MDS Manual: LeadingAge Expert Provides Synopsis and Commentary on Latest MDS 3.0 Update

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/MDS-30-QM-Users-Manual-V60.pdf
The long-anticipated update of the RAI Manual held a few surprises, including some good news for providers on some elements.  Judy Brandt, LeadingAge MDS expert, R.N., and Master Teacher has prepared the following synopsis and commentary that is a “must read” for LeadingAge Wisconsin members.

Chapter 1

Several formatting issues corrected.  Wordsmithing in several paragraphs to increase clarity and further support resident-directed care.  For example,  "resident problems" have become "resident issues and concerns."

Chapter 2

Many PPS policies released in clarification memos on the CMS SNF PPS website are now included in the manual in Chapter 2 and repeated in Chapter 6.   There are no new policy changes or clarifications added to Chapter 6 that are not explained here in Chapter 2.

Section 2.8, Assessment Window
Added:  When coding a standalone Change of Therapy OMRA (COT), a standalone End of Therapy OMRA (EOT), or a standalone Start of Therapy OMRA (SOT), facilities must set the ARD for the assessment for a day within the allowable ARD window for that assessment type, but may only do so no more than two days after the window has passed.  And later on page 2-52: "Facilities may still exercise the use of this flexibility period in cases where the resident discharges from the facility during that period."

Commentary:  This rule is to give providers more flexibility in setting the ARD for unscheduled OMRAs than we have for scheduled PPS assessments, which must have ARDs set on the MDS by the end of the range of allowable days prior to discharge.  

Because it is not always possible to know if an OMRA will be due by the last allowable ARD, we are given two days after the ARD range to go back in time and set the ARD on an allowable day.  Unfortunately, two days is not always enough.  

Scenario:  COT checkpoint day 7 is on Friday. The MDS coordinator leaves at 5 PM, and the Occupational Therapy scheduled for the resident's bed time is not delivered because the resident is not feeling well.  If the MDS coordinator does not get the ARD set before the end of Sunday, it will not be timely and will incur default days.  For this reason, it is prudent to open a COT in this situation before leaving for the day on Friday, then deleting it on Monday if it's not needed. 

Section 2.9 MDS Medicare Assessments for SNFs. 

Page 2-48:  In the instructions for completion of an End of Therapy (EOT) OMRA, two paragraphs were added to clarify that an EOT is allowed but not required unless the SNF is going to bill at least 3 days after therapy ends to Medicare Part A:  "In cases where a resident is discharged from the SNF on or prior to the third consecutive day of missed therapy services, then no EOT is required. More precisely, in cases where the date coded for Item A2000 is on or prior to the third consecutive day of missed therapy services, then no EOT OMRA is required. If a SNF chooses to complete the EOT OMRA in this situation, they may combine the EOT OMRA with the discharge assessment."

Commentary:  In most situations, doing the EOT OMRA will lower the payment for those final days, so it is not a good idea.  However, it is nice to know that there is no penalty (other than leaving money on the table) if this option is selected.

Page 2-49: The instructions in the manual now more clearly match the instructions on the form for completion of O0450 - Resumption of Therapy:  "In cases where therapy resumes after the EOT OMRA is performed and the resumption of therapy date is no more than 5 consecutive calendar days after the last day of therapy provided, and the therapy services have resumed at the same RUG-IV classification level, and with the same therapy plan of care that had been in effect prior to the EOT OMRA, an End of Therapy OMRA with Resumption (EOT-R) may be completed. "

Commentary:  Before this phrase was added, some believed that therapy had to resume at the same RUG level only, not necessarily the same intensity per discipline, as stated on the actual MDS form for this block. The answers in O0400 remain an educated guess, because resuming with the same plan of care does not ensure the resident will be able or willing to participate at the same intensity per discipline.  This is why the resumption date is day 1 of the next COT count.  If you don't earn the minutes in that 7-day period, you won't get paid for them. 

Page 2-49 & 2-50:  Helpful instructions to billers on how an EOT-R affects payment:

In cases when the therapy end date is in one payment period and the resumption date is in the next payment period, the facility should bill the non-therapy RUG given on the EOT OMRA beginning the day after the last day of therapy treatment and begin billing the therapy RUG that was in effect prior to the EOT OMRA beginning on the day that therapy resumed (O0450B). If the resumption of therapy occurs after the next billing period has started, then this therapy RUG should be used until modified by a future scheduled or unscheduled assessment.

For example, a resident misses therapy on Days 11, 12, and 13 and resumes therapy on Day 15. In this case the facility should bill the non-therapy RUG for Days 11, 12, 13, and 14 and on Day 15 the facility should bill the RUG that was in effect prior to the EOT.

Commentary:  This is not a change in policy, but many billers had trouble deciding what to do in this situation.  Not many billers refer to the RAI manual, however, since their instructions are traditionally found in Chapter 6 of the Medicare Claims Processing Manual. 

Page 2-51:  2 important clarifications are now in the manual concerning the COT OMRA. 

1. "If Day 7 of the COT observation period falls within the ARD window of a scheduled PPS Assessment, the SNF may choose to complete the PPS Assessment alone by setting the ARD of the scheduled PPS assessment for an allowable day that is on or prior to Day 7 of the COT observation period."

Commentary:  Because this instruction was previously only in clarification memos, many providers were not aware that a COT could be replaced by a scheduled assessment on day 7 of the COT count.

1. "In cases where a resident is discharged from the SNF on or prior to Day 7 of the COT observation period, then no COT OMRA is required. More precisely, in cases where the date coded for Item A2000 is on or prior to Day 7 of the COT observation period, then no COT OMRA is required. If a SNF chooses to complete the COT OMRA in this situation, they may combine the COT OMRA with the discharge assessment. "

Commentary:  We are not required, but allowed to combine a COT with a discharge assessment when the day of discharge is day 7 of the COT count.  This should be a conscious decision by the MDS team.  If the money goes up, this is a good option.  If the money goes down, it makes no sense to do the COT. 

Page 2-52:  "When coding a standalone Change of Therapy OMRA (COT), a standalone End of Therapy OMRA (EOT), or a standalone Start of Therapy OMRA (SOT), the interview items may be coded using the responses provided by the resident on a previous assessment only if the DATE of the interview responses from the previous assessment (as documented in item Z0400) were obtained no more than 14 days prior to the DATE of completion for the interview items on the unscheduled assessment (as documented in item Z0400) for which those responses will be used. "

Commentary:  The key here is whether or not the date of the previous interview is more than 14 days prior to a day it could be used for the current assessment. 

Section 2.10 Combining Medicare Scheduled and Unscheduled Assessments
Page 2-52:  "In cases when a facility fails to combine a scheduled and unscheduled PPS assessment as required by the combined assessment policy, the payment is controlled by the unscheduled assessment. For example: if the ARD of an EOT OMRA is set for Day 14 and the ARD of a 14-day assessment is set for Day 15, this would violate the combined assessment policy. Consequently, the EOT OMRA would control the payment. The EOT would begin payment on Day 12, and continue paying into the 14-day payment window until the next scheduled or unscheduled assessment used for payment."

Commentary:  This issue can be very confusing for MDS coordinators.  Here is my take: 

1. For an EOT or SOT, if you can combine, you should combine.  There is no financial advantage to doing anything else.  The OMRA will control payment and you are wasting your time doing two.  You are not allowed to replace an EOT or SOT with a scheduled assessment.  Sometimes you cannot combine, because the scheduled assessment is done before therapy ends.  You can't help that, but the OMRA will trump the scheduled assessment for payment purposes.

2. For the COT, the rules are different.  You are allowed to replace a COT with a scheduled assessment, so you have a choice you must make each time.  

a. If the RUG goes up, combine with scheduled assessment on day 7 of the COT count and take your higher rate for the past 7 days.

b. If the RUG goes down, replace the COT with the scheduled assessment.  At least the lower rate will not go back in time for 7 days. 

Page 2-52:  New definition:  "USED FOR PAYMENT:  An assessment is considered to be "used for payment" in that it either controls the payment for a given period or, with scheduled assessments may set the basis for payment for a given period."

2.12 Medicare and OBRA Assessment Combinations
In the event that any OMRA is combined with a discharge assessment, the ARD for that combination assessment may be set one or two days after the day of discharge.  In each section describing each combination the following sentence has been added:  "The ARD must be set by no more than two days after the date of discharge. (See Section 2.8 for further clarification.)"

2.13 Factors Impacting the SNF Medicare Assessment Schedule
Page 2-71:  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 2-12 in this chapter, the Medicare assessment schedule may be adjusted for certain assessments. For scheduled PPS assessments, the Medicare assessment schedule is adjusted to exclude the LOA when determining the appropriate ARD for a given assessment. For example, if a resident leaves a SNF at 6 p.m. on Wednesday, which is Day 27 of the resident's stay and returns to the SNF on Thursday at 9 a.m., then Wednesday becomes a non-billable day and Thursday becomes Day 27 of the resident's stay. 

Therefore, a facility that would choose Day 27 for the ARD of their 30-day assessment would select Thursday as the ARD date rather than Wednesday, as Wednesday is no longer a billable Medicare Part A day.

In the case of unscheduled PPS assessments, the ARD of the relevant assessment is not affected by the LOA because the ARDs for unscheduled assessments are not tied directly to the Medicare assessment calendar or to a particular day of the resident's stay. 

For instance, Day 7 of the COT observation period occurs 7 days following the ARD of the most recent PPS assessment used for payment, regardless of whether an LOA occurs at any point during the COT observation period. For example, if the ARD for a resident's 30-day assessment were set for November 7 and the resident went to the emergency room at 11 p.m. on November 9, returning on November 10, Day 7 of the COT observation period would remain November 14.

Commentary:  The definition of a Leave of Absence on page 2-12 is:

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

· Temporary home visit of at least one night.

· Therapeutic leave of at least one night.

· Hospital observation stay less than 24 hours and the hospital does not admit the patient.

Page 2-72: 

In the case of an early COT OMRA, the early COT would reset the COT calendar such that the next COT OMRA, if deemed necessary, would have an ARD set for 7 days from the early COT ARD. 

For example, a facility completes a 30-day assessment with an ARD of November 1, which classifies a resident into a therapy RUG. On November 8, which is Day 7 of the COT observation period, it is determined that a COT is required. A COT OMRA is completed for this resident with an ARD set for November 6, which is Day 5 of the COT observation period as opposed to November 8, which is Day 7 of the COT observation period. 

This COT OMRA would be considered an early assessment and, based on the ARD set for this early assessment would be paid at the default rate for the two days this assessment was out of compliance. The next seven-day COT observation period would begin on November 7, and end on November 13.

Commentary:  If this instruction is not followed, it could cause a compounding effect resulting in more default days. Once the COT schedule gets off track and an early COT is completed, the COT count must be altered to start the day after the early COT ARD and not the day after when the COT ARD was supposed to be set. 

Late PPS Assessment.  This section was rewritten to incorporate CMS guidance from the previous clarification memos.  We will break this section down into more manageable portions.

Page 2-73: 

If the ARD on the late assessment is set for prior to the end of the period during which the late assessment would have controlled the payment, had the ARD been set timely, and/or no intervening assessments have occurred, 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 (including grace days when appropriate) and the late ARD (including the late ARD). 

The SNF would then bill the Health Insurance Prospective Payment System (HIPPS) code established by the late assessment for the remaining period of time that the assessment would have controlled payment.
For example, a Medicare-required 30-day assessment with an ARD of Day 41 is out of compliance for 8 days and therefore would be paid at the default rate for 8 days and the HIPPS code from the late 30-day assessment until the next scheduled or unscheduled assessment that controls payment. In this example, if there are no other assessments until the 60-day assessment, the remaining 22 days are billed according to the HIPPS code on the late assessment.

Commentary:  This is a huge surprise reversal of PPS policy for late scheduled assessments and it benefits the provider.  Take this example:  A PPS 5 day assessment is set on day 9 instead of day 8.  

Previously, the default rate would be billed for days 1 - 8, and the RUG from the late MDS would be billed for days 9 - 14.  With this update, the default rate would only be billed for 1 day, since the ARD was set one day late, and the RUG from the assessment would be billed for days 2 - 14. 

Page 2-73 & 2-74:

A second example, involving a late unscheduled assessment would be if a COT OMRA was completed with an ARD of Day 39, while Day 7 of the COT observation period was Day 37. 

In this case, the COT OMRA would be considered 2 days late and the facility would bill the default rate for 2 days and then bill the HIPPS code from the late COT OMRA until the next scheduled or unscheduled assessment controls payment, in this case, for at least 5 days. NOTE:  In such cases where a late assessment is completed and no intervening assessments occur, the late assessment is used to establish the COT calendar.

Commentary:  This is consistent with the previous instructions for an early COT.  The default rate is paid for the number of days the COT ARD is out of compliance, early or late,  and the next COT count begins the day after the early or late COT ARD.

Page 2-73:  New definitions added:

Intervening Assessment 
Refers to an assessment with an ARD set for a day in the interim period between the last day of the appropriate ARD window for a late assessment (including grace days, when appropriate) and the actual ARD of the late assessment.

Days Out of Compliance 
Refers to the number of days between the day following the last day of the available ARD window, including grace days when appropriate, and the late ARD (including the late ARD) of an assessment.

Commentary:  These terms are necessary to understand when examining how late and missed assessments affect payment. 

Page 2-74:

If the ARD of the late assessment is set after the end of the period during which the late assessment would have controlled payment, had the assessment been completed timely, or in cases where an intervening assessment has occurred and the resident is still on Part A, the provider must still complete the assessment. The ARD can be no earlier than the day the error was identified. 

The SNF must bill all covered days during which the late assessment would have controlled payment had the ARD been set timely at the default rate regardless of the HIPPS code calculated from the late assessment. For example, a Medicare-required 14-day assessment with an ARD of Day 32 would be paid at the default rate for Days 15 through 30.

A late assessment cannot be used to replace a different Medicare-required assessment. In the example above, the SNF would also need to complete the 30-day Medicare-required assessment within Days 27-33, which includes grace days. The 30-day assessment would cover Days 31 through 60 as long as the beneficiary has SNF days remaining and is eligible for SNF Part A services. In this example, the late 14-day assessment would not be considered an assessment used for payment and would not impact the COT calendar, as only an assessment used for payment can affect the COT calendar (see section 2.8).

Commentary:  If you miss a scheduled assessment and do not realize it until after the billing cycle is over, and the resident is still on Part A, you must complete the assessment using a current ARD to allow billing the default rate.  If you do not complete the late assessment, all days that assessment would be controlled payment must be billed at provider liability.  This is not new.  What is clarified here is that the late assessment in this case does not have any effect on the COT count.  Additionally, a late assessment can never replace an assessment that is now due.

Continuing on page 2-74:

A second example involving an unscheduled assessment would be the following. A 30-day assessment is completed with an ARD of Day 30. Day 7 of the COT observation period is Day 37. An EOT OMRA is performed timely for this resident with an ARD set for Day 42 and the resident's last day of therapy was Day 39. Upon further review of the resident's record on Day 52, the facility determines that a COT should have been completed with an ARD of Day 37 but was not. 

The ARD for the COT OMRA is set for Day 52. The late COT OMRA should have controlled payment from Day 31 until the next assessment used for payment. Because there was an intervening assessment (in this case the EOT OMRA) prior to the ARD of the late COT OMRA, the facility would bill the default rate for 9 days (the period during which the COT OMRA would have controlled payment). 

The facility would bill the RUG from the EOT OMRA as per normal beginning the first non-therapy day, in this case Day 40, until the next scheduled or unscheduled assessment used for payment.

Commentary: This is a fairly complicated example to bring home this point:  When you do a COT late, there can be many different types of intervening assessment between the time the COT was due and the time you realized it.  You only have to take default for the days the COT would have controlled payment.    In this example, an EOT ended the COT count and the EOT then controlled payment, so the COT default days stop when the EOT kicks in.

Missed PPS Assessment
Page 2-74:  "In the case of an unscheduled PPS assessment, if the SNF fails to set the ARD for an unscheduled PPS assessment within the defined ARD window for that assessment, and the resident has been discharged from Part A, the assessment is missed and cannot be completed. All days that would have been paid by the missed assessment (had it been completed timely) are considered provider-liable. However, as with the late unscheduled assessment policy, the provider-liable period only lasts until the point when an intervening assessment controls the payment."

Commentary:  No change in policy but this paragraph was added to clarify that the provider liability days end when an assessment is subsequently set correctly to control payment. 

Chapter 3 

Section I:  CMS continues to attempt clarify what is meant by an 'active diagnosis' without policy changes.  Page I-3: "Active diagnoses are diagnoses that have a direct relationship to the resident's current functional, cognitive, or mood or behavior status, medical treatments, nursing monitoring, or risk of death during the 7-day look-back period. Do not include conditions that have been resolved, do not affect the resident's current status, or do not drive the resident's plan of care during the 7-day look-back period, as these would be considered inactive diagnoses."

Section K:  This change requires CMS clarification.  The coding instructions for weight loss and weight gain in K0300 and K0310  now say "This item compares the resident's weight in the 7-day look back period with his or her weight at two snapshots in time."

Section M:  On page M-5 a new coding tip has been added in the instructions for M0210:  Number of Unhealed Pressure Ulcers.  This tip helps codes to differentiate between scabs and eschar: 

Scabs and eschar are different both physically and chemically. Eschar is a collection of dead tissue within the wound that is flush with the surface of the wound. A scab is made up of dried blood cells and serum, sits on the top of the skin, and forms over exposed wounds such as wounds with granulating surfaces (like pressure ulcers, lacerations, evulsions, etc.). A scab is evidence of wound healing. 

A pressure ulcer that was staged as a 2 and now has a scab indicates it is a healing stage 2 and therefore, staging should not change. Eschar characteristics and the level of damage it causes to tissues is what makes it easy to distinguish from a scab. It is extremely important to have staff who are trained in wound assessment and who are able to distinguish scabs from eschar.

Section O:  All references to 'strict isolation' in O010M have been changed to "single room isolation' with no policy changes.

Section X:    There are several revisions in this section to make clear that we may not modify the reason for assessment.  The data specs for April 2013, however, do include allowances to modify the reason for assessment.  

Additionally,  if an EOT is modified to add the Resumption block,  O0450B,  then X0900 E should be checked.  If the resumption block was added on a previous modification, and now the resumption block needs to be modified, do not check X0900E.

Appendix A:  The definition of continence has been revised:  "Any void into a commode, urinal, or bedpan that occurs voluntarily, or as the result of prompted toileting, assisted toileting, or scheduled toileting." 
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