to respond

None of the above

CH 3: MDS Items [A]
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A1010. Race (cont.)

Item Rationale

The ability to improve understanding of and address
racial disparities in health care outcomes requires the
availability of better data related to social determinants
of health, including race.

Collection of A1010. Race provides data granularity
important for documenting and tracking health
disparities and conforms to the 2011 Health and Human
Services Data Standards.

This item uses the common uniform language approved
by the Office of Management and Budget (OMB) to
report racial categories (see Definitions: Race).
Response choices A1010D through A1010J roll up to
the Asian category of the OMB standard. Response
choices A1010K through A1010N roll up to the Native
Hawaiian or Other Pacific Islander category of the
OMB standard. The categories in this classification are
social-political constructs and should not be interpreted
as being scientific or anthropological in nature.

Collection of race data is an important step in
improving quality of care and health outcomes.

Standardizing self-reported data collection for race
allows for the equal comparison of data across multiple
post-acute-care settings.

These categories are NOT used to determine eligibility
for participation in any Federal program.

Steps for Assessment: Interview Instructions

1.

Ask the resident to select the category or categories that
most closely correspond to the resident’s race from the list
in A1010, Race.

Individuals may be more comfortable if this question is
introduced by saying, “We want to make sure that all
our residents get the best care possible, regardless of
their racial background. We would like you to tell us
your racial background so that we can review the
treatment that all residents receive and make sure that
everyone gets the highest quality of care” (Baker et al.,
2005).

CH 3: MDS Items [A]

DEFINITION

RACE

AMERICAN INDIAN OR
ALASKAN NATIVE

A person having origins in any
of the original peoples of North
and South America (including
Central America), and who
maintains tribal affiliation or
community attachment.

ASIAN

A person having origins in any
of the original peoples of the Far
East, Southeast Asia, or the
Indian subcontinent including,
for example, Cambodia, China,
India, Japan, Korea, Malaysia,
Pakistan, the Philippine Islands,
Thailand, Vietham.

BLACK OR AFRICAN
AMERICAN

A person having origins in any
of the black racial groups of
Africa. Terms such as “Haitian”
or “Negro” can be used in
addition to “Black” or “African
American.”

NATIVE HAWAIIAN OR
OTHER PACIFIC
ISLANDER

A person having origins in any
of the original peoples of

Hawaii, Guam, Samoa, or other
Pacific Islands.

WHITE

A person having origins in any
of the original peoples of
Europe, the Middle East, or
North Africa.
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A1010. Race (cont.) 0

i

2. If the resident is unable to respond, the assessor may ask a family member, significant other,
and/or guardian/legally authorized representative.

Racial category definitions are provided only if requested in order to answer the item.
4. Respondents should be offered the option of selecting one or more racial designations.

5. Only use medical record documentation to code A1010, Race if the resident is unable to
respond and no family member, significant other, and/or guardian/legally authorized
representative provides a response for this item.

6. If the resident declines to respond, do not code based on other resources (family,
significant other, or legally authorized representative or medical records).

Coding Instructions
Check all that apply.
» If the resident provides a response, check the box(es) indicating the race category or
categories identified by the resident.
+ Code X, Resident unable to respond: if the resident is unable to respond.

— In the cases where the resident is unable to respond and the response is determined
via family, significant other, or legally authorized representative input or medical
records, check all boxes that apply, including X. Resident unable to respond.

— If the resident is unable to respond and no other resources (family, significant other,
or legally authorized representative or medical records) provided the necessary
information, code as X. Resident unable to respond.

« Code Y, Resident declines to respond: if the resident declines to respond.
— When the resident declines to respond, code only Y. Resident declines to respond.

— When the resident declines to respond do not code based on other resources (family,
significant other, or legally authorized representative or medical records).

+ Code Z, None of the above: if the resident reports or it is determined from other
resources (family, significant other, or legally authorized representative or medical
records) that none of the listed races apply.
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A1010. Race (cont.) 0

L]

Examples

1. Resident W has severe dementia with agitation. During the Admission assessment, they are
unable to provide their race. Their child informs the nurse that Resident W is Korean and
African American.

Coding: A1010, Race would be coded as B. Black or African American, H. Korean, and
X. Resident unable to respond.

Rationale: If Resident W is unable to respond but their family, significant other, or
legally authorized representative provided the response, code those responses and X.
Resident unable to respond.

2. Resident Q declines to provide their race during the admission assessment stating “I’d rather
not answer.”

Coding: A1010, Race would be coded as Y. Resident declines to respond.

Rationale: If a resident declines to respond to this item, then code only Y. Resident
declines to respond. Do not make attempts to code A1010, Race when a resident declines
to respond based on other resources (family, significant other, or legally authorized
representative or medical records).

3. Resident V, who is admitted to the SNF following a recent CVA resulting in confusion, is
unable to answer when asked their race. Their family member reports that none of the listed
races apply.

Coding: A1010, Race would be coded as X. Resident unable to respond and Z. None of
the above.

Rationale: If a resident is unable to respond, family, significant other, or legally
authorized representative input may be used to code A1010, Race and the assessor should
code both the information determined via family, significant other, or legally authorized
representative input or medical records (in this case, Z. None of the above) and X.
Resident unable to respond.
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A1110: Language 0

Enter Code

A1110. Language

A. What is your preferred language?

B. Do you need or want an interpreter to communicate with a doctor or health care staff?
0. No
1. Yes
9. Unable to determine

Item Rationale

Health-related Quality of Life

* Inability to make needs known and to engage in social interaction because of a language
barrier can be very frustrating and can lead to social isolation, depression, resident safety
issues, and unmet needs.

* Language barriers can interfere with accurate assessment.
Planning for Care

*  When a resident needs or wants interpreter services, the nursing home must ensure that
an interpreter is available.

* An alternate method of communication also should be made available to help ensure that
basic needs can be expressed at all times (e.g., communication board with pictures on it
for the resident to point to, if able).

* Identifies residents who need interpreter services in order to answer interview items or
participate in consent process.

Steps for Assessment

1.
2.

Ask for the resident’s preferred language.

Ask the resident if they need or want an interpreter to communicate with a doctor or health
care staff.

If the resident—even with the assistance of an interpreter—is unable to respond, a family
member, significant other, and/or guardian/legally authorized representative should be asked.

If neither the resident nor a family member, significant other, nor guardian/legally authorized
representative source is able to provide a response for this item, medical documentation may
be used.

It is acceptable for a family member, significant other, and/or legally authorized
representative to be the interpreter if the resident is comfortable with it and if the family
member, significant other, and/or guardian/legally authorized representative will translate
exactly what the resident says without providing their interpretation.
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A1110: Language (cont.) 0

i

Coding Instructions for A1110A

* Enter the preferred language the resident primarily speaks or understands after
interviewing the resident and family, significant other and/or guardian/legally authorized
representative and/or reviewing the medical record.

e I[f'the resident, family member, significant other, guardian/legally authorized
representative and/or medical record documentation cannot or does not identify preferred
language, enter a dash (—) in the first box. A dash indicates “no information.” CMS
expects dash use to be a rare occurrence.

Coding Instructions for A1110B

* Code 0, No: if the resident (family, significant other, guardian/legally authorized
representative or medical record) indicates there is no need or want of an interpreter to
communicate with a doctor or health care staff.

e Code 1, Yes: if the resident (family, significant other, guardian/legally authorized
representative or medical record) indicates the need or want of an interpreter to
communicate with a doctor or health care staff. Ensure that preferred language is
indicated.

* Code 9, Unable to determine: if the resident is unable or declines to respond or
any available source (family, significant other, guardian/legally authorized representative
or medical records) cannot or does not identify the need or want of an interpreter.

Coding Tips and Special Populations

* An organized system of signing such as American Sign Language (ASL) can be reported
as the preferred language if the resident needs or wants to communicate in this manner.
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A1200: Marital Status

A1200. Marital Status

Never married
Married
Widowed
Separated
Divorced

Enter Code

W=

Item Rationale
* Allows understanding of the formal relationship the resident has and can be important for
care and discharge planning.

* Demographic information.
Steps for Assessment
1. Ask the resident about their marital status.
2. If the resident is unable to respond, ask a family member or other significant other.

3. If neither the family member nor significant other can report, review the medical record for
information.

Coding Instructions

¢ Choose the answer that best describes the current marital status of the resident and enter
the corresponding number in the code box:

1. Never Married
2. Married

3. Widowed

4. Separated

5. Divorced
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A1250. Transportation 0

A1250. Transportation (from NACHC®)
Has lack of transportation kept you from medical appointments, meetings, work, or from getting things needed for daily living?

Complete only if AO310B = 01 or A0O310G = 1 and A0310H = 1

l Check all that apply

Yes, it has kept me from medical appointments or from getting my medications

A
B. Yes, it has kept me from non-medical meetings, appointments, work, or from getting things that | need
C. No

X

Resident unable to respond

OoOoogno

Y. Resident declines to respond

© 2019. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association. PRAPARE
and its resources are proprietary information of NACHC and its partners, intended for use by NACHC, its partners, and authorized recipients. Do not publish, copy, or distribute
this information in part or whole without written consent from NACHC.

Item Rationale

Health-related Quality of Life

» Access to transportation for ongoing health care and medication access needs is essential
for effective care management.

» Understanding resident transportation needs can help organizations assess barriers to care
and facilitate connections with available community resources.

Planning for Care

» Assessing for transportation barriers will facilitate better care coordination and discharge
planning for follow-up care.

Steps for Assessment: Interview Instructions

1.

Ask the resident:

* “In the past six months to a year, has lack of transportation kept you from medical
appointments or from getting your medications?”

* “In the past six months to a year, has lack of transportation kept you from non-medical
meetings, appointments, work, or from getting things that you need?”

Respondents should be offered the option of selecting more than one “yes” designation, if
applicable.

If the resident is unable to respond, the assessor may ask a family member, significant other,
and/or guardian/legally authorized representative.

Only if the resident is unable to respond and no family member, significant other, and/or
guardian/legally authorized representative may provide a response for this item, use
medical record documentation.

If the resident declines to respond, do not code based on other resources (family,
significant other, or legally authorized representative or medical records).

October 2024 Page A-26



CMS’s RAI Version 3.0 Manual CH 3: MDS Items [A]

A1250. Transportation (cont.) 0

i

Coding Instructions

Code A, Yes, it has kept me from medical appointments or from getting
my medications: if the resident indicates that lack of transportation has kept the
resident from medical appointments or from getting medications.

Code B, Yes, it has kept me from non-medical meetings, appointments,
work, or from getting things that | need: if the resident indicates that lack of
transportation has kept the resident from non-medical meetings, appointments, work, or
from getting things that the resident needs.

Code C, No: if the resident indicates that a lack of transportation has not kept the
resident from medical appointments, getting medications, non-medical meetings,
appointments, work, or getting things that the resident needs.

Code X, Resident unable to respond: if the resident is unable to respond.

— In the cases where the resident is unable to respond and the response is determined
via family, significant other, or legally authorized representative input or medical
records, check all boxes that apply, including X. Resident unable to respond.

— If the resident is unable to respond and no other resources (family, significant other,
or legally authorized representative or medical records) provided the necessary
information, code A1250 as only X. Resident unable to respond.

Code Y, Resident declines to respond: if the resident declines to respond.
— When the resident declines to respond, code only Y. Resident declines to respond.

— When the resident declines to respond do not code based on other resources (family,
significant other, or legally authorized representative or medical records).
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A1250. Transportation (cont.) 0

i

Example

1. Resident E is admitted with Multiple Sclerosis. They are confused and unable to understand
when asked if they have had a lack of transportation that has kept them from medical
appointments, meetings, work, or from getting things needed for daily living. No family,
significant other, or legally authorized representative with related information is available,
but their medical record indicates that their spouse uses their car to transport Resident E
wherever they need to go.

Coding: A1250 would be coded as C. No and X. Resident unable to respond.

Rationale: If neither Resident E nor their family, significant other, or legally authorized
representative was able to provide a response but the medical record documentation can
provide the necessary information, code both the information in the medical record and
X. Resident unable to respond.

A1300: Optional Resident Items

A1300. Optional Resident Items

A. Medical record number:

B. Room number:

C. Name by which resident prefers to be addressed:

D. Lifetime occupation(s) - put /" between two occupations:

Item Rationale

Some facilities prefer to include the nursing home medical record number on the MDS to
facilitate tracking.

Some facilities conduct unit reviews of MDS items in addition to resident and nursing
home level reviews. The unit may be indicated by the room number.

Preferred name and lifetime occupation help nursing home staff members personalize
their interactions with the resident.

Many people are called by a nickname or middle name throughout their life. It is
important to call residents by the name they prefer in order to establish comfort and
respect between staff and resident. Also, some cognitively impaired or hearing impaired
residents might have difficulty responding when called by their legal name, if it is not the
name most familiar to them.

Others may prefer a more formal and less familiar address. For example, a physician
might appreciate being referred to as “Doctor.”
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A1300: Optional Resident Items (cont.)

Knowing a person’s lifetime occupation is also helpful for care planning and
conversation purposes. For example, a carpenter might enjoy pursuing hobby shop
activities.

These are optional items because they are not needed for CMS program function.

Coding Instructions for A1300A, Medical Record Number

Enter the resident’s medical record number (from the nursing home medical record,
admission office or Health Information Management Department) if the nursing home
chooses to exercise this option.

Coding Instructions for A1300B, Room Number

Enter the resident’s room number if the nursing home chooses to exercise this option.

Coding Instructions for A1300C, Name by Which Resident Prefers to

Be Addressed

Enter the resident’s preferred name. This field captures a preferred nickname, middle
name, or title that the resident prefers staff use.

Obtained from resident self-report or family or significant other if resident is unable to
respond.

Coding Instructions for A1300D, Lifetime Occupation(s)

Enter the job title or profession that describes the resident’s main occupation(s) before
retiring or entering the nursing home. When two occupations are identified, place a slash
(/) between each occupation.

The lifetime occupation of a person whose primary work was in the home should be
recorded as “homemaker.” For a resident who is a child or an intellectually
disabled/developmentally disabled adult resident who has never had an occupation,
record as “none.”

October 2024 Page A-29



CMS’s RAI Version 3.0 Manual CH 3: MDS Items [A]

A1500: Preadmission Screening and Resident Review (PASRR)

A1500. Preadmission Screening and Resident Review (PASRR)
Complete only if AO310A = 01, 03, 04, or 05

EnterCode  |s the resident currently considered by the state level Il PASRR process to have serious mental iliness and/or intellectual disability or a
related condition?
0. No — Skip to A1550, Conditions Related to ID/DD Status
1. Yes — Continue to A1510, Level Il Preadmission Screening and Resident Review (PASRR) Conditions
9. Not a Medicaid-certified unit — Skip to A1550, Conditions Related to ID/DD Status

Item Rationale
Health-related Quality of Life

e All individuals who are admitted to a Medicaid certified nursing facility, regardless of the
individual’s payment source, must have a Level | PASRR completed to screen for
possible mental illness (MI), intellectual disability (ID), developmental disability (DD),
or related conditions (please contact your local State Medicaid Agency for details
regarding PASRR requirements and exemptions).

e Individuals who have or are suspected to have MI or ID/DD or related conditions may
not be admitted to a Medicaid-certified nursing facility unless approved through Level 11
PASRR determination. Those residents covered by Level Il PASRR process may require
certain care and services provided by the nursing home, and/or specialized services
provided by the State.

* A resident with MI or ID/DD must have a Resident Review (RR) conducted when there
is a significant change in the resident’s physical or mental condition. Therefore, when an
SCSA is completed for a resident with MI or ID/DD, the nursing home is required to
notify the State mental health authority, intellectual disability or developmental disability
authority (depending on which operates in their State) in order to notify them of the
resident’s change in status. Section 1919(e)(7)(B)(ii1) of the Social Security Act requires
the notification or referral for a significant change. !

» Each State Medicaid Agency might have specific processes and guidelines for referral,
and which types of significant changes should be referred. Therefore, facilities should
become acquainted with their own State requirements.

¢ Please see https://www.medicaid.ecov/medicaid/long-term-services-supports/institutional -
long-term-care/preadmission-screening-and-resident-review/index.html for CMS
information on PASRR.

' The statute may also be referenced as 42 USC 1396r(e)(7)(B)(iii). Note that as of this revision date the statute supersedes
Federal regulations at 42 CFR 483.114(c), which still reads as requiring annual resident review. The regulation has not yet
been updated to reflect the statutory change to resident review upon significant change in condition.
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A1500: Preadmission Screening and Resident Review (PASRR)
(cont.)

Planning for Care

The Level I PASRR determination and the evaluation report specify services to be
provided by the nursing home and/or specialized services defined by the State.

The State is responsible for providing specialized services to individuals with MI or
ID/DD. In some States specialized services are provided to residents in Medicaid-
certified facilities (in other States specialized services are only provided in other facility
types such as a psychiatric hospital). The nursing home is required to provide all other
care and services appropriate to the resident’s condition.

The services to be provided by the nursing home and/or specialized services provided by
the State that are specified in the Level Il PASRR determination and the evaluation report
should be addressed in the plan of care.

Identifies individuals who are subject to Resident Review upon change in condition.

Steps for Assessment

1.

2.
3.

Complete if AO310A =01, 03, 04 or 05 (Admission assessment, Annual assessment, SCSA,
Significant Correction to Prior Comprehensive Assessment).

Review the Level I PASRR form to determine whether a Level Il PASRR was required.
Review the PASRR report provided by the State if Level II screening was required.

Coding Instructions

Code 0, no: and skip to A1550, Conditions Related to ID/DD Status, if any of the
following apply:

— PASRR Level I screening did not result in a referral for Level II screening, or

— Level II screening determined that the resident does not have a serious MI and/or
ID/DD or related conditions, or

— PASRR screening is not required because the resident was admitted from a hospital
after requiring acute inpatient care, is receiving services for the condition for which
they received care in the hospital, and the attending physician has certified before
admission that the resident is likely to require less than 30 days of nursing home care.
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A1500: Preadmission Screening and Resident Review (PASRR)
(cont.)

* Code 1, yes: if PASRR Level II screening determined that the resident has a serious
mental illness and/or ID/DD or related condition, and continue to A1510, Level 11
Preadmission Screening and Resident Review (PASRR) Conditions.

e Code 9, not a Medicaid-certified unit: if bed is not in a Medicaid-certified
nursing home. Skip to A1550, Conditions Related to ID/DD Status. The PASRR process
does not apply to nursing home units that are not certified by Medicaid (unless a State
requires otherwise) and therefore the question is not applicable.

— Note that the requirement is based on the certification of the part of the nursing home
the resident will occupy. In a nursing home in which some parts are Medicaid
certified and some are not, this question applies when a resident is admitted, or
transferred to, a Medicaid certified part of the building.

A1510: Level Il Preadmission Screening and Resident Review
(PASRR) Conditions

A1510. Level Il Preadmission Screening and Resident Review (PASRR) Conditions
Complete only if AO310A = 01, 03, 04, or 05

l Check all that apply

Il A. Serious mental illness
[l B. Intellectual Disability
Il C. Other related conditions

Steps for Assessment

1. Complete if AO310A =01, 03, 04 or 05 (Admission assessment, Annual assessment, SCSA,
Significant Correction to Prior Comprehensive Assessment).

2. Check all that apply.

Coding Instructions

* Code A, Serious mental illness: if resident has been diagnosed with a serious
mental illness.

* Code B, Intellectual Disability: if resident has been diagnosed with intellectual
disability/developmental disability.

* Code C, Other related conditions: if resident has been diagnosed with other
related conditions.
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Disability/Developmental Disability (ID/DD) Status

A1550. Conditions Related to ID/DD Status
If the resident is 22 years of age or older, complete only if AO310A = 01

If the resident is 21 years of age or younger, complete only if AO310A = 01, 03, 04, or 05

l

O Oogood

O

CH 3: MDS Items [A]

Check all conditions that are related to ID/DD status that were manifested before age 22, and are likely to continue indefinitely

ID/DD With Organic Condition

Down syndrome

Autism

Epilepsy

. Other organic condition related to ID/DD
ID/DD Without Organic Condition

E. ID/DD with no organic condition
No ID/DD

oo w >

Z. None of the above

Item Rationale

To document conditions associated with intellectual or
developmental disabilities.

Steps for Assessment

1. Ifresident is 22 years of age or older on the ARD, complete
only if AO310A = 01 (Admission assessment).

2. Ifresident is 21 years of age or younger on the ARD,
complete if AO310A =01, 03, 04, or 05 (Admission
assessment, Annual assessment, SCSA, Significant
Correction to Prior Comprehensive Assessment).

Coding Instructions

Check all conditions related to ID/DD status that were
present before age 22.

When age of onset is not specified, assume that the
condition meets this criterion AND is likely to continue
indefinitely.

Code A: if Down syndrome is present.
Code B: if autism is present.

Code C: if epilepsy is present.

DEFINITIONS

DOWN SYNDROME

A common genetic disorder
in which a child is born with
47 rather than 46
chromosomes, resulting in
developmental delays,
intellectual disability, low
muscle tone, and other
possible effects.

AUTISM

A developmental disorder
that is characterized by
impaired social interaction,
problems with verbal and
nonverbal communication,
and unusual, repetitive, or
severely limited activities and
interests.

EPILEPSY

A common chronic
neurological disorder that is
characterized by recurrent
unprovoked seizures.

Code D: if other organic condition related to ID/DD is present.
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A1550: Conditions Related to Intellectual DEFINITION
Disability/Developmental Disability (ID/DD) | oTHER ORGANIC

Status (cont.) CONDITION RELATED
TO ID/DD
* Code E: if an ID/DD condition is present but the Examples of diagnostic
resident does not have any of the specific conditions conditions include congenital
listed. syphilis, maternal
) L intoxication, mechanical
* Code Z: if ID/DD condition is not present. injury at birth, prenatal

hypoxia, neuronal lipid
storage diseases,
phenylketonuria (PKU),
neurofibromatosis,
microcephalus,
macroencephaly,
meningomyelocele,
congenital hydrocephalus,
etc.

A1600—-A1805: Most Recent Admission/Entry or Reentry into this
Facility

Most Recent Admission/Entry or Reentry into this Facility
A1600. Entry Date

Month Day Year
A1700. Type of Entry

Enter Code

1. Admission
2. Reentry

A1805. Entered From

Enter Code  01. Home/Community (e.g., private home/apt., board/care, assisted living, group home, transitional living, other
residential care arrangements)
02. Nursing Home (long-term care facility)
03. Skilled Nursing Facility (SNF, swing beds)
04. Short-Term General Hospital (acute hospital, IPPS)
05. Long-Term Care Hospital (LTCH)
06. Inpatient Rehabilitation Facility (IRF, free standing facility or unit)
07. Inpatient Psychiatric Facility (psychiatric hospital or unit)
08. Intermediate Care Facility (ID/DD facility)
09. Hospice (home/non-institutional)
10. Hospice (institutional facility)
11. Critical Access Hospital (CAH)
12. Home under care of organized home health service organization
99. Not listed
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A1600: Entry Date

Most Recent Admission/Entry or Reentry into this Facility
A1600. Entry Date

Month Day Year

Item Rationale DEFINITION

* To document the date of admission/entry or reentry into ENTRY DATE
the facility. The initial date of admission

Coding Instructions to the facility, or the date the
resident most recently
* Enter the most recent date of admission/entry or reentry | returned to your facility after

to this facility. Use the format: Month-Day-Year: XX- being discharged.

XX-XXXX. For example, October 12, 2010, would be
entered as 10-12-2010.

* In the case of an interrupted stay, the return date (i.e., date of continuation of Medicare
Part A stay in the same SNF) is entered in A1600 using the format above.

A1700: Type of Entry

A1700. Type of Entry

Enter Code .
1. Admission

2. Reentry
Item Rationale
e Captures whether date in A1600 is an admission/entry or reentry date.
Coding Instructions
* Code 1, admission: when one of the following occurs:

1. resident has never been admitted to this facility before; OR
2. resident has been in this facility previously and was discharged return not anticipated;
OR
3. resident has been in this facility previously and was discharged return anticipated and
did not return within 30 days of discharge.
* Code 2, reentry: when all three of the following occurred prior to this entry; the
resident was:

1. admitted to this facility, AND
2. discharged return anticipated, AND
3. returned to facility within 30 days of discharge.
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A1805: Entered From

A1805. Entered From

01. Home/Community (e.g., private home/apt., board/care, assisted living, group home, transitional living, other

Enter Code

residential care arrangements)
02. Nursing Home (long-term care facility)
03. Skilled Nursing Facility (SNF, swing beds)
04. Short-Term General Hospital (acute hospital, IPPS)
05. Long-Term Care Hospital (LTCH)
06. Inpatient Rehabilitation Facility (IRF, free standing facility or unit)
07. Inpatient Psychiatric Facility (psychiatric hospital or unit)
08. Intermediate Care Facility (ID/DD facility)
09. Hospice (home/non-institutional)
10. Hospice (institutional facility)
11. Critical Access Hospital (CAH)
12. Home under care of organized home health service organization
99. Not listed

Item Rationale

CH 3: MDS Items [A]

Knowing the setting the individual was in immediately prior to facility admission/entry or
reentry informs the delivery of services and care planning that the resident receives
during their stay and may also inform discharge planning. See the Glossary and Common
Acronyms in Appendix A for additional descriptions of these settings.

Demographic information.

Steps for Assessment

1. Review transfer and admission records.

2. Ask the resident and/or family member, significant other, and/or guardian/legally authorized
representative.

Coding Instructions

Enter the two-digit code that best describes the setting the
resident was in immediately preceding this admission/entry or
reentry.

Code 01, Home/Community: if the resident was
admitted from a private home, apartment, board and
care, assisted living facility, group home, transitional
living, or adult foster care. A community residential
setting is defined as any house, condominium, or
apartment in the community, whether owned by the
resident or another person; retirement communities; or
independent housing for the elderly.

Code 02, Nursing Home (long-term care
facility): if the resident was admitted from an
institution that is primarily engaged in providing
medical and non-medical care to people who have a
chronic illness or disability.

DEFINITIONS

PRIVATE HOME OR
APARTMENT

Any house, condominium, or
apartment in the community
whether owned by the
resident or another person.
Also included in this category
are retirement communities
and independent housing for
the elderly.

BOARD AND CARE/
ASSISTED LIVING/

GROUP HOME

A non-institutional community
residential setting that
includes services of the
following types: home health
services, homemaker/
personal care services, or
meal services.
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A1805: Entered From (cont.)

Code 03, Skilled Nursing Facility (SNF, swing bed): if the resident was
admitted from a nursing facility with staff and equipment for the provision of skilled
nursing services, skilled rehabilitative services, and/or other related health services. This
category also includes residents admitted from a SNF swing bed in a swing bed hospital.
A swing bed hospital is a hospital or critical access hospital (CAH) participating in
Medicare that has CMS approval to provide posthospital SNF care and meets certain
requirements.

Code 04, Short-Term General Hospital (acute hospital/lPPS): if the resident
was admitted from a hospital that is contracted with Medicare to provide acute inpatient
care and accepts a predetermined rate as payment in full.

Code 05, Long-Term Care Hospital (LTCH): if the resident was admitted from a
Medicare certified acute care hospital that focuses on patients who stay, on average, more
than 25 days. Most patients in LTCHs are chronically and critically ill and have been
transferred there from an intensive or critical-care unit.

Code 06, Inpatient Rehabilitation Facility (IRF, free standing facility or
unit): if the resident was admitted from a rehabilitation hospital or a distinct
rehabilitation unit of a hospital that provides an intensive rehabilitation program to
inpatients. This category also includes residents admitted from a rehabilitation unit of a
critical access hospital.

Code 07, Inpatient Psychiatric Facility (psychiatric hospital or unit): if
the resident was admitted from an institution that provides, by or under the supervision of
a physician, psychiatric services for the diagnosis and treatment of mentally ill patients.
This category also includes residents admitted from a psychiatric unit of a critical access
hospital.

Code 08, Intermediate Care Facility (ID/DD): if the resident was admitted from
an institution that is engaged in providing, under the supervision of a physician, any
health and rehabilitative services for individuals with intellectual disabilities (ID) or
developmental disabilities (DD).

Code 09, Hospice (home/non-institutional): if the resident was admitted from a
community-based program for terminally ill persons.

Code 10, Hospice (institutional facility): if the resident was admitted from an
inpatient program for terminally ill persons where an array of services is necessary for the
palliation and management of terminal illness and related conditions. The hospice must
be licensed by the State as a hospice provider and/or certified under the Medicare
program as a hospice provider.

Code 11, Critical Access Hospital (CAH): if the resident was admitted from a
Medicare-participating hospital located in a rural area or an area that is treated as rural
and that meets all of the criteria to be designated by CMS as a CAH and was receiving
acute care services from the CAH at the time of discharge.

Code 12, Home under care of organized home health service
organization: if the resident was admitted from home under care of an organized home
health service organization. This includes only skilled services provided by a home health
agency.
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A1805: Entered From (cont.)

e Code 99, Not listed: if the resident was admitted from none of the above.

Coding Tips and Special Populations

e Ifan individual was enrolled in a home-based hospice program enter 09, Hospice,
instead of 01, Home/Community.

A1900: Admission Date (Date this episode of care in this facility
began)
A1900. Admission Date (Date this episode of care in this facility began)

Month Day Year

Item Rationale
* To document the date this episode of care in this facility began.
Coding Instructions

* Enter the date this episode of care in this facility began. Use the format: Month-Day-
Year: XX-XX-XXXX. For example, October 12, 2010, would be entered as 10-12-2010.

e The Admission Date may be the same as the Entry Date (A1600) for the entire stay (i.e.,
if the resident is never discharged).

Examples

1. Resident H was admitted to the facility from an acute care hospital on 09/14/2020 for
rehabilitation after a hip replacement. In completing their Admission assessment, the
facility entered 09/14/2020 in A1600, Entry Date; coded A1700 = 1, Admission; chose
Code 04, Short-Term General Hospital (acute hospital, IPPS) in item A1805, Entered
From; and entered 09/14/2020 in item A1900, Admission Date.

2. The facility received communication from an acute care hospital discharge planner
stating that Resident H, a former resident of the facility who was discharged home return
not anticipated on 11/02/2020 after a successful recovery and rehabilitation, was admitted
to their hospital on 2/8/2021 and wished to return to the facility for rehabilitation after
hospital discharge. Resident H returned to the facility on 2/15/2021. Although Resident H
was a resident of the facility in September of 2020, they were discharged home return not
anticipated; therefore, the facility rightly considered Resident H as a new admission. In
completing their Admission assessment, the facility entered 02/15/2021 in A1600, Entry
Date; coded A1700 = 1, Admission; chose Code 04, Short-Term General Hospital (acute
hospital, IPPS) in item A1805, Entered From; and entered 02/15/2021 in item A1900,
Admission Date.
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A1900: Admission Date (Date this episode of care in this facility
began) (cont.)

3. Resident K was admitted to the facility on 10/05/2020 and was discharged to the hospital,

return anticipated, on 10/20/2020. They returned to the facility on 10/26/2020. Since
Resident K was a resident of the facility, was discharged return anticipated, and returned
within 30 days of discharge, Resident K was considered as continuing in their current
stay. Therefore, when the facility completed Resident K’s Entry Tracking Record on
return from the hospital, they entered 10/26/2020 in A1600, Entry Date; coded A1700 =
2, Reentry; chose Code 04, Short-Term General Hospital (acute hospital, IPPS) in item
A1805; and entered 10/05/2020 in item A1900, Admission Date.

Approximately a month after their return, Resident K was again sent to the hospital,
return anticipated on 11/05/2020. They returned to the facility on 11/22/2020. Again,
since Resident K was a resident of the facility, was discharged return anticipated, and
returned within 30 days of discharge, Resident K was considered as continuing in their
current stay. Therefore, when the facility completed Resident K’s Entry Tracking Record,
they entered 11/22/2020 in A1600, Entry Date; coded A1700 = 2, Reentry; chose Code
04, Short-Term General Hospital (acute hospital, IPPS) in item A1805; and entered
10/05/2020 in item A1900, Admission Date.

Resident S was admitted to the facility on 8/26/2021 for rehabilitation after a total knee
replacement. Three days after admission, Resident S spiked a fever and their surgical site
was observed to have increased drainage, was reddened, swollen and extremely painful.
The facility sent Resident S to the emergency room and completed their OBRA
Discharge assessment as return anticipated. The hospital called the facility to inform
them Resident S was admitted. A week into their hospitalization, Resident S developed a
blood clot in their affected leg, further complicating their recovery. The facility was
contacted to readmit Resident S for rehabilitative services following discharge from the
hospital on 10/10/2021. Even though Resident S was a former patient in the facility’s
rehabilitation unit and was discharged return anticipated, they did not return within 30
days of discharge to the hospital. Therefore, Resident S is considered a new admission to
the facility. On their return, when the facility completed Resident S’s Admission
assessment, they entered 10/10/2021 in A1600, Entry Date; coded A1700 = 1,
Admission; chose Code 04, Short-Term General Hospital (acute hospital, IPPS) in item
A1805, Entered From; and entered 10/10/2021 in item A1900, Admission Date.

Coding Tips and Special Populations

Both swing bed facilities and nursing homes must apply the above instructions for coding
items A1600 through A1900 to determine whether a patient or resident is an
admission/entry or reentry.

In determining if a patient or resident returns to the facility within 30 days, the day of
discharge from the facility is not counted in the 30 days. For example, a resident
discharged return anticipated on December 1 would need to return to the facility by
December 31 to meet the “within 30 days” requirement.
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A1900: Admission Date (Date this episode of care in this facility
began) (cont.)

If the Type of Entry for this assessment is an Admission (A1700 = 1), the Admission
Date (A1900) and the Entry Date (A1600) must be the same.

If the Type of Entry for this assessment is a Reentry (A1700 = 2), the Admission Date
(A1900) will remain the same, and the Entry Date (A1600) must be later than the date in
A1900.

Item A1900 (Admission Date) is tied to items A1600 (Entry Date), A1700 (Type of
Entry), and A1805 (Entered From). It is also tied to the concepts of a “stay” and an
“episode.” A stay is a set of contiguous days in the facility and an episode is a series of
one or more stays that may be separated by brief interruptions in the resident’s time in the
facility. An episode continues across stays until one of three events occurs: the resident is
discharged with return not anticipated, the resident is discharged with return anticipated
but is out of the facility for more than 30 days, or the resident dies in the facility.

A1900 (Admission Date) should remain the same on all assessments for a given episode
even if it is interrupted by temporary discharges from the facility. If the resident is
discharged and reenters within the course of an episode, that will start a new stay. The
date in item A1600 (Entry Date) will change, but the date in item A1900 (Admission
Date) will remain the same. If the resident returns after a discharge return not anticipated
or after a gap of more than 30 days outside of the facility, a new episode would begin and
a new admission would be required.

When a resident is first admitted to a facility, item A1600 (Entry Date) should be coded
with the date the person first entered the facility, and A1700 (Type of Entry) should be
coded as 1, Admission. The place where the resident was admitted from should be
documented in A1805 (Entered From), and the date in item A1900 (Admission Date)
should match the date in A1600 (Entry Date). These items would be coded the same way
for all subsequent assessments within the first stay of an episode. If the resident is briefly
discharged (e.g., brief hospitalization) and then reenters the facility, a new (second) stay
would start, but the current episode would continue. On the Entry Tracking Record and
on subsequent assessments for the second stay, the date in A1600 (Entry Date) would
change depending on the date of reentry, and item A1700 (Type of Entry) would be
coded as 2, Reentry. Item A1805 (Entered From) would reflect where the resident was
prior to this reentry, and item A1900 (Admission Date) would continue to show the
original admission date (the date that began their first stay in the episode).
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A2000: Discharge Date

A2000. Discharge Date
Complete only if AO310F = 10, 11, or 12

Month Day Year

Item Rationale
* Closes the episode in iQIES.

Coding Instructions

* Enter the date the resident was discharged (whether or not return is anticipated). This is
the date the resident leaves the facility.

* For OBRA Discharge assessments, the Discharge Date (A2000) and ARD (A2300) must
be the same date.

* Do not include leave of absence or hospital observational stays less than 24 hours unless
admitted to the hospital.

e Obtain data from the medical, admissions or transfer records.

Coding Tips and Special Populations

* A Part A PPS Discharge assessment (NPE Item Set) is required under the SNF QRP
when the resident’s Medicare Part A stay ends, but the resident does not leave the
facility.

* The PPS Discharge assessment is completed whenever a Medicare Part A stay ends. The
PPS Discharge assessment must be combined with the OBRA Discharge assessment
when the Medicare Part A stay ends on or one day prior to the day of discharge from the
facility. When the OBRA and Part A discharge assessments are combined, the ARD
(A2300) must be equal to the day of discharge from the facility (A2000).

* The PPS Discharge assessment is also completed when the resident’s Medicare Part A
stay ends, but the resident remains in the facility. When this occurs, the ARD (A2300) of
the PPS Discharge assessment must be the last Medicare Part A covered day. The PPS
Discharge assessment may be combined with most OBRA-required assessments when
requirements for all assessments are met (please see Section 2.10 Combining PPS
Assessments and OBRA Assessments).
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A2105: Discharge Status

A2105. Discharge Status
Complete only if AO310F = 10, 11, or 12

EnterCode 01, Home/Community (e.g., private home/apt., board/care, assisted living, group home, transitional living, other residential care
arrangements) — Skip to A2123, Provision of Current Reconciled Medication List to Resident at Discharge
02. Nursing Home (long-term care facility)
03. Skilled Nursing Facility (SNF, swing beds)
04. Short-Term General Hospital (acute hospital, IPPS)
05. Long-Term Care Hospital (LTCH)
06. Inpatient Rehabilitation Facility (IRF, free standing facility or unit)
07. Inpatient Psychiatric Facility (psychiatric hospital or unit)
08. Intermediate Care Facility (ID/DD facility)
09. Hospice (home/non-institutional)
10. Hospice (institutional facility)
11. Critical Access Hospital (CAH)
12. Home under care of organized home health service organization
13. Deceased
99. Not listed — Skip to A2123, Provision of Current Reconciled Medication List to Resident at Discharge

Item Rationale

* This item documents the location to which the resident is being discharged at the time of
discharge. Knowing the setting to which the individual was discharged helps to inform
discharge planning. See the Glossary and Common Acronyms in Appendix A for
additional descriptions of these settings.

* Demographic and outcome information.
Steps for Assessment

1. Review the medical record including the discharge plan and discharge orders for
documentation of discharge location.

Coding Instructions
Select the two-digit code that corresponds to the resident’s discharge status.

e Code 01, Home/Community: if the resident was discharged to a private home,
apartment, board and care, assisted living facility, group home, transitional living, or
adult foster care. A community residential setting is defined as any house, condominium,
or apartment in the community, whether owned by the resident or another person;
retirement communities; or independent housing for the elderly.

e Code 02, Nursing Home (long-term care facility): if the resident was
discharged to an institution that is primarily engaged in providing medical and non-
medical care to people who have a chronic illness or disability.
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A2105: Discharge Status (cont.)

Code 03, Skilled Nursing Facility (SNF, swing beds): if the resident was
discharged to a nursing facility with staff and equipment for the provision of skilled
nursing services, skilled rehabilitative services, and/or other related health services. This
category also includes patients admitted from a SNF swing bed in a swing bed hospital. A
swing bed hospital is a hospital or critical access hospital (CAH) participating in
Medicare that has CMS approval to provide posthospital SNF care and meets certain
requirements.

Code 04, Short-Term General Hospital (acute hospital/lPPS): if the resident
was discharged to a hospital that is contracted with Medicare to provide acute, inpatient
care and accepts a predetermined rate as payment in full.

Code 05, Long-Term Care Hospital (LTCH): if the resident was discharged to a
Medicare certified acute care hospital that focuses on patients who stay, on average, more
than 25 days. Most patients in LTCHs are chronically and critically ill and have been
transferred there from an intensive or critical-care unit.

Code 06, Inpatient Rehabilitation Facility (IRF, free standing facility or
unit): if the resident was discharged to a rehabilitation hospital or a distinct
rehabilitation unit of a hospital that provides an intensive rehabilitation program to
inpatients. This category also includes residents discharged to a rehabilitation unit of a
critical access hospital.

Code 07, Inpatient Psychiatric Facility (psychiatric hospital or unit): if
the resident was discharged to an institution that provides, by or under the supervision of
a physician, psychiatric services for the diagnosis and treatment of mentally ill residents.
This category also includes residents discharged to a psychiatric unit of a critical access
hospital.

Code 08, Intermediate Care Facility (ID/DD): if the resident was discharged to
an institution that is engaged in providing, under the supervision of a physician, any
health and rehabilitative services for individuals who have intellectual disabilities (ID) or
developmental disabilities (DD).

Code 09, Hospice (home/non-institutional): if the resident was discharged to a
community-based program for terminally ill persons.

Code 10, Hospice (institutional facility): if the resident was discharged to an
inpatient program for terminally ill persons where an array of services is necessary for the
palliation and management of terminal illness and related conditions. The hospice must
be licensed by the State as a hospice provider and/or certified under the Medicare
program as a hospice provider.

Code 11, Critical Access Hospital (CAH): if the resident was discharged to a
Medicare-participating hospital located in a rural area or an area that is treated as rural
and that meets all of the criteria to be designated by CMS as a CAH and was receiving
acute care services from the CAH at the time of discharge.
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A2105: Discharge Status (cont.)

e Code 12, Home under care of organized home health service
organization: if the resident was discharged home under care of an organized home
health service organization. This includes only skilled services provided by a home health
agency.

e Code 13, deceased: if resident is deceased.

* Code 99, Not listed: if the resident was discharged to none of the above.

A2121. Provision of Current Reconciled Medication List to
Subsequent Provider at Discharge

Complete only if AO310H = 1 and A2105 = 02-12.

A2121. Provision of Current Reconciled Medication List to Subsequent Provider at Discharge
Complete only if AO310H = 1 and A2105 = 02-12

eercode Al the time of discharge to another provider, did your facility provide the resident's current reconciled medication list to the subsequent provider?

D 0. No - Current reconciled medication list not provided to the subsequent provider — Skip to A2200, Previous Assessment Reference
Date for Significant Correction

1. Yes - Current reconciled medication list provided to the subsequent provider

Item Rationale

* The transfer of a current reconciled medication list at the time of discharge can improve
care coordination and quality of care and help subsequent providers reconcile
medications, and it may mitigate adverse outcomes related to medications.
Communication of medication information at discharge is critical to ensure safe and
effective transitions from one health care setting to another.

Steps for Assessment

1. Determine whether the resident was discharged to one of the subsequent providers defined
below under Coding Tips, based on discharge location item A2105.

2. Ifyes, determine whether, at the time of discharge, your facility provided a current
reconciled medication list to the resident’s subsequent provider.
Coding Instructions

* Code 0, No: if at discharge to a subsequent provider, your facility did not provide the
resident’s current reconciled medication list to the subsequent provider, or the resident
was not discharged to a subsequent provider.

* Code 1, Yes: if at discharge to a subsequent provider, your facility did provide the
resident’s current reconciled medication list to the subsequent provider.
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A2121. Provision of Current Reconciled Medication List to
Subsequent Provider at Discharge (cont.)

Coding Tips

* Subsequent provider—For the purposes of coding this item, a subsequent provider is
based on the discharge locations in A2105 and defined as any of the following:

02.
03.
04.
05.
06.
07.
08.
09.
10.
11.
12.

Nursing home (long-term care facility)

Skilled nursing facility (SNF, swing beds)

Short-term general hospital (acute hospital, IPPS)

Long-term care hospital (LTCH)

Inpatient rehabilitation facility (IRF, free standing facility or unit)

Inpatient psychiatric facility (psychiatric hospital or unit)

Intermediate care facility (ID/DD facility)
Hospice (home/non-institutional)
Hospice (institutional facility)

Critical access hospital (CAH)

Home under care of organized home
health service organization

*  While the resident may receive care from other
providers after discharge from your facility, such as
primary care providers, other outpatient providers, and
residential treatment centers, these locations are not
considered to be a subsequent provider for the purpose
of coding this item.

Current Reconciled Medication list—This refers to a
list of the resident’s current medications at the time of
discharge that was reconciled by the facility prior to the
resident’s discharge.

DEFINITION

MEANS OF PROVIDING A
CURRENT RECONCILED
MEDICATION LIST

Providing the current reconciled
medication list at the time of
transfer or discharge can be
accomplished by any means,
including active means (e.g., by
mail, electronically, or verbally)
and more passive means (e.g., a
common electronic health record
[EHRY]), giving providers access

toa portal).2

* Your facility should be guided by current standards of care and any applicable
regulations and guidelines (e.g., Requirements of Participation) in determining what
information should be included in a current reconciled medication list.

* In the case of a standalone Medicare Part A PPS Discharge assessment (A0310A = 99,
A0310B =99, A0310F =99, and A0310H = 1) with the resident staying on the same unit
and with the same team of interdisciplinary professionals, code A2121. Provision of
Current Reconciled Medication List to Subsequent Provider at Discharge as 1, Yes.

2 A portal is a secure online website that gives providers, patients, and others convenient, 24-hour access to personal
health information from anywhere with an Internet connection. Using a secure username and password, providers
and patients can view health information such as current medications, recent doctor visits and discharge
summaries. Retrieved from https://www.healthit.gov/fag/what-patient-portal April 2, 2019.
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A2121. Provision of Current Reconciled Medication List to
Subsequent Provider at Discharge (cont.)

* In the case of a standalone Medicare Part A PPS Discharge assessment (A0310A =99,
A0310B =99, AO310F =99, and A0310H = 1) and the resident is moving to a different
unit and/or interdisciplinary team (IDT), code A2121. Provision of Current Reconciled
Medication List to Subsequent Provider at Discharge based on whether a member of the
resident’s IDT transferred the resident’s current reconciled medication list to the
subsequent unit and/or IDT.

Additional Considerations for Important Medication List Content

* The following information on the important content that may be included in a reconciled
medication list is provided as guidance. This guidance does not dictate what information
should be included in your facility’s current reconciled medication list in order to code 1,
Yes, that a current reconciled medication list was provided to the subsequent provider.
The completeness of this reconciled medication list is left to the discretion of the
providers who are coordinating this care with the resident. Examples of information that
could be part of a reconciled medication list can be, but are not limited to:

— Types of medications—Current prescribed and over-the-counter (OTC) medications,
nutritional supplements, vitamins, and homeopathic and herbal products administered
by any route at the time of discharge. Medications may also include total parenteral
nutrition (TPN) and oxygen.

— The list of reconciled medications could include those that are:
o active, including those that are scheduled to be discontinued after discharge;
o held during the stay and planned to be continued/resumed after discharge; and

o discontinued during the stay, if potentially relevant to the resident’s subsequent
care.

— Information included—A reconciled medication list often includes important
information about (1) the resident—including their name, date of birth, active
diagnoses, known medication and other allergies, and known drug sensitivities and
reactions; and (2) each medication, including the name, strength, dose, route of
medication administration, frequency or timing, purpose/indication, and any special
instructions (e.g., crush medications). For any held medications, it may include the
reason for holding the medication and when medication should resume. This
information can improve medication safety. Additional information may be
applicable and important to include in the medication list, such as the resident’s
weight and date taken, preferred language, and ability to self-administer medication;
when the last dose of the medication was administered by the discharging provider;
and when the final dose should be administered (e.g., end of treatment).
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A2121. Provision of Current Reconciled Medication List to
Subsequent Provider at Discharge (cont.)

Examples

1. Resident B is being discharged from the SNF to an acute care hospital in the same health care
system that uses the same electronic health record (EHR), also sometimes referred to as an
electronic medical record (EMR) (see Definitions: EHR/EMR and definition in the glossary).
Resident B’s current reconciled medication list at the time of discharge from the SNF is
accessible to the subsequent acute care hospital staff admitting Resident B, and this is how
the medication list 1s shared.

Coding: A2121 would be coded 1, Yes.

Rationale: Having access to Resident B’s medication list through the same EHR
system is one way to transfer a medication list. This code of 1, Yes, is used for this
passive means of transferring the medication list when the sending and receiving provider
can access the same EHR system.

2. Resident D is not taking any prescribed or over-the-counter medications at the time of
discharge.

Coding: If the lack of any medications for a resident is clearly documented and
communicated to the subsequent provider when the resident is discharged, code 1, Yes,
that the medication list was transferred. If this information is not communicated to the
subsequent provider, code 0, No.

Rationale: Information confirming that the resident is not taking any medications at
discharge is important for the subsequent provider.

3. Resident F was transferred to an acute care hospital with a reconciled medication list that
included a list of their current medications, but with less additional information than is
usually provided by the SNF at discharge because of the urgency of the situation. Some of
the contraindications for the medications, as well as resident weight and height and dates
taken, were omitted from the medication list.

Coding: A2121 would be coded 1, Yes.

Rationale: As long as a current reconciled list of medications is provided to the
admitting provider, this item should be coded 1, Yes.

4. Resident J’s Medicare Part A stay ended, and they were transferred to a long-term care unit
in the same nursing home. The IDT from the subacute unit staff provided and reviewed with
the long-term care unit staff a reconciled medication list at the time of transfer.

Coding: A2121 would be coded 1, Yes.

Rationale: If a current reconciled list of medications is provided to the subsequent

provider (in this case, a different unit staff in the same nursing home), this item should be
coded 1, Yes.
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A2121. Provision of Current Reconciled Medication List to
Subsequent Provider at Discharge (cont.)

5. Resident P’s Medicare Part A stay ended, and they remained in the same dually certified bed
in the nursing home with care provided by the same IDT.

Coding: A2121 would be coded 1, Yes

Rationale: As the same IDT continued to care for Resident P and have access to the
current list of reconciled medications, this item should be coded 1, Yes.

6. Resident G’s reconciled medication list was electronically faxed to the subsequent provider,
and this action is documented in their clinical record. However, the subsequent provider’s
records do not show documentation that the fax was successfully received.

Coding: A2121, would be coded 1, Yes.

Rationale: Documentation of the subsequent provider’s successful receipt of the
reconciled medication list 1s not a required component for this item.

A2122. Route of Current Reconciled Medication List
Transmission to Subsequent Provider

A2122. Route of Current Reconciled Medication List Transmission to Subsequent Provider
Indicate the route(s) of transmission of the current reconciled medication list to the subsequent provider.

Complete only if A2121 = 1
l Check all that apply
Route of Transmission
. Electronic Health Record
. Health Information Exchange
. Verbal (e.g., in-person, telephone, video conferencing)

. Paper-based (e.g., fax, copies, printouts)

O ooodno
m o o m >

. Other methods (e.g., texting, email, CDs)

The guidance below addresses coding A2122. Route of Current Reconciled Medication List
Transmission to Subsequent Provider. Assessors should apply this same guidance to A2124.
Route of Current Reconciled Medication List Transmission to Resident.

Item Rationale

This item collects important data to monitor how medication lists are transmitted at discharge.

Steps for Assessment

1. Identify all routes of transmission that were used to provide the resident’s current reconciled
medication list to the subsequent provider.
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A2122. Route of Current Reconciled Medication List

Transmission to Subsequent Provider (cont.)

Coding Instructions

Select the codes that correspond to the routes of transmission used to provide the medication
list to the subsequent provider.

Check A2122A, Electronic Health Record: if
your facility has an EHR, sometimes referred to as an
electronic medical record (EMR), and used it to
transmit or provide access to the reconciled medication
list to the subsequent provider. This would include
situations in which both the discharging and receiving
provider have direct access to a common EHR system.
Checking this route does not require confirmation that
the subsequent provider has accessed the common EHR
system for the medication list.

Check A2122B, Health Information

Exchange: if your facility participates in a Health
Information Exchange (HIE) and used the HIE to
electronically exchange the current reconciled medication
list with the subsequent provider.

Check A2122C, Verbal: if the current reconciled
medication list information was verbally communicated

DEFINITIONS

EHR/EMR

An electronic health record
(EHR), sometimes referred to as
an electronic medical record
(EMR), is an electronic version of
a resident’s medical history that is
maintained by the provider over
time.?

PORTAL

A portal is a secure online
website that gives providers,
residents, and others convenient,
24-hour access to personal
health information from anywhere

. . 4
with an Internet connection.

(e.g., in-person, telephone, video conferencing) to the subsequent provider.

Check A2122D, Paper-Based: if the current reconciled medication list was
transmitted to the subsequent provider using a paper-based method such as a printout, fax,

or eFax.

Check A2122E, Other Methods: if the current reconciled medication list was
transmitted to the subsequent provider using another method not listed above (e.g.,

texting, email, CDs).

3 https://www.healthit.gov/fag/what-electronic-health-record-ehr.

4 Office of the National Coordinator, What is a patient portal? Available from https://www.healthit.gov/fag/what-
patient-portal, Accessed June 10, 2019.
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A2123. Provision of Current Reconciled Medication List to
Resident at Discharge

Complete only if AO310H = 1 and A2105 = 01, 99.

A2123. Provision of Current Reconciled Medication List to Resident at Discharge
Complete only if AO310H = 1 and A2105 = 01, 99

entercode At the time of discharge, did your facility provide the resident's current reconciled medication list to the resident, family and/or caregiver?

0. No - Current reconciled medication list not provided to the resident, family and/or caregiver — Skip to A2200, Previous Assessment
Reference Date for Significant Correction
1. Yes - Current reconciled medication list provided to the resident, family and/or caregiver

Item Rationale

e Communication of medication information to the resident at discharge is critical to
ensuring safe and effective discharges. The item, collected at the time of discharge, can
improve care coordination and quality of care, aids in medication reconciliation, and may
mitigate adverse outcomes related to medications.

e [t is recommended that a reconciled medication list that is provided to the resident, family
member, guardian/legally authorized representative, or caregiver use consumer-friendly
terminology and plain language to ensure that the information provided is clear and
understandable.>

Steps for Assessment

1. Determine whether the resident was discharged to a home setting, 01, defined below under
Coding Tips, or 99, Not Listed based on discharge location item A2105.

2. Ifyes, determine whether, at discharge, your facility provided the resident’s medication list
to the resident, family member, guardian/legally authorized representative, and/or caregiver.

Coding Instructions

* Code 0, No: if at discharge to a home setting (A2105 = 01) or a not listed location
(A2105 =99), your facility did not provide the resident’s current reconciled medication
list to the resident, family, guardian/legally authorized representative, and/or caregiver.

* Code 1, Yes: if at discharge to a home setting (A2105 =01) or a not listed location
(A2105 =99), your facility did provide the resident’s current reconciled medication list to
the resident, family, guardian/legally authorized representative, and/or caregiver.

5 For examples of plain language resources for healthcare information see:
https://www.plainlanguage.gov/resources/content-types/healthcare/
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A2123. Provision of Current Reconciled Medication List to
Resident at Discharge (cont.)

Coding Tips

Resident, family, significant other, guardian/legally authorized representative
and/or caregiver—The recipient of the current reconciled medication list can be the
resident, family member, significant other, guardian/legally authorized representative,
and/or caregiver in order to code 1, Yes, a current reconciled medication list was
transferred. It is not necessary to provide the current reconciled medication list to all of
these recipients in order to code 1, Yes.

Examples

1. Resident D does not take any prescribed or over-the-counter medications at the time of
discharge.

Coding: If it is clearly documented that the resident is taking no medications and this is
then clearly communicated to the resident, family member, significant other, and/or
caregiver when the resident is discharged, A2123 would be coded 1, Yes, that the
medication list was transferred. If this information is not communicated to the resident,
family member, significant other, guardian/legally authorized representative, and/or
caregiver, code 0, No.

Rationale: Information confirming that the resident is not taking any medications at
discharge is important for the resident, family member, significant other, guardian/legally
authorized representative, and/or caregiver.

2. Resident F is cognitively impaired and unable to manage their medications after discharge.
Their medication list is provided to their sibling, who will be their primary caregiver.

Coding: A2123 would be coded 1, Yes.

Rationale: The medication list must be provided to the resident, family member,
significant other, guardian/legally authorized representative, and/or a caregiver in order to

code 1, Yes. In this example, Resident F’s sibling is a family member and a caregiver, so
code 1, Yes.

3. Resident P chooses to leave the facility before their treatment is completed. They tell the
charge nurse on their way out the door that their ride is waiting for them and they are going
home. The charge nurse explains that they have not completed their course of treatment and
are not ready to be discharged, but they insist that they are leaving now and proceed out of
the facility.

Coding: A2123 would be coded 0, No.

Rationale: No medication list review was completed, and no medication list was
provided to Resident P as they left against medical advice and did not want to keep their
ride waiting.
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A2124. Route of Current Reconciled Medication List Transmission
to Resident

A2124. Route of Current Reconciled Medication List Transmission to Resident
Indicate the route(s) of transmission of the current reconciled medication list to the resident/family/caregiver.

Complete only if A2123 = 1
| Check all that apply

Route of Transmission
. Electronic Health Record (e.g., electronic access to patient portal)
. Health Information Exchange
. Verbal (e.g., in-person, telephone, video conferencing)

. Paper-based (e.g., fax, copies, printouts)

Ooogigo
m o o o »

. Other methods (e.g., texting, email, CDs)

Item Rationale

This item collects important data to monitor how medication lists are transmitted at discharge.

Steps for Assessment

1. Identify all routes of transmission that were used to provide the resident’s current reconciled
medication list to the resident, family member, significant other, guardian/legally authorized
representative, and/or caregiver.

Coding Instructions

Please refer to the coding instructions for A2122. Route of Current Reconciled Medication List
Transmission to Subsequent Provider.

Coding Tips for A2122 and A2124

* The route of transmission usually is established with each subsequent provider,
depending on how it is able to receive information from your facility. The route(s) may
not always be documented in the resident’s record. It will be helpful to understand and
document how your facility typically transmits information to each subsequent provider
at discharge to prepare for coding this item.

* More than one route of transmission may apply. Check all that apply.
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A2124. Route of Current Reconciled Medication List Transmission
to Resident (cont.)

Examples

1. A SNF is discharging and sending a resident to a hospital by ambulance. The driver obtains a
printout and brings the resident’s medication list to the hospital. The facility follows up with
a call to the subsequent provider and discusses the resident’s medications.

Coding: Check paper-based (D) and verbal (C) for A2122.

Rationale: Two routes for transmitting the medication list information were used—a
paper copy of the list (D) and follow up verbal discussion (C). Both of these occurred at
the time of discharge.

2. One of a SNF’s referral HHAS is preparing to admit a resident who will discharge soon. The
HHA intake nurse has secure access to the SNF’s EHR to obtain important care planning
information from the resident’s records, including the medication list.

Coding: Check Electronic Health Record (A) for A2122.

Rationale: The SNF provided access to the resident’s medication list through its EHR.
Even if there is no confirmation that the intake nurse accessed the medication list from
the SNF’s EHR system, code EHR (A) because it was made available by the SNF.

3. Resident P receives a paper copy of their medication list, receives education about their
medications from the SNF nurse at discharge, and is notified that the SNF’s patient portal is
another means by which they can obtain their discharge medication list.

Coding: Check Electronic Health Record (A), verbal (C), and paper-based (D) for
A2124.

Rationale: The copy of the medication list is paper-based (D). The information about
Resident P’s medication list was also communicated verbally by the nurse at the time of
discharge (C). The resident portal uses the SNF’s EHR to provide access to the
medication list (A). It is not necessary to confirm that Resident P is a registered user of
and accessed the patient portal in order to code EHR (A) as a route.
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A2124. Route of Current Reconciled Medication List Transmission
to Resident (cont.)

4. A SNF participates in a regional HIE as does a local acute care hospital. When residents are
discharged to this acute care hospital, the SNF’s discharge medication list is included in the
medications section of a transfer summary document from its EHR, which is electronically
exchanged through the HIE. The acute care hospital is then able to obtain and integrate the
medication information into its EHR.

Coding: Check Electronic Health Record (A) and Health Information Exchange (B) for
A2122.

Rationale: The medication information is exchanged by the regional HIE through
health IT standards. Sending the medication information in transfer summary allows the
acute care hospital to integrate the medication information into its EHR. Code as EHR
(A), since it was used to generate and exchange the information, and as HIE (B), since it
is the means through which information exchange is possible with external providers.

5. A SNF has developed an interface that allows documents from its EHR to be electronically
faxed to the subsequent provider. The SNF’s EHR connects via a phone line to a designated
receiver’s secure email at the subsequent provider.

Coding: Check paper-based (D) for A2122.

Rationale: Faxing information is considered paper-based as faxed documents are
comparable to hard-copy documents and not computable.

6. A SNF generates the current reconciled medication list electronically from the medication
administration record (MAR) and treatment administration record (TAR) and electronically
sends via secure email to the subsequent provider.

Coding: Check Other Method (E) for A2122.

Rationale: Providing the medication list through secure email is considered “Other
Method” for coding this item. The source of the medication list is not the EHR, and the
list is not transmitted directly to the subsequent provider’s EHR, so do NOT check EHR
(A).
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A2200: Previous Assessment Reference Date for Significant
Correction

A2200. Previous Assessment Reference Date for Significant Correction
Complete only if AO310A = 05 or 06

Month Day Year

Item Rationale

e To identify the ARD of a previous comprehensive (A0310 = 01, 03, or 04) or Quarterly
assessment (A0O310A = 02) in which a significant error is discovered.

Coding Instructions

e Complete only if AO310A = 05 (Significant Correction to Prior Comprehensive
Assessment) or AO310A = 06 (Significant Correction to Prior Quarterly Assessment).

* Enter the ARD of the prior comprehensive or Quarterly assessment in which a significant
error has been identified and a correction is required.

A2300: Assessment Reference Date

A2300. Assessment Reference Date

Observation end date:

Month Day Year

Item Rationale

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

As the last day of the observation period, the ARD serves as the reference point for
determining the care and services captured on the MDS assessment. Anything that
happens after the ARD will not be captured on that MDS. For example, for an MDS item
with a 7-day observation period, assessment information is collected for a 7-day period
ending on and including the ARD which is the 7th day of this observation period. For an
item with a 14-day observation period, the information is collected for a 14-day period
ending on and including the ARD. The observation period includes observations and
events through the end of the day (midnight) of the ARD.
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A2300: Assessment Reference Date (cont.)

Steps for Assessment DEFINITION

1. Interdisciplinary team members should select the ARD
based on the reason for the assessment and compliance with ASSESSMENT
all timing and scheduling requirements outlined in REFERENCE DATE
Chapter 2. (ARD)

Coding Instructions

Coding Tips and Special Populations

The specific end-point for the
observation periods in the
Enter the appropriate date on the lines provided. Do not | MDS assessment process.

leave any spaces blank. If the month or day contains Almost all MDS items refer to
only a single digit, enter a “0” in the first space. Use the resident’s status over a
four digits for the year. For example, October 2, 2010, designated time period
should be entered as: 10-02-2010. referring back in time from
the Assessment Reference
For detailed information on the timing of the Date (ARD). Most frequently,
assessments, see Chapter 2 on assessment schedules. this observation period, also

For disch he disch date ; called the look-back or
or discharge assessments, the discharge date item assessment period, is a 7-

(A2000) and the ARD item (A2300) must contain the day period ending on the

same date. ARD. Observation periods
may cover the 7 days ending
on this date, 14 days ending
When the resident dies or is discharged prior to the end | on this date, etc.

of the observation period for a required assessment, the
ARD must be adjusted to equal the discharge date.

The observation period may not be extended simply because a resident was out of the
nursing home during part of the observation period (e.g., a home visit, therapeutic leave,
or hospital observation stay less than 24 hours when resident is not admitted). For
example, if the ARD is set at day 13 and there is a 2-day temporary leave during the
observation period, the 2 leave days are still considered part of the observation period.

When collecting assessment information, data from the time period of the leave of
absence is captured as long as the particular MDS item permits. For example, if the
family takes the resident to their home for a holiday and the resident falls, the assessor
will capture the fall in J1900: Number of Falls Since Admission/Entry or Reentry or
Prior Assessment (OBRA or Scheduled PPS), whichever is more recent. This
requirement applies to all assessments, regardless of whether they are being completed
for clinical or payment purposes.
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A2400. Medicare Stay
Complete only if AO310G1 =0

A. Has the resident had a Medicare-covered stay since the most recent entry?

0. No — Skip to B0100, Comatose
1. Yes — Continue to A2400B, Start date of most recent Medicare stay

Enter Code

B. Start date of most recent Medicare stay:

Month Day Year

C. End date of most recent Medicare stay - Enter dashes if stay is ongoing:

Month Day Year

Item Rationale

CH 3: MDS Items [A]

» Identifies when a resident is receiving services under the scheduled PPS.

* Identifies when a resident’s Medicare Part A stay begins and ends.

Coding Instructions for A2400A, Has the
Resident Had a Medicare-covered Stay
since the Most Recent Entry?

e Code 0, no: if the resident has not had a Medicare
Part A covered stay since the most recent
admission/entry or reentry. Skip to B0100, Comatose.

e Code 1, yes: if the resident has had a Medicare Part
A covered stay since the most recent admission/entry or
reentry. Continue to A2400B.

Coding Instructions for A2400B, Start of Most
Recent Medicare Stay
* Code the date of day 1 of this Medicare stay if
A2400A is coded 1, yes.

Coding Instructions for A2400C, End Date of
Most Recent Medicare Stay

* Code the date of last day of this Medicare stay if
A2400A is coded 1, yes.

DEFINITIONS

MOST RECENT

MEDICARE STAY

This is a Medicare Part A
covered stay that has started
on or after the most recent
admission/entry or reentry to
the nursing facility.

MEDICARE-COVERED

STAY

Skilled Nursing Facility stays
billable to Medicare Part A.
Does not include stays
billable to Medicare
Advantage HMO plans.

CURRENT MEDICARE

STAY

NEW ADMISSION: Day 1 of
Medicare Part A stay.
READMISSION: Day 1 of
Medicare Part A coverage
after readmission following a
discharge.
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A2400: Medicare Stay (cont.)

If the Medicare Part A stay is ongoing, there will be no end date to report. Enter dashes to
indicate that the stay is ongoing.

The end of Medicare date is coded as follows, whichever occurs first:
— Date SNF benefit exhausts (i.e., the 100" day of the benefit); or

— Date of last day covered as recorded on the effective date from the Notice of
Medicare Non-Coverage (NOMNC); or

— The last paid day of Medicare A when payer source changes to another payer
(regardless if the resident was moved to another bed or not); or

— Date the resident was discharged from the facility (see Item A2000, Discharge Date).

Coding Tips and Special Populations

When a resident on Medicare Part A returns following a therapeutic leave of absence or a
hospital observation stay of less than 24 hours (without hospital admission), this is a
continuation of the Medicare Part A stay, not a new Medicare Part A stay.

When a resident on Medicare Part A has an interrupted stay (i.e., is discharged from SNF
care and subsequently readmitted to the same SNF within the interruption window after
the discharge), this is a continuation of the Medicare Part A stay, not a new Medicare Part
A stay.

The End Date of the Most Recent Medicare Stay (A2400C) may be earlier than the
actual Discharge Date (A2000) from the facility. If this occurs, the Part A PPS Discharge
assessment is required. If the resident subsequently physically leaves the facility, the
OBRA Discharge assessment would be required.

If the End Date of Most Recent Medicare Stay (A2400C) occurs on the day of or one
day before the Discharge Date (A2000), the OBRA Discharge assessment and Part A
PPS Discharge assessment are both required and must be combined. When the OBRA
and Part A PPS Discharge assessments are combined, the ARD (A2300) must be equal to
the Discharge Date (A2000).

If the End Date of Most Recent Medicare Stay (A2400C) occurs on the same day that
the resident dies, a Death in Facility Tracking Record is completed, with the Discharge
Date (A2000) equal to the date the resident died. In this case, a Part A PPS Discharge
assessment is not required.

For a standalone Part A PPS Discharge assessment, the End Date of the Most Recent
Medicare Stay (A2400C) must be equal to the ARD (Item A2300).
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A2400: Medicare Stay (cont.)

Examples

1.

Resident G. began receiving services under Medicare Part A on October 14, 2021. Due to
their stable condition and ability to manage their medications and dressing changes, the
facility determined that they no longer qualified for Part A SNF coverage and began
planning their discharge. An Advanced Beneficiary Notice (ABN) and an NOMNC with
the last day of coverage as November 23, 2021 were issued. Resident G. was discharged
home from the facility on November 24, 2021. Code the following on their combined
OBRA and Part A PPS Discharge assessment:

e AO0310F=10

« A0310G=1

e AO0310H=1

* A2000 = 11-24-2021
e A2105=01

e A2300=11-24-2021
e A2400A =1

* A2400B = 10-14-2021
e A2400C = 11-23-2021

Rationale: Because Resident G’s last day covered under Medicare was one day before
their physical discharge from the facility, a combined OBRA and Part A PPS Discharge
was completed.

Resident N began receiving services under Medicare Part A on December 11, 2021. They
were unexpectedly sent to the emergency department on December 19, 2021 at 8:30 p.m.
and were not admitted to the hospital. They returned to the facility on December 20,
2021, at 11:00 a.m. Upon Resident N’s return, their physician’s orders included
significant changes in their treatment regime. The facility staff determined that an Interim
Payment Assessment (IPA) was indicated as the PDPM nursing component was
impacted. They completed the IPA with an ARD of December 24, 2021. Code the
following on the IPA:

e A2400A =1
e« A2400B = 12-11-2021
e A2400C = --mmmemmv

Rationale: Resident N was out of the facility at midnight but returned in less than 24
hours and was not admitted to the hospital, so was considered LOA. Therefore, no
Discharge assessment was required. Their Medicare Part A Stay is considered ongoing;
therefore, the date in A2400C is dashed.
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A2400: Medicare Stay (cont.)

3.

Resident R. began receiving services under Medicare Part A on October 15, 2021. Due to
complications from their recent surgery, they were unexpectedly discharged to the
hospital for emergency surgery on October 20, 2021, but are expected to return within 30
days. Code the following on their OBRA Discharge assessment:

* AO0310F=11

e A0310G=2

e AO0310H=1

* A2000 = 10-20-2021
e A2105=03

e A2300 = 10-20-2021
« A2400A =1

* A2400B = 10-15-2021
* A2400C = 10-20-2021

Rationale: Resident R’s physical discharge to the hospital was unplanned, yet it is
anticipated that they will return to the facility within 30 days. Therefore, only an OBRA
Discharge was required. Even though only an OBRA Discharge was required, when the
Date of the End of the Medicare Stay is on the day of or one day before the Date of
Discharge, MDS specifications require that AO310H be coded as 1.

Resident K began receiving services under Medicare Part A on October 4, 2021. They
were discharged from Medicare Part A services on December 17, 2021. They and their
family had already decided that Resident K would remain in the facility for long-term
care services, and they were moved into a private room (which was dually certified) on
December 18, 2021. Code the following on their Part A PPS Discharge assessment:

e AO0310F=99

« A0310G="

e AO0310H=1

* A2000="

e A2105="

e A2300=12-17-2021
e A2400A =1

* A2400B = 10-04-2021
e A2400C = 12-17-2021

Rationale: Because Resident K’s Medicare Part A stay ended, and they remained in the
facility for long-term care services, a standalone Part A PPS Discharge was required.

October 2024 Page A-60



CMS’s RAI Version 3.0 Manual CH 3: MDS Items [A]

A2400: Medicare Stay (cont.)

5. Resident W began receiving services under Medicare Part A on November 15, 2021.
Their Medicare Part A stay ended on November 25, 2021, and they were unexpectedly
discharged to the hospital on November 26, 2021. However, they are expected to return
to the facility within 30 days. Code the following on their OBRA Discharge assessment:

e AO0310F =11

e A0310G=2

e AO0310H=1

* A2000 = 11-26-2021
e A2105=03
 A2300=11-26-2021
« A2400A =1

e A2400B = 11-15-2021
* A2400C = 11-25-2021

Rationale: Resident W’s Medicare stay ended the day before discharge and they are
expected to return to the facility within 30 days. Because their discharge to the hospital
was unplanned, only an OBRA Discharge assessment was required. Even though only an
OBRA Discharge was required, when the Date of the End of the Medicare Stay is on the
day of or one day before the Date of Discharge, MDS specifications require that AO310H
be coded as 1.
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Medicare Stay End Date Algorithm

A2400C

Is the resident's
Medicare stay
ongoing?

|

No

i

Did the resident's
SNF benefit
exhaust?

l

No

l

Was a generic
notice issued tothe | ———>» Yes ——
resident?

|

No

i

Did the resident's
payer source
change from Part A
to another payer?

l

No

l

Enter the date
resident was
discharged from
facility

—>» Yes ——»

—>» Yes —»

—> Yes —M>

Enter dashes

Enter the date of the
last covered day,
i.e., the 100th day

Enter the effective
date on the Generic
Notice for last
covered day*

Enter the date of the
last paid day of
Medicare A

*if resident leaves facility prior to last covered day as recorded on the generic

notice, enter date resident left facility.
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SECTION B: HEARING, SPEECH, AND VISION

Intent: The intent of items in this section is to document whether the resident is comatose, the
resident’s ability to hear (with assistive hearing devices, if they are used), understand, and
communicate with others, and the resident’s ability to see objects nearby in their environment.

B0100: Comatose

B0100. Comatose

enercode  PErsistent vegetative state/no discernible consciousness
0. No — Continue to B0200, Hearing
1. Yes — Skip to GG0100, Prior Functioning: Everyday Activities

Item Rationale DEFINITION
Health-related Quality of Life COMATOSE (coma)
) ) ) ) A pathological state in which
» Residents who are in a coma or persistent vegetative neither arousal (wakefulness,
state are at risk for the complications of immobility, alertness) nor awareness
including skin breakdown and joint contractures. exists. The person is
. unresponsive and cannot be
Plannmg for Care aroused; they do not open
 Care planning should center on eliminating or their eyes, do not speak and
minimizing complications and providing care consistent | 90 Nt move their extremities
with the resident’s health care goals. on Comma”d. or In fesponse
to noxious stimuli (e.g., pain).

Steps for Assessment

1. Review the medical record to determine if a neurological diagnosis of comatose or persistent
vegetative state has been documented by a physician, or nurse practitioner, physician
assistant, or clinical nurse specialist if allowable under state licensure laws.

Coding Instructions

 Code 0, no: if a diagnosis of coma or persistent vegetative state is not present during
the 7-day look-back period. Continue to B0200 Hearing.

 Code 1, yes: if the record indicates that a physician, nurse practitioner or clinical nurse
specialist has documented a diagnosis of coma or persistent vegetative state that is
applicable during the 7-day look-back period. Skip to Section GG, Functional Abilities.
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B0100: Comatose (cont.)

DEFINITION
Coding Tips PERSISTENT
* Only code if a diagnosis of coma or persistent VEGETATIVE STATE

vegetative state has been assigned. For example, some Sometimes residents who
residents in advanced stages of progressive neurologic were comatose after an
disorders such as Alzheimer’s disease may have severe | anoxic-ischemic injury (i.e.,
cognitive impairment, be non-communicative and sleep | not enough oxygen to the

a great deal of time; however, they are usually not brain) from a cardiac
comatose or in a persistent vegetative state, as defined arrest, head trauma, or
here. massive stroke, regain

wakefulness but do not
evidence any purposeful
behavior or cognition. Their
eyes are open, and they may
grunt, yawn, pick with their
fingers, and have random
body movements.
Neurological exam shows
extensive damage to both
cerebral hemispheres.

B0200: Hearing

B0200. Hearing

entercode  Ability to hear (with hearing aid or hearing appliances if normally used)
0. Adequate - no difficulty in normal conversation, social interaction, listening to TV
1. Minimal difficulty - difficulty in some environments (e.g., when person speaks softly or setting is noisy)
2. Moderate difficulty - speaker has to increase volume and speak distinctly
3. Highly impaired - absence of useful hearing

Item Rationale
Health-related Quality of Life

* Problems with hearing can contribute to sensory deprivation, social isolation, and mood
and behavior disorders.

e Unaddressed communication problems related to hearing impairment can be mistaken for
confusion or cognitive impairment.

Planning for Care
e Address reversible causes of hearing difficulty (such as cerumen impaction).
» Evaluate potential benefit from hearing assistance devices.

* Offer assistance to residents with hearing difficulties to avoid social isolation.

October 2024 Page B-2



CMS

’s RAI Version 3.0 Manual CH 3: MDS Items [B]

B0200: Hearing (cont.)

Ste
1.

Consider other communication strategies for persons with hearing loss that is not
reversible or is not completely corrected with hearing devices.

Adjust environment by reducing background noise by lowering the sound volume on
televisions or radios, because a noisy environment can inhibit opportunities for effective
communication.

ps for Assessment

Ensure that the resident is using their normal hearing appliance if they have one. Hearing
devices may not be as conventional as a hearing aid. Some residents by choice may use
hearing amplifiers or a microphone and headphones as an alternative to hearing aids. Ensure
the hearing appliance is operational.

Interview the resident and ask about hearing function in different situations (e.g. hearing
staff members, talking to visitors, using the telephone, watching TV, attending activities).

Observe the resident during your verbal interactions and when they interact with others
throughout the day.

Think through how you can best communicate with the resident. For example, you may
need to speak more clearly, use a louder tone, speak more slowly or use gestures. The
resident may need to see your face to understand what you are saying, or you may need to
take the resident to a quieter area for them to hear you. All of these are cues that there is a
hearing problem.

Review the medical record.

Consult the resident’s family, caregivers, direct care staff, activities personnel, and speech or
hearing specialists.

Coding Instructions

Code 0, adequate: No difficulty in normal conversation, social interaction, or
listening to TV. The resident hears all normal conversational speech and telephone or
group conversation.

Code 1, minimal difficulty: Difficulty in some environments (e.g., when a person
speaks softly or the setting is noisy). The resident hears speech at conversational levels
but has difficulty hearing when not in quiet listening conditions or when not in one-on-
one situations. The resident’s hearing is adequate after environmental adjustments are
made, such as reducing background noise by moving to a quiet room or by lowering the
volume on television or radio.

Code 2, moderate difficulty: Speaker has to increase volume and speak distinctly.
Although hearing-deficient, the resident compensates when the speaker adjusts tonal
quality and speaks distinctly; or the resident can hear only when the speaker’s face is
clearly visible.
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B0200: Hearing (cont.)

* Code 3, highly impaired: Absence of useful hearing. The resident hears only some
sounds and frequently fails to respond even when the speaker adjusts tonal quality,
speaks distinctly, or is positioned face-to-face. There is no comprehension of
conversational speech, even when the speaker makes maximum adjustments.

Coding Tips for Special Populations

* Residents who are unable to respond to a standard hearing assessment due to cognitive
impairment will require alternate assessment methods. The resident can be observed in
their normal environment. Do they respond (e.g., turn their head) when a noise is made at
a normal level? Does the resident seem to respond only to specific noise in a quiet
environment? Assess whether the resident responds only to loud noise or do they not
respond at all.

Examples

1. “When I’'m at home, I usually keep the TV on a low volume and hear it just fine. When I
have visitors, I can hear people from across the room.”

Coding: B0200 would be coded 0, Adequate.

Rationale: The resident hears normal conversational speech.

2. “Sitting at the dinner table, I can hear people who are sitting close by me within five feet, but
not much if they are sitting down one end of the table speaking at a normal volume, and I’'m
at the other end of the table about eight feet away.”

Coding: B0200 would be coded 1. Minimal Difficulty.

Rationale: The resident has difficulty in some situations (when someone is sitting
farther away) but can hear clearly when someone is sitting close.

3. The resident failed to respond during an interview with the assessor despite the interviewer
increasing the volume of their voice and speaking distinctly. The resident’s family shared
that the resident cannot hear the spoken word, even when they are directly facing the resident
and speak loudly and distinctly, and they noted that they often use a picture board to point to
things to communicate with the resident.

Coding: B0200 would be coded 3, Highly Impaired.

Rationale: The resident has no comprehension of conversational speech, even when the
speaker makes maximum adjustments.
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B0200: Hearing (cont.)

4. “I have trouble following normal conversations, especially when a lot of different people are
talking at the same time. I can usually make out what someone is saying if they talk a little
louder and make sure they speak clearly and I can see their face when they are talking to
me.”

Coding: B0200 would be coded 2. Moderate Difficulty.

Rationale: The resident has difficulty hearing people in conversation, but
comprehension is improved when the speaker makes adjustments like speaking at high
volume, speaking clearly, and sitting close by so that the speaker’s face is visible.

B0300: Hearing Aid

B0300. Hearing Aid

Enercode  HeAriNg agld or other hearing appliance used in completing B0200, Hearing
. No
1. Yes

Item Rationale
Health-related Quality of Life

* Problems with hearing can contribute to social isolation and mood and behavior
disorders.

* Many residents with impaired hearing could benefit from hearing aids or other hearing
appliances.

e Many residents who own hearing aids do not have the hearing aids with them or have
nonfunctioning hearing aids upon arrival.

Planning for Care

* Knowing if a hearing aid was used when determining hearing ability allows better
identification of evaluation and management needs.

* For residents with hearing aids, use and maintenance should be included in care planning.

* Residents who do not have adequate hearing without a hearing aid should be asked about
history of hearing aid use.

* Residents who do not have adequate hearing despite wearing a hearing aid might benefit
from a re-evaluation of the device or assessment for new causes of hearing impairment.

Steps for Assessment

1. Prior to beginning the hearing assessment, ask the resident if they own a hearing aid or other
hearing appliance and, if so, whether it is at the nursing home.

2. If the resident cannot respond, write the question down and allow the resident to read it.
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B0300: Hearing Aid (cont.)

3.

If the resident is still unable, check with family and care staff about hearing aid or other
hearing appliances.

Check the medical record for evidence that the resident had a hearing appliance in place
when hearing ability was recorded.

Ask staff and significant others whether the resident was using a hearing appliance when they
observed hearing ability (above).

Coding Instructions

* Code 0, no: if the resident did not use a hearing aid (or other hearing appliance) for the
7-day hearing assessment coded in B0200, Hearing.

* Code 1, yes: if the resident did use a hearing aid (or other hearing appliance) for the
hearing assessment coded in BO200, Hearing.

B0600: Speech Clarity

B0600. Speech Clarity

enercode  S€lect best description of speech pattern
0. Clear speech - distinct intelligible words
1. Unclear speech - slurred or mumbled words
2. No speech - absence of spoken words

Item Rationale DEFINITION
Health-related Quality of Life SPEECH
»  Unclear speech or absent speech can hinder The verbal expression of
communication and be very frustrating to an individual. | articulate words.

* Unclear speech or absent speech can result in physical and psychosocial needs not
being met and can contribute to depression and social isolation.

Planning for Care

» If'speech is absent or is not clear enough for the resident to make needs known, other
methods of communication should be explored.

» Lack of speech clarity or ability to speak should not be mistaken for cognitive
impairment.

Steps for Assessment

1.
2.
3.

Listen to the resident.
Ask primary assigned caregivers about the resident’s speech pattern.

Review the medical record.
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B0600: Speech Clarity (cont.)

4. Determine the quality of the resident’s speech, not the content or appropriateness—just
words spoken.

Coding Instructions
 Code 0, clear speech: if the resident usually utters distinct, intelligible words.
* Code 1, unclear speech: if the resident usually utters slurred or mumbled words.

* Code 2, no speech: if there is an absence of spoken words.

B0700: Makes Self Understood

B0700. Makes Self Understood

CH 3: MDS Items [B]

Ability to express ideas and wants, consider both verbal and non-verbal expression
0. Understood

Usually understood - difficulty communicating some words or finishing thoughts but is able if prompted or given time

1.
2. Sometimes understood - ability is limited to making concrete requests
3. Rarely/never understood

Item Rationale

Health-related Quality of Life

Problems making self understood can be very
frustrating for the resident and can contribute to social
isolation and mood and behavior disorders.

Unaddressed communication problems can be
inappropriately mistaken for confusion or cognitive
impairment.

Planning for Care

Ability to make self understood can be optimized by not
rushing the resident, breaking longer questions into
parts and waiting for reply, and maintaining eye contact
(if appropriate).

If a resident has difficulty making self understood:
— Identify the underlying cause or causes.

— Identify the best methods to facilitate
communication for that resident.

DEFINITION

MAKES SELF

UNDERSTOOD

Able to express or
communicate requests,
needs, opinions, and to
conduct social conversation
in their primary language,
whether in speech, writing,
sign language, gestures, or a
combination of these. Deficits
in the ability to make one’s
self understood (expressive
communication deficits) can
include reduced voice
volume and difficulty in
producing sounds, or
difficulty in finding the right
word, making sentences,
writing, and/or gesturing.
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B0700: Makes Self Understood (cont.)

Steps for Assessment
1. Assess using the resident’s preferred language or method of communication.

2. Interact with the resident. Be sure they can hear you or have access to their preferred method
for communication. If the resident seems unable to communicate, offer alternatives such as
writing, pointing, sign language, or using cue cards.

Observe their interactions with others in different settings and circumstances.

4. Consult with the primary nurse assistants (over all shifts) and the resident’s family and
speech-language pathologist.

Coding Instructions
* Code 0, understood: if the resident expresses requests and ideas clearly.

* Code 1, usually understood: if the resident has difficulty communicating some
words or finishing thoughts but is able if prompted or given time. They may have
delayed responses or may require some prompting to make self understood.

* Code 2, sometimes understood: if the resident has limited ability but is able to
express concrete requests regarding at least basic needs (e.g., food, drink, sleep, toilet).

* Code 3, rarely or never understood: if, at best, the resident’s understanding is
limited to staff interpretation of highly individual, resident-specific sounds or body
language (e.g., indicated presence of pain or need to toilet).

Coding Tips and Special Populations

» This item cannot be coded as Rarely/Never Understood if the resident completed any of
the resident interviews, as the interviews are conducted during the look-back period for
this item and should be factored in when determining the residents’ ability to make self
understood during the entire 7-day look-back period.

*  While BO700 and the resident interview items are not directly dependent upon one
another, inconsistencies in coding among these items should be evaluated.

B0O800: Ability to Understand Others

B0800. Ability To Understand Others

enercode  Understanding verbal content, however able (with hearing aid or device if used)
0. Understands - clear comprehension
1. Usually understands - misses some part/intent of message but comprehends most conversation
2. Sometimes understands - responds adequately to simple, direct communication only
3. Rarely/never understood
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B0O800: Ability to Understand Others (cont.)

Item Rationale
Health-related Quality of Life

CH 3: MDS Items [B]

* Inability to understand direct person-to-person communication

— Can severely limit association with others.

— Can inhibit the individual’s ability to follow instructions that can affect health and

safety.
Planning for Care

e Thorough assessment to determine underlying cause or
causes is critical in order to develop a care plan to
address the individual’s specific deficits and needs.

* Every effort should be made by the facility to provide
information to the resident in a consistent manner that

they understand based on an individualized assessment.

Steps for Assessment

1. Assess in the resident’s preferred language or preferred
method of communication.

2. If the resident uses a hearing aid, hearing device or other
communications enhancement device, the resident should
use that device during the evaluation of the resident’s
understanding of person-to-person communication.

3. Interact with the resident and observe their understanding
of other’s communication.

DEFINITION

ABILITYTO

UNDERSTAND OTHERS
Comprehension of direct
person-to-person
communication whether
spoken, written, or in sign
language or Braille. Includes
the resident’s ability to
process and understand
language. Deficits in one’s
ability to understand
(receptive communication
deficits) can involve declines
in hearing, comprehension
(spoken or written) or
recognition of facial

expressions.

4. Consult with direct care staff over all shifts, if possible, the resident’s family, and speech-

language pathologist (if involved in care).

5. Review the medical record for indications of how well the resident understands others.

Coding Instructions

* Code 0, understands: if the resident clearly comprehends the message(s) and
demonstrates comprehension by words or actions/behaviors.

* Code 1, usually understands: if the resident misses some part or intent of the
message but comprehends most of it. The resident may have periodic difficulties
integrating information but generally demonstrates comprehension by responding in

words or actions.

* Code 2, sometimes understands: if the resident demonstrates frequent difficulties
integrating information, and responds adequately only to simple and direct questions or
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B0O800: Ability to Understand Others (cont.)

instructions. When staff rephrase or simplify the message(s) and/or use gestures, the
resident’s comprehension is enhanced.

* Code 3, rarely/never understands: if the resident demonstrates very limited
ability to understand communication. Or, if staff have difficulty determining whether or
not the resident comprehends messages, based on verbal and nonverbal responses. Or, the
resident can hear sounds but does not understand messages.

B1000: Vision

B1000. Vision
enercode  Ability to see in adequate light (with glasses or other visual appliances)

0. Adequate - sees fine detail, such as regular print in newspapers/books
1. Impaired - sees large print, but not regular print in newspapers/books
2. Moderately impaired - limited vision; not able to see newspaper headlines but can identify objects
3. Highly impaired - object identification in question, but eyes appear to follow objects
4.  Severely impaired - no vision or sees only light, colors or shapes; eyes do not appear to follow objects
Item Rationale DEFINITION
Health-related Quality of Life ADEQUATE LIGHT
* A person’s reading vision often diminishes over time. Lighting that is sufficient or
ey ) o comfortable for a person with
* Ifuncorrected, vision impairment can limit the normal vision to see fine
enjoyment of everyday activities such as reading detail.

newspapers, books or correspondence, and maintaining
and enjoying hobbies and other activities. It also limits the ability to manage personal
business, such as reading and signing consent forms.

* Moderate, high or severe impairment can contribute to sensory deprivation, social
isolation, and depressed mood.

Planning for Care
* Reversible causes of vision impairment should be sought.

* Consider whether simple environmental changes such as better lighting or magnifiers
would improve ability to see.

* Consider large print reading materials for persons with impaired vision.

* For residents with moderate, high, or severe impairment, consider alternative ways of
providing access to content of desired reading materials or hobbies.
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B1000: Vision (cont.)

Steps for Assessment

1. Ask family, caregivers, and/or direct care staff over all shifts, if possible, about the resident’s
usual vision patterns during the 7-day look-back period (e.g., is the resident able to see
newsprint, menus, greeting cards?).

2. Then ask the resident about their visual abilities.

Test the accuracy of your findings:

Ensure that the resident’s customary visual appliance for close vision is in place (e.g.,
eyeglasses, magnifying glass).

Ensure adequate lighting.

Ask the resident to look at regular-size print in a book or newspaper. Then ask the
resident to read aloud, starting with larger headlines and ending with the finest, smallest

print. If the resident is unable to read a newspaper, provide material with larger print,
such as a flyer or large textbook.

When the resident is unable to read out loud (e.g. due to aphasia, illiteracy), you should
test this by another means such as, but not limited to:

— Substituting numbers or pictures for words that are displayed in the appropriate print
size (regular-size print in a book or newspaper).

Coding Instructions

Code 0, adequate: if the resident sees fine detail, including regular print in
newspapers/books.

Code 1, impaired: if the resident sees large print, but not regular print in
newspapers/books.

Code 2, moderately impaired: if the resident has limited vision and is not able to
see newspaper headlines but can identify objects nearby in their environment.

Code 3, highly impaired: if the resident’s ability to identify objects nearby in their
environment is in question, but the resident’s eye movements appear to be following
objects (especially people walking by).

Code 4, severely impaired: if the resident has no vision, sees only light, colors or
shapes, or does not appear to follow objects with eyes.

Coding Tips and Special Populations

Some residents have never learned to read or are unable to read English. In such cases,
ask the resident to read numbers, such as dates or page numbers, or to name items in
small pictures. Be sure to display this information in two sizes (equivalent to regular and
large print).
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B1000: Vision (cont.)

» Ifthe resident is unable to communicate or follow your directions for testing vision,
observe the resident’s eye movements to see if their eyes seem to follow movement of
objects or people. Though these are gross measures of visual acuity, they may assist you
in assessing whether or not the resident has any visual ability. For residents who appear
to do this, code 3, highly impaired.

Examples

1. When asked about whether they can see fine detail, including regular print in
newspaper/books, the resident responds, “When I wear my glasses, I can read the paper
fine. If I forget to wear glasses, it is harder to see unless I hold the paper a little closer.”

Coding: B1000 would be coded 0, Adequate.

Rationale: The resident can read regular print when wearing glasses.

2. The assessor asks the resident to read aloud from a newspaper, starting with larger
headlines and then the smaller print. The resident is able to read the headlines but not the
regular newspaper print.

Coding: B1000 would be coded 1. Impaired.

Rationale: The resident is able to read large, but not regular, print.

3. “I cannot read the newspaper headlines, even with glasses.” When the assessor presents
the resident with newspaper text, while wearing glasses, the resident is not able to
correctly read the headlines. The resident is able to identify the objects on the table a few
feet away.

Coding: B1000 would be coded 2, Moderately Impaired.

Rationale: The resident is not able to read large print (i.e., newspaper headlines)
but is able to identify objects in their environment.

4. During the assessment, the resident states, “I cannot see much of anything at this point, I
can see blurry shapes and I can tell what large objects are, but I cannot read books
anymore—even the ones with giant print. I do okay recognizing my caregivers by their
voices, but I couldn’t tell you what they look like. Everyone’s just a blob of color, even
with my glasses on.” The resident’s eyes appear to follow the assessor when they move
about the room. When the assessor presents the resident with newspaper text, while
wearing glasses, the resident is able to appropriately reach for and successfully hold the
paper but is not able to correctly read the headlines.

Coding: B1000 would be coded 3, Highly Impaired.

Rationale: The resident is able to follow objects and track movement in the

environment (e.g., people moving throughout the room) but is unable to see people or
objects in detail.

October 2024 Page B-12



CMS’s RAI Version 3.0 Manual CH 3: MDS Items [B]

B1200: Corrective Lenses
B1200. Corrective Lenses
enercode  CoOrTEcCtive lenses (contacts, glasses, or magnifying glass) used in completing B1000, Vision

No
1. Yes

Item Rationale
Health-related Quality of Life

* Decreased ability to see can limit the enjoyment of everyday activities and can contribute
to social isolation and mood and behavior disorders.

* Many residents who do not have corrective lenses could benefit from them, and others
have corrective lenses that are not sufficient.

* Many persons who benefit from and own visual aids do not have them on arrival at the
nursing home.

Planning for Care

* Knowing if corrective lenses were used when determining ability to see allows better
identification of evaluation and management needs.

* Residents with eyeglasses or other visual appliances should be assisted in accessing them.
Use and maintenance should be included in care planning.

* Residents who do not have adequate vision without eyeglasses or other visual appliances
should be asked about history of corrective lens use.

* Residents who do not have adequate vision, despite using a visual appliance, might
benefit from a re-evaluation of the appliance or assessment for new causes of vision
impairment.

Steps for Assessment

1. Prior to beginning the assessment, ask the resident whether they use eyeglasses or other
vision aids and whether the eyeglasses or vision aids are at the nursing home. Visual aids do
not include surgical lens implants.

2. If the resident cannot respond, check with family and care staff about the resident’s use of
vision aids during the 7-day look-back period.

3. Observe whether the resident used eyeglasses or other vision aids during reading vision test
(B1000).

4. Check the medical record for evidence that the resident used corrective lenses when ability to
see was recorded.

5. Ask staff and significant others whether the resident was using corrective lenses when they
observed the resident’s ability to see.
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B1200: Corrective Lenses (cont.)

Coding Instructions

* Code 0, no: if the resident did not use eyeglasses or other vision aid during the
B1000, Vision assessment.

e Code 1, yes: if corrective lenses or other visual aids were used when visual ability was
assessed in completing B1000, Vision.

B1300. Health Literacy 0
Complete only if AO310B = 01 or AO310H = 1.

B1300. Health Literacy
Complete only if AO310B = 01 or AO310H = 1

Enter Code Hr?w oﬂenvdo you need to have someone help you when you read instructions, pamphlets, or other written material from your doctor or
pharmacy?

Never

Rarely

Sometimes

Often

Always

Resident declines to respond

Resident unable to respond

The Single Item Literacy Screener is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.

PN~ O

Item Rationale
Health-related Quality of Life

e Similar to language barriers, low health literacy DEFINITION
inte':rferes with communication between prqvider and HEALTH LITERACY
resident. Health literacy can also affect residents’ ' _
ability to understand and follow treatment plans, Health Ilt'era'cy is the degree
including medication management. to which individuals have the

capacity to obtain, process,
and understand basic health
information and services
needed to make appropriate
health decisions.

* Poor health literacy is linked to lower levels of
knowledge of health, worse outcomes, the receipt of
fewer preventive services, and higher medical costs and
rates of emergency department use.

Planning for Care

* Assessing for health literacy will facilitate better care coordination and discharge
planning.
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B1300. Health Literacy (cont.) 0

Steps for Assessment

This item is intended to be a resident self-report item. No other source should be used to
identify the response.

1. Ask the resident, “How often do you need to have someone help you when you read
instructions, pamphlets, or other written material from your doctor or pharmacy?”

Coding Instructions

* Code 0, Never: if the resident indicates never needing help reading instructions,
pamphlets, or other written materials from doctors or pharmacies.

* Code 1, Rarely: if the resident indicates rarely needing help reading instructions,
pamphlets, or other written materials from doctors or pharmacies.

* Code 2, Sometimes: if the resident indicates sometimes needing help reading
instructions, pamphlets, or other written materials from doctors or pharmacies.

* Code 3, Often: if the resident indicates often needing help reading instructions,
pamphlets, or other written materials from doctors or pharmacies.

* Code 4, Always: if the resident indicates always needing help reading instructions,
pamphlets, or other written materials from doctors or pharmacies.

» Code 7, Resident declines to respond: if the resident declines to respond.

 Code 8, Resident unable to respond: if the resident is unable to respond.

Example

1. When asked how often they need help when reading the instructions provided by their
doctor, the resident reports that they never need help. The resident’s adult child is present and
shares that a family member must always accompany the resident to doctors’ visits and that
the resident often needs someone to explain the written materials to them multiple times
before they understand, providing examples of needing to frequently explain to the resident
why they are on a special diet and why and how to take some of their medications.

Coding: B1300, Health Literacy is coded as Code 0, Never.

Rationale: The resident indicates they never need help reading instructions from their
doctor or pharmacist. B1300, Health Literacy is intended to be a resident self-report item
and no other sources, including family members/caregivers, should be used to identify the
response to this item.
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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 and whether the resident has signs and
symptoms of delirium. These items are crucial factors in many care-planning decisions.

CO0100: Should Brief Interview for Mental Status Be Conducted?

|
C0100. Should Brief Interview for Mental Status (C0200-C0500) be Conducted?
Attempt to conduct interview with all residents

Enter Code 0. No (resident is rarely/never understood) — Skip to and complete C0700-C1000, Staff Assessment for Mental Status
1. Yes — Continue to C0200, Repetition of Three Words

Item Rationale

Health-related Quality of Life

* Most residents are able to attempt the Brief Interview for Mental Status (BIMS), a
structured cognitive interview.

* A structured cognitive test is more accurate and reliable than observation alone for
observing cognitive performance.

— Without an attempted structured cognitive interview, a resident might be mislabeled
based on their appearance or assumed diagnosis.

— Structured interviews will efficiently provide insight into the resident’s current
condition that will enhance good care.

Planning for Care
* Structured cognitive interviews assist in identifying needed supports.

* The structured cognitive interview is helpful for identifying possible delirium behaviors
(C1310).

Steps for Assessment

1. Interact with the resident using their preferred language (See A1110). Be sure they can hear
you and/or have access to their preferred method for communication. If the resident needs or
requires an interpreter, complete the interview with an interpreter. If the resident appears
unable to communicate, offer alternatives such as writing, pointing, sign language, or cue
cards.

2. Determine if the resident is rarely/never understood verbally, in writing, or using another
method. If rarely/never understood, skip to C0600, Should the Staff Assessment for Mental
Status be Conducted?, unless the assessment being completed is a stand-alone Part A PPS
Discharge; if that is the case, then skip to C1310. Signs and Symptoms of Delirium.
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C0100: Should Brief Interview for Mental Status Be Conducted?
(cont.)

Coding Instructions

Code 0, no: if the interview should not be conducted because th