Department of Health and Human Services

OFFICE OF
INSPECTOR GENERAL

Nursing Home Resident Assessment

Resour ce Utilization Groups

§ s,
s JUNE GIBBS BROWN
2 C Inspector General

JANUARY 2001
OEI-02-99-00041




OFFICE OF INSPECTOR GENERAL

The mission of the Office of Inspector Genera (O1G), as mandated by Public Law 95-452, isto
protect the integrity of the Department of Health and Human Services programs as well as the
health and welfare of beneficiaries served by them. This statutory mission is carried out through a
nationwide program of audits, investigations, inspections, sanctions, and fraud alerts. The
Inspector Genera informs the Secretary of program and management problems and recommends
legidlative, regulatory, and operational approaches to correct them.

Office of Evaluation and I nspections

The Office of Evaluation and Inspections (OEI) is one of severa components of the Office of
Inspector General. It conducts short-term management and program evaluations (called
inspections) that focus on issues of concern to the Department, the Congress, and the public. The
inspection reports provide findings and recommendations on the efficiency, vulnerability, and
effectiveness of departmental programs.

OEl's New Y ork regional office prepared this report under the direction of John I. Molnar,
Regional Inspector General, and Renee C. Dunn, Deputy Regional Inspector General. Principal
OEl staff included:

REGION HEADQUARTERS

Danielle Fletcher, Lead Analyst Susan Burbach, Program Specialist

Lucille Cop Barbara Tedesco, Mathematical Satistician
Vince Grelber Linda Moscoe

Steve Shaw Brian Ritchie

* All staff in the New Y ork Regional Office participated in this inspection.

To obtain copies of thisreport, please call the New Y ork Regional Office at 212 264-2000.
Reports are also available on the World Wide Web at our home page address:

http://www.hhs.gov/oig/oel



EXECUTIVE SUMMARY

PURPOSE

To provide aninitia review of the integration of the prospective payment system with the
resident assessment.

BACKGROUND

The Office of Inspector General undertook a series of nursing home inspections examining
the quality of care in nursing homes. This report is a part of that series. A companion
report, “Nursing Home Resident Assessment, Quality of Care,” provides a more detailed
analysis of the components of the minimum data set.

The Nursing Home Reform Act mandates that nursing facilities use a clinical assessment
tool known as the Resident Assessment Instrument to identify residents’ strengths,
weaknesses, preferences, and needs in key areas of functioning. The assessment is an
integra part of the residents’ medical record. It is designed to help nursing facilities
thoroughly evaluate residents and provides each resident with a standardized,
comprehensive, and reproducible resident assessment. Upon completion of the assessment,
the information guides the team to prepare individualized care plans for each resident. The
minimum data set (MDS) is a component of the resident assessment which contains a
standardized set of essential clinical and functional status measures.

The prospective payment system for a Medicare Part A skilled nursing facility stay was
phased into nursing homes between July of 1998 and January of 1999. Thishasraised a
new dimension of issues and concerns and changed the significance of the resident
assessment. Under the prospective payment system, skilled nursing facilities are required
to classify residents into one of forty-four Resource Utilization Groups (RUGs-111) based
on assessment data from the resident assessment.

This inspection is based on information gathered from three different sources: a medica
review of nursing home medical records for a sample of 640 nursing home residents, a
self-administered survey of 64 nursing home MDS coordinators, and a telephone survey of
64 nursing home administrators.

FINDINGS

Coding differences exist: both upcoding and downcoding

The RUGs flow from the MDS and drive Medicare reimbursement to nursing homes
under the prospective payment system. Residents are initially assigned to one of seven
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major categories of RUGs and then are further classified into 1 of 44 minor RUG
categories based on a MDS assessment. For 46 percent of the residents the nursing home
coded the resident in a RUG that was higher than our reviewer. For the remaining 30
percent, the nursing home coded the residents in a RUG that was lower than our reviewer.
We tested the potentia effect on reimbursement; it was not statistically significant.

Therapy minutes and activities of daily living are keys to RUG differences

There are 108 MDS elements that are used in developing the RUG category for each
Medicare resident. The minutes of therapy given to the residents is a key driver of the
RUG reimbursement. The nursing home completes the MDS by recording the time the
beneficiary spent receiving therapy. The therapy log includes both the time the beneficiary
spent receiving therapy and other related activities. Our reviewers compared the number
of minutes on the MDS to the time in the therapy logs and determined a difference to exist
when the therapy time did not match. Thus, some difference is anticipated between the
log and the MDS. One would expect the log to be higher than the MDS. However, we
found that in most cases the MDS is higher. The nursing home more often coded the
resident with more therapy minutes on their copy of the MDS than the therapy logs
indicate. More specifically, we found that minutes of both occupational and physical
therapy given in the last seven days show rates of difference between 39 and 46 percent
respectively. Thirty-one percent of the occupational therapy records and 34 percent of the
physical therapy records were coded in the MDS with more minutes.

Further, Section G of the MDS, “Physical Functioning and Structural Problems’ has a
higher total rate of difference (37 percent) than any other section used to develop RUGs.
Each field in Section G used in the RUG computation has a difference rate of at least 28
percent.

Concerns were raised regarding PPS training and additional staff responsibility

Ninety-three percent of MDS coordinators and 98 percent of nursing home administrators
report that the introduction of PPS has given additiona responsibilities to existing staff.
However, about 40 percent of administrators and MDS coordinators note that new staff
has been hired to handle PPS.

Almost al MDS coordinators and nursing home administrators state that the staff received
initial PPS training. However, 28 percent of MDS coordinators and administrators feel
that their staff were inadequately trained about the Medicare PPS. Some cite that there
was confusion and misunderstanding in the initia training sessions and express a need for
additional training. Twenty-seven percent of MDS coordinators note that they receive on-
going training and 60 percent of administrators say they have plans for additional PPS
training sessions.
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RECOMMENDATIONS

Thisis an early alert raising concerns about the accuracy of the RUG codes. The fact

that coding differences are both higher and lower indicates confusion or difficultiesin
implementing the MDS rather than an effort to “upcode” the RUGs to increase Medicare
reimbursement. However, such a practice cannot be ruled out and our study demonstrates
how vulnerable Medicare isto such a practice.

There are apparently differencesin how people perceive the MDS. Some seeit asa
primary document that does not need to be validated by medical documentation. Others
fedl it must be consistent and validated with the medical record. Clearly, there are
variations in interpretation in the way people are using the system. We believe any
inability to validate the resident assessment through the medical record would expose the
Medicare program to billing abuses. For these reasons, we recommend that HCFA:

> more clearly define MDS elements, especidly section G;

> provide enhanced and coordinated training to nursing homes to be sure that
similar and accurate MDS and RUG information is being disseminated; and

> require that nursing homes establish an audit trail to validate the 108 MDS
elements that drive the RUG code from other parts of the medical record, paying
particular attention to therapy minutes and activities of daily living.

The problems we describe in this report will require continuing attention. We plan to
revisit the prospective payment system in nursing homes after it has been implemented for
awhile.

AGENCY COMMENTS

We received comments from the Health Care Financing Administration. They concur with
the first two recommendations and describe a number of important steps they are taking to
improve understanding and implementation of resident assessment, particularly the MDS.

However, HCFA does not concur with our third recommendation to establish an audit
trail to validate the 108 MDS elements. Instead, they plan to fund a Program Safeguard
Contractor (PSC) to undertake the auditing and verification of MDS reports. They hope
to combine data validation and program integrity approaches.

We are certainly open to approaches other than the one used in this study to validate the
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RUG codes and are ready to work with HCFA in analyzing any such alternate methods.
However, for the time being we see no dternative to relying on amedical record review,
not just the MDS, to assure correct reimbursement for SNF services.

We appreciate HCFA'’ s thoughtful consideration of our report. We wish to emphasize
again that our work was intended to be an early look to identify potentia vulnerabilities
and issues for further work.

The Hedlth Care Financing Administration also provided technical comments which we
have incorporated in the report. The full text of the commentsis provided in Appendix G.
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INTRODUCTION

PURPOSE

To provide an initia review of the integration of the prospective payment system with the
resident assessment.

BACKGROUND

The Senate Speciad Committee on Aging held hearings in the summer of 1998 following
reports by the Health Care Financing Administration (HCFA) and the General Accounting
Office (GAO) of serious concerns about nursing home residents' care and well-being.
Subsequently, the Office of Inspector General (OIG) undertook a series of nursing home
inspections examining the quality of carein nursng homes. They include trendsin
reported abuse among residents, the role of the ombudsman in protecting residents, the
capacity of the State survey and certification program, the trends in the Online Survey
Certification and Reporting System (OSCAR) data, the access of nursing home survey
results, and access to nursing homes. This report is a part of that series. A companion
report, “Nursing Home Resident Assessment Quality of Care,” has a more detailed
analysis of the components of the minimum data set (MDS).

Generaly anursing homeis aresidential facility which offers daily living assistance to
people who are either physically or mentally unable to live independently. Residents are
provided rooms, meals, assistance with daily living, and, in most cases, some medical
treatment for those residents who require it.

Medicare Part A can help pay for skilled nursing facility (SNF) care for up to 100 daysin
a benefit period when a beneficiary meets certain conditions. These conditions include a
requirement of daily skilled nursing or rehabilitation services, a prior three consecutive day
stay in a hospital, admission to the SNF within a short period of time after leaving the
hospital, treatment for the same condition that was treated in the hospital, and a medical
professional certifying the need for daily skilled nursing or rehabilitation care. In 1990
Medicare paid $1.7 billion to nursing homes. In 1998 this amount had increased to $10.4
billion*. Medicare pays only asmall portion of the nation’s nursing home bills. Most bills
are paid by personal funds, purchased long-term care insurance, and Medicaid.

Medicaid coverage varies among States. Medicaid dligible beneficiaries who require
custodial care such as help with eating, bathing, taking medicine and toileting, as well as

us Department of Health and Human Services, Health Financing Administration, Office of the Actuary, National
Health Statistics Group: http://www.hcfa.gov/stats/nhe-oact/tables.
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those who require skilled care may have a nursing home stay paid by Medicaid. Medicaid
payments to nursing homesin 1996 totaled $40.6 billion. Despite the increase in Medicare
and Medicaid payments, concern remains about the quality of care in nursing homes.

In 1986 the Institute of Medicine conducted a study on nursing home regulation and
reported prevalent problems regarding the quality of care for nursing home residents and
the need for stronger Federal regulations. In 1987, the GAO reported that over one-third
of nursing homes were operating under the Federal minimum standards. This report, along
with widespread concern regarding nursing home conditions, led Congress to pass the
Omnibus Budget Reconciliation Act (OBRA 1987). Asapart of OBRA 1987, Congress
passed the comprehensive Nursing Home Reform Act (P.L. 100-203), expanding
requirements that nursing homes have to comply with prior to Medicare or Medicaid
certification.

The Resident Assessment

The Nursing Home Reform Act mandates that nursing homes use a clinical assessment
tool known as the Resident Assessment Instrument (RAI) to identify residents strengths,
weaknesses, preferences, and needs in key areas of functioning. The RAI is designed to
help nursing homes thoroughly evaluate residents and to provide each resident with a
standardized, comprehensive, and reproducible assessment. “With consistent application
of item definitions, the RAI ensures standardized communication both within the facility
and between facilities. Basically, when everyone is speaking the same language, the
opportunity for misunderstanding or error is diminished considerably.”?

The RAI was developed by aresearch consortium under contract with the HCFA and
consists of three key components: the Minimum Data Set (MDS), Triggers and Resident
Assessment Protocols (RAPs), and Utilization Guidelines. Most States required nursing
homes to begin implementing the RAI in 1991. It was intended that the RAI be a dynamic
tool, and HCFA began developing version 2.0 of the RAI in early 1993 which is now in
use. The HCFA is committed to continuous reviews and updates.

The RALI isintended to be completed by an interdisciplinary team of nursing home staff
who gather facts about the residents’ strengths and needs. The interdisciplinary team
should idedlly include dieticians, speech, physical and occupationa therapists, socid
workers, pharmacists, and nurses. The attending physician is also an important participant
in the RAI process providing valuable input on sections of the MDS and RAPs. Federal
regulations require each individual who completes a portion of the RAI to sign, date, and
certify its accuracy. Regulations also require that a registered nurse sign and certify that

s Department of Health and Human Services, Health Care Financing Administration, Long Term Care Resident
Assessment [nstrument User’s Manual Version 2.0 October, 1995.
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the assessment is complete. Upon completion of the assessment, the information guides
the team to prepare individualized care plans for each resident.

The Minimum Data Set

The MDS 2.0, acomponent of the RAI, contains a standardized set of essentia clinical
and functional status measures. It must be collected on every resident in the nursing home
at regular intervals during their nursing home stay regardless of the method of payment.
Nursing homes are required to “conduct initially and periodically a comprehensive,
accurate, standardized, reproducible assessment of each resident’ s functional capacity.” 3
All residents must be completely assessed in the first 14 days after admission, promptly
after asignificant change in their physical or mental condition, and at |east once every 12
months. Additionally, all MDS assessments must be reviewed at least every 3 months to
assure continued accuracy. Since the implementation of the prospective payment system
thereis amore frequent MDS schedule for those residents reimbursed by Medicare Part
A.

Resour ce Utilization Groups and the Prospective Payment System

A new dimension of issues and concerns was layered upon the resident assessment with
the advent of the prospective payment system. Effective June 23, 1998, nursing homes
participating in the Medicare and Medicaid programs are required to electronically submit,
at least monthly, MDS data to the State for all assessments conducted during the previous
month. Under the prospective payment system for a Medicare Part A skilled nursing
facility (SNF) stay, SNFs are required to classify residents into one of 44 Resource
Utilization Groups (RUGs-I11) based on assessment data from the MDS. Each SNF must
complete the assessments according to a schedule designed for Medicare payment. This
schedule requires residents, upon admission to a SNF, be assessed on the 5™, 14", 30",
60™, and 90™ days of the resident’s stay.

Under the new prospective payment system, SNFs will know in advance how much HCFA
will pay for each Medicare patient. The prospective payment system was phased into
nursing homesin July of 1998, and all nursing homes were expected to comply with the
new system in January of 1999. Some States are currently using a PPS system for
Medicaid reimbursement, while others are considering adopting it in lieu of their existing
systems.

The RUG-III classification is based on residents' resource needs and is divided into seven
major categories. rehabilitation, extensive services, specia care, clinically complex,
impaired cognition, behavior problems, and reduced physica function. Payment rates are

3us. Department of Health and Human Services, Health Care Financing Administration, Long Term Care Resident
Assessment [nstrument User’s Manual Version 2.0 October, 1995
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further differentiated between and within the seven major categories. Facility differences
in case-mix and for geographic variations in wages are a so incorporated into the payment
rates. The HCFA conducted a demonstration project to determine the appropriate
payment rates.

In a memorandum released in May 1999, HCFA gives instructions to the fiscal
intermediaries which outlines the process to be used for medical record review for PPS
clams. All fisca intermediaries are to review Medicare SNF PPS claims. The goal isto
identify inappropriate payments. It states that the Medicare bill must be supported by the
appropriate provider documentation including “the MDS, the medical record including
physician, nursing, and therapy documentation, and the beneficiary’ s billing history.”
This requirement is reinforced by another memorandum released in March 2000 which
refers to proper documentation including “hospital discharge summaries and transfer
forms, physician orders and progress notes; patient care plans; patient assessment
instrument (MDS); nursing and rehabilitation therapy notes; and treatment and flow charts
and vital sign records; weight charts and medication records.” °

M DS Coordination

When Medicare reimbursement became linked to resident assessments, the role of the
MDS coordinator became more vital to nursing homes. MDS coordinators are generally
registered nurses who oversee the assessments and paperwork in order to guarantee
proper completion. The MDS coordinators are able to mesh a combined effort of an
interdisciplinary staff to produce the written and electronic documents necessary for
Medicare reimbursement. The MDS coordinator is aso responsible for ensuring that each
resident’sMDS is coded accurately so that the nursing home is financially able to provide
all necessary services.

In addition, MDS coordinators affect the quality of care of the residents. Completing a
thorough and accurate comprehensive assessment enables the nursing home to provide
appropriate plans of care for each resident. The MDS coordinators can provide a global
picture of each resident and can spot weaknesses in their plans of care.

Prior Studies
The Research Triangle Institute completed a study in 1995 entitled “ Evaluation of the

Nursing Home Resident Assessment Instrument” that examined the effect of the resident
assessment instrument on quality of carein nursing homes. One finding suggested that

4Program Memorandum Intermediaries, transmittal No. A-99-20. Department of Health and Human Services, Health Care Financing
Administration, May 1999.

5Program Memorandum Intermediaries, transmittal No. A-00-08. Department of Health and Human Services, Health Care Financing
Administration, March 2000.
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administrators and directors of nursing positively accepted the RAI and believed it helped
individualize the plans of care. Another key finding suggested that overall quality of care
and care planning improved in nursing homes when the RAI was implemented. In
addition, the study indicated that the RAI significantly reduced hospitalization rates and
improved resident outcomes in certain aress.

However, recent reports by the Office of Inspector General® and another researcher’ found
that the failure to provide comprehensive assessments was among the 10 most frequently
cited deficiencies in nursing homes. A 1996 study for HCFA reported that between 25
and 30 percent of nursing homes were deficient in their development of comprehensive
assessments and/or comprehensive care plans.

METHODOLOGY

This inspection is based on information gathered from three different sources: a medical
review of nursing home medical records from a sample of 640 nursing home residents, a
self-administered survey of 64 nursing home MDS coordinators, and a telephone survey of
64 nursing home administrators. We conducted our field work between June and August
1999.

Sample Selection

We selected Medicare, Medicaid, and private pay nursing home residents using a three-
stage stratified, cluster sample. First, we selected a stratified sample of eight States to
include the four States with the most certified nursing home beds (California, New Y ork,
Texas, and Illinois), two States randomly selected from the four currently using a
prospective payment system for Medicaid reimbursement in a HCFA demonstration
project (Mississippi and Maine), and two States randomly selected from the remaining 40
States (Connecticut and Virginia).

Skilled nursing facilities refers to nursing homes that participate in Medicare. Nursing
facilities refers to nursing homes certified to participate in Medicaid. For the purposes of
this study, we will refer to Medicare, Medicaid, and private pay facilities as nursing homes
because we included all payor types for the sample selection.

Next, we randomly chose eight nursing homes in each of the eight sample States,
excluding nursing homes with a bed count of less than 60 to ensure a sufficient number of
residents who fit the selection criteria. Finaly, we randomly selected 10 residents in each

6 Department of Health and Human Services, Office of Inspector General, Office of Evaluations and Inspections,
Nursing Home Survey and Certification: Deficiency Trends OEI-02-98-00330, March 1999.

7Charl ene Harrington, Ph.D. The Regulation and Enforcement of Federal Nursing Home Standards, 1991-1996 University of
California, Department of Social and Behavioral Sciences, March 1998.
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nursing home for atotal of 640 residents. This selection was made from all nursing home
residents who were in the 64 sample nursing homes in December 1998, regardless of
payment source. These residents were admitted to the nursing home between July 1998
and December 1998. We selected the 14 day admission assessment completed for the
resident from July to December 1998 and reviewed all the medical records prior to this
assessment. Data for al samples were weighted and projected to the universe.

Medical Review and Analysis

Comparison with the medical record. We obtained the services of amedical review
contractor who employed nurses with experience in completing the MDS in nursing homes
and in consulting and training on the MDS process to conduct the review. These nurses
visited each nursing home and completed a 14 day assessment based on the resident’s
medical record for the same 14 day time period. In doing so, our reviewers did not refer
to the original MDS during their review nor did they contact the residents or the staff to
complete their assessments. They were instructed to complete each field of the
assessment only if there was sufficient and reliable information in the medical record to
warrant a determination. Subsequently, we made a comparison of the results for each
field. Inthisway, we were able to determine if the nursing homes' resident assessment
was consistent with the rest of the medical record.

Nine residents did not fit our selection criteria, thus leaving a sample of 631 residents. All
but three completed copies of the MDS were forwarded to us by the nursing home. The
nurses were unable to complete some fields in the MDS due to lack of information in the
medical record®. Most of these fields required information that was inappropriate for a 14
day assessment. All other fields had sufficient information for our reviewers to complete
the MDS.

The methodology is useful to identify differences between what our reviewers would have
entered in the MDS based on areview of the other medical records, versus what the
facility nurses observed in the actual physical assessment of the patient. Our method does
not permit a specific determination of why the differences occurred -- e.g., an error in the
MDS review by the observing nurse, an error or omission in the medical record, or ssimply
an honest difference of opinion given asimilar set of facts. However, overal such
differences might highlight the need to take steps to ensure greater consistency.

Generation of RUGs. In addition, the reviewers generated a RUG based on their
prepared MDS to compare to the RUG generated by the facility. Because we included al
payer sources in our sample, we were able to compare RUGs for 228 beneficiaries. The
remaining 403 beneficiaries had no RUG information on the copy of the MDS forwarded
to us. Medicaid and private pay residents are not required to be grouped in aRUG. In

8TheSJe fieldsinclude B6, C7, E3, E5, G3a, G9, H4, |3, K3, N5a, R1a, R1b, and R1c.
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addition, some nursing homes had yet to begin using PPS for reimbursement. In order to
compare differences in reimbursement rates between our reviewers and the nursing home,
we calculated RUG rates of our reviewers and the nursing homes based on case-mix
adjusted Federal rates for northeast, urban nursing homes.

Surveys

We sent a self-administered questionnaire to each MDS coordinator in the 64 nursing
homes in our sample and asked questions regarding the implementation of the resident
assessment and plans of care. We had a 100 percent response rate from the MDS
coordinators. We obtained information regarding the characteristics, training, and
coordination of the staff who compl ete the assessments and plans of care. In addition, we
looked at the structures and processes the staff use to perform the resident assessment and
their satisfaction with the process.

I nterviews

We conducted structured telephone interviews in July 1999 with nursing home
administrators in each of the 64 sample nursing homes. We had a 100 percent response
rate. We asked them questions regarding the implementation of the resident assessment
and plans of care. During these interviews, we also obtained information from them
regarding the characteristics, training, and coordination of the staff who complete the
assessments and plans of care. We also looked at the structures and processes the staff
used to fulfill the resident assessment instrument requirements and their satisfaction with
the process.

Limitations

The results of this analysis are limited by the information available in the medical record.
In some cases, the nursing home completes the MDS based on observation of or
discussion with the resident about which there may not be any other information in the
medical record.

For Section P: Specia Treatment and Procedures, which includes minutes of occupational
and physical therapy given in the last 7 days, the reviewer compared the therapy logs to
the MDS. In some cases, the logs were kept in units of 15 minutes. The reviewers
converted the units to minutes.

This inspection was conducted in accordance with the Quality Standar ds for
I nspections issued by the President’s Council on Integrity and Efficiency.
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FINDINGS

Coding differences exist: both upcoding and downcoding

Resource Utilization Groups, or RUGs, flow from the Minimum Data Set (MDS) and
drive Medicare reimbursement to nursing homes under the Prospective Payment System
(PPS). A resident isinitialy assigned to one of the seven major categories of RUGs based
on their clinical characteristics and functional abilities. Upon completion of the MDS,
Medicare residents are further classified into 1 of 44 minor RUGSs categories. See
Appendix A for acomplete listing of RUGs.

For 46 percent of the residents, the nursing home coded the resident in a RUG that was
higher than our reviewer. For the remaining 30 percent, the nursing home coded the
residentsin a RUG that was lower than our reviewer. See Chart 1. See Appendix B for
confidence intervals.

Chart 1
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In order to determine the potential effect of these differences on reimbursement, we
created a model based on assumptions. We assumed that the prospective payment system
was fully implemented and all nursing homes in the sample were in the urban northeast.
Using the case-mix adjusted Federal rates for the northeast, we found no statistically
significant effect. See Appendix C.

We looked at some characteristics that might explain the variation in coding. Nursing
homes that are not a member of a chain organization are more likely than those that are a
part of a chain organization to have RUG determinations different from our reviewers.
Eighty-two percent of non-chain nursing homes, compared to 72 percent of chain nursing
homes had differences between the nursing homes and our reviewers in the RUG codes.
There was not a significant difference between rural or urban nursing homes. See
Appendix D. Seven of the eight states in our sample had at least one nursing home that
coded al of their residents in a different RUG than our reviewer.

Special rehabilitation, the largest of the 7 mgor RUG categories, is composed of 14 of the
44 RUGs. Physical, speech, or occupationa therapy are clinica indicators that identify
residentsin the Special Rehabilitation category. Each RUG is given a number value that
corresponds to the complexity of the diagnosis, symptoms, and treatment.

Nursing homes are more likely than our reviewers to code the residents in the Special
Rehabilitation RUGs. Thirty-seven percent of all residents coded in a higher
reimbursement level were assigned to the Special Rehabilitation RUG category. While the
remaining 9 percent of al other residents who were coded higher by the nursing home fell
into the remaining 6 major RUG categories. Extensive Care, Special Care, Clinically
Complex, Cognitively Impaired, Behavior Problems, and Reduced Physical Functions.

In addition to this RUG group being the largest and generating the highest payments,
“Specia Rehabilitation” is notable because a previous OIG study found that nursing
homes prefer special rehabilitation patients’. Discharge planners who were interviewed
said that patients who require rehabilitation therapy are easier to place. They explained
that these patients generally have short stays and become independent in activities of daily
living quickly. In another report, 46 percent of nursing home administrators report that
specia rehabilitation patients such as physical, occupational, or speech therapy recipients
are more likely to be admitted for care'®.

° Department of Health and Human Services, Office of Inspector General, Office of Evaluations and Inspections,
Early Effects of the Prospective Payment System on Access to Skilled Nursing Facilities (OEI-02-99-00400), August 1999

10 Department of Health and Human Services, Office of Inspector General, Office of Evaluations and Inspections,
Early Effects of the Prospective Payment System on Access to Skilled Nursing Facilities: Administrators Perspective (OEI-02-
99-00401), October 1999

Nursing Home Resident Assessment:RUGs 9 OEI-02-99-00041



Therapy minutes and activities of daily living are keys to RUG
differences

Minutes of therapy given to the residentsis akey driver of the rehabilitation RUG
reimbursement. Minutes of both occupational and physical therapy given in the last 7 days
are two fields that are included in Section P: Special Treatment and Procedures. The
nursing home completes the MDS by recording the time the beneficiary spent receiving
therapy. The therapy log includes both the time the beneficiary spent receiving therapy
and other related activities. Our reviewers compared the number of minutes on the MDS
to the time in the therapy logs and determined a difference to exist when the therapy time
did not match. Thus, some difference is anticipated between the log and the MDS. One
would expect the log to be higher than the MDS. However, we found that in most cases
the MDS s higher. The nursing home more often coded the resident with more therapy
minutes on their copy of the MDS than the therapy logs indicate.

More specifically, of the 39 percent difference rate in occupational therapy, 31 percent of
the records were coded with higher rates than the therapy logs while only 9 percent were
coded lower. Of the 46 percent difference rate in physical therapy, 34 percent were coded
higher with only 12 percent coded lower. The overall difference rates of occupational and
physical therapy are well above the 15 percent difference rate average of al 108 elements.
See Appendix B for confidence intervals.

A resident’ s functional status is measured by an index of activities of daily living (ADLS)
and the number and types of services used. The ADL index is based on scoresin MDS
Section G, Physical Functioning and Structural Problems. This includes bed mobility,
transfer, eating, and toilet use.

Section G has a 37 percent difference rate making it the highest difference rate of al
sections used to develop the RUGs. All seven fieldsin Section G used in the RUG
computation have a difference rate of at least 28 percent. Section G includes assessments
for both self-performance and support. The self-performance section assess the degree to
which aresident can perform an activity independently. The support assessment describes
the nature and extent of the support provided. Some specific examples include the self-
performance assessment of bed mobility which has a 36 percent difference rate and the
support assessment of bed mobility which has a 33 percent difference rate. The self-
performance difference rate for transfersis 40 percent, and the support difference rateis
36 percent.

Forty percent of the nursing home MDS coordinators report Section G is the most
difficult to complete. When asked to indicate which section they would change, 20 percent
report they would change Section G. Some explained that the “ staff views capabilities
differently [and the capabilities] remain subjective” and they “would like
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more well-defined levels.”

Concerns were raised regarding PPS training and additional staff
responsibility

Ninety-three percent of MDS coordinators and 98 percent of nursing home administrators
report that the introduction of PPS has given additiona responsibilities to existing staff.
Further, about 40 percent of administrators and MDS coordinators note that new staff has
been hired to handle PPS.

Twenty-eight percent of MDS coordinators and administrators feel that the staff was
inadequately trained about the Medicare PPS. Some cite that there was confusion and
misunderstanding in the initial training sessions and express a need for additiona training.
Twenty-seven percent of MDS coordinators note that they receive on-going training and
60 percent of administrators say they have plans for additional PPS training sessions.
Almost all MDS coordinators and administrators state that the staff received initial PPS
training. Most MDS coordinators include formal workshops outside the nursing homes as
part of their initial training. Other initial training includes informal on-the-job training,
reading and referring to the manual, and formal training provided in the nursing home.

Administrators and MDS coordinators state that they receive training from private
consultants, corporate offices, HCFA, and the fiscal intermediary. Eighty-seven percent of
administrators fed that they have adequate resources available about PPS. They cite
corporate offices, consultants, the fiscal intermediary, and magazines and books as
resources used when they have questions.
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RECOMMENDATIONS

Thisis an early aert raising concerns about the accuracy of the RUG codes. The fact

that coding differences are both higher and lower indicates confusion or difficultiesin
implementing the MDS rather than an effort to “upcode” the RUGs to increase Medicare
reimbursement. However, such a practice cannot be ruled out and our study demonstrates
how vulnerable Medicare isto such a practice.

There are apparently differencesin how people perceive the MDS. Some seeit asa
primary document that does not need to be validated by medical documentation. Others
fed it must be consistent and validated with the medical record. Clearly, there are
variations in interpretation in the way people are using the system. We believe any
inability to validate the resident assessment through the medical record would expose the
Medicare program to billing abuses. For these reasons, we recommend that HCFA:

> more clearly define MDS elements, especidly section G;

> provide enhanced and coordinated training to nursing homes to be sure that
similar and accurate MDS and RUG information is being disseminated; and

> require that nursing homes establish an audit trail to validate the 108 MDS
elements that drive the RUG code from other parts of the medical record, paying
particular attention to therapy minutes and activities of daily living.

The problems we describe in this report will require continuing attention. We plan to
revisit the prospective payment system in nursing homes after it has been implemented for
awhile.

AGENCY COMMENTS

We received comments from the Health Care Financing Administration. They concur with
the first two recommendations and describe a number of important steps they are taking to
improve understanding and implementation of resident assessment, particularly the MDS.

However, HCFA does not concur with our third recommendation to establish an audit
trail to validate the 108 MDS elements. Instead, they plan to fund a Program Safeguard
Contractor (PSC) to undertake the auditing and verification of MDS reports. They hope
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to combine data validation and program integrity approaches.

We are certainly open to approaches other than the one used in this study to validate the
RUG codes and are ready to work with HCFA in analyzing any such alternate methods.
However, for the time being we see no dternative to relying on amedical record review,
not just the MDS, to assure correct reimbursement for SNF services.

We appreciate HCFA'’ s thoughtful consideration of our report. We wish to emphasize
again that our work was intended to be an early look to identify potentia vulnerabilities
and issues for further work.

The Hedlth Care Financing Administration also provided technical comments which we
have incorporated in the report. The full text of the commentsis provided in Appendix G.
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APPENDIX A

RUG-III Classification System

Nursing Home
Residents

4-3 9-15 16- 18
RVA RVB RVC
-7 8-12 13-18

RHB RHC

SPECIAL Yes
REHAB?

Yes
ical 0-1 2-3 4-5
" C";'g:,ﬁ;‘;:’" 551)—(59 SE3

SPECIAL
CARE?

1 Not Depressed

2 Depressed

1 Nursing Rehab 0 to 1
COGNITIVELY REI

IMPAIRED? .
2 Nursing Rehab 2+

1 Nursing Rehab 0 to 1
BEHAVIOR

PROBLEMS?

2 Nursing Rehab 2+

15 6-8 9-10 - 15 16-18
ADMPM )—(pm PC1 PD1 PE1
ADL? 35 6-8 9- 10 1-15 16- 18

! PA2 PB2 PC2 PD2 PE2

1897 Version, 44-Group Model based on work of Brant E. Fries, PhD Reformatted by JSC, Ink., 19986

1 Nursing Rehab 0 to 1

REDUCED
| PHYSICAL -
FUNCTIONS?

2 Nursing Rehab 2+
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APPENDIX B

Confidence Intervals for Key Findings

We calculated confidence intervals for the key findings. The point estimate and 95 percent
confidence interval are given for each of the following findings. The point estimates and
confidence intervals for the findings vary based on the standard error for each individua
finding.

KEY FINDINGS POINT CONFIDENC
ESTIMATE | EINTERVAL

Percent of matched RUGs 24% +/-9%
Percent of mismatched RUGs 76% +/-9%
NH coded higher and coded Specia 37% +/-14%
Rehabilitation
Difference rate of physica therapy 46% +/-5%
Difference rate of occupationa therapy 39% +/-11%
Difference rate of 108 MDS elements 15% +/-4%
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APPENDIX C

Statistical Tests for RUG Payment

It is not possible to make a precise dollar projection without using a model based on
assumptions. The prospective payment system for nursing homesis in transition until
2002. Currently, nursing homes are reimbursed using a mixed rate composed of part
federal rates and part rates based on individual nursing homes' previous cost base. In
addition, at the time we pulled our sample, December 1998, not al nursing homes had
converted to PPS, and billing information was not widely available.

In order to determine the potential difference in reimbursement, we constructed a payment
model based on assumptions. We used urban, northeast case-mix adjusted federa rates for
residentsin all nursing homes and assumed that PPS was fully implemented for all of our
nursing homes. We then projected reimbursement based on the RUG and payment
associated with that RUG. See Appendix E for payment rates. At the 95 percent
confidence level, the difference is not statistically significant.

Dollar Dollar Confidence Interval

Proj ections of Projection

Coding

Nursing Home $27,388,79 | $17,902,544 - $36,875,052
8

Our Reviewer $25,005,87 | $18,142,667 - $31,869,077
2
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APPENDIX D

Statistical Tests for Key Findings

We computed Chi-square values for differences in urban and rural nursing homes and the
differencesin RUG determinations different from our reviewers. We also looked at the
differences between chain and non-chain nursing homes and the differences in RUG

determinations. As shown in the table below, some variables are statistically significant
and some variables are not.

Variable Degrees | Chi-Square | Significant Difference
of in RUG coding
Freedom
Urban vs. Rural 1 57 No
Chain vs. Non-chain 1 8.50 Yes
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APPENDIX E

RUG Rates: Case-Mix Adjusted Rates for Northeast
Urban Nursing Homes

RUG Category Rate
RUC $384.21
RUB $345.90
RUA $327.28
RVC $296.15
RVB $286.30
RHC $271.53
RMC $267.34
RVA $261.12

SE3 $252.91
RHB $249.64
RMB $238.87
RHA $228.84
RMA $224.64

SE2 $218.97
RLB $212.95

SE1 $194.88
SSC $190.50
Ccc2 $189.41
SSB $181.74
RLA $179.01
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SSA $177.36
CC1 $175.18
CB2 $166.42
CB1 $158.75
CA2 $157.66
PE2 $153.28
PE1 $151.09
CAl $148.90
PD2 $145.62
PD1 $143.43
B2 $142.33
BB2 $141.24
IB1 $140.14
BB1 $137.95
PC2 $137.95
PC1 $136.86
A2 $129.19
BA2 $128.10
1Al $124.81
PB2 $122.62
PB1 $121.53
PA2 $120.44
BA1l $119.34
PA1 $117.15
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APPENDIX F

Minimum Data Set

In this appendix we have included a complete copy of the Minimum Data Set.
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Resident Numeric ldentifiar
MINIMUM DATA SET (MDS) — VERS/IONZ.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM
(Status in last 7 days, unless other ime frame Indicated)
SECTION A. IDENTIFICATION AND BACKGROLUND INFORMATION 3. MEMORY! [(Checkall deat rasitont was movmaty abig to recall during

1.| RESIDENT RECALL |%st7days)
NAME A8l Currant seasan That he/she is in a nursing hom
;. I e
a. (Firs) b. {Middle Iniai) c. (Las) d. (750 Leeation cfown room [y, | na
2. ROOM Staff namas/taces c. NONE OF AB N Eare recalled s
NUMBER D:D:I:I 4.] COGNITIVE | (Adagie cecisions reganding (asks of daiy i)
SKILLS FOR

DAILY 0. MOEPENDENT—decisions consistartireasanabla
DECISION- | 1. AMYURED INDEFPENDENC E—some difficulty in new sitvations

b

ASSESS- |a. Las/dayof MOS coserialon pemad

pergmibeel [ ] [ [ |-[ T[] MAKING |, o
BATE 2 RATELY IMAPAIRED—dedisions poor; cues/supervisian
Month Day Year required
m A. SEVERELY PAIRE—navertarely made decisions
b, Criginal (0} or comected copy of form (enter rumberalmrrecnon) 5. INDICATORS || Code /o7 beravor 7t 07z 18t 78y, (Nore- Accuraie
4a.; DATE OF |Date of reentry from temporary a hospital in OF POQUITES COMANStIons with staffand hmmmma&rxl&vmuwge
REENTRY | last 90 days (or since last aesessmentar admission it tess thar 90 days) DELIRIUM— | @7 Resiclent's belunvior oves this Hme).
PERIODIC |0, sehaviornot presart
| | 1_ _ DERED 1. Sehavior prasent, nct of recent anset
THINKING |2 Behavicrpeasant, over last 7 days appears differant from resident's usual
Morth Day Year WARED unctioning {8.g., new onsel or warsening)
5.| MARITAL |1.Never mamied 3. Widowed 5. Divorced a EASILY DISTRACTED—{e.g.. difficulty paying attentior; gets
STATUS  [2.Marmied 4. Separated sidetracked)

6.] MEDICAL b. PERIODS OF ALTERED PERCEPTION OA AWARENESS OF
RECORD [ | | | | 1 1 | | | | ‘ | SURRCUNDINGS—e.g.. moves lips or talks to somesns nol
NO. presant believes hesshe is sormewhare else: confuses night and

7.1 CURRENT |(Bg Citice Io incieate; ciachk avl 1t a0eiye i 4951 30 oays)

SOURCES [Medicaitper diern - VA perdiem c. EPISODES OF DISCAGANIZED SPEECH—e.g., speech is

inccherent, nonsansical. irelevant, orramblvngfrom subjectto

FORN.H. bject; thoug
STA Medicare per diem _ Setf or family pays for 1ul perdiem su loses tran of i)
- ) d.PERICDS OF RESTLESSNESS—{e g, fidgating or picking at skin,
Medicars ancillary - Meadicaid resident iabifty or Megicare clothing, napkins, etc; requent position changas; repetiive physical
partA co-paymant mavernents or calling out)
Medicare ancilary . Private insurance per diem {inciuding . PERIODS COF LETHARGY—{e.9., siuggishnass, staring into space;
part B oo-paymeni) difficult to arouse; littis body moverment)
CHAMPUS per diem _|s. _ | Stherpar diam ! 1. MENTAL FUNGTION VARIES OVER THE COURSE OF THE
8. REASONS |a.Prmary reason for assessment DAY—{e.g.. sometimes better, sametimes worsa; behaviors
ASFSOEZS- ﬁmnn assessmenl (required by day 14) L sometimes present, sometimes not)
assessment 6.| CHANGE IN [Resident's cogritive status, skills, or abilities have changed as
NT . Signdicam change in status assessment COGNITIVE [compared 1o status of 90 days ago {or since |ast assessment il less

. Significant correction of prior full assessment STATUS  [than 50 days)

g
pnrmw-hmw

i als B TII:[I:[_[III

Chuarterly review assassment
i 2 discrarge . Discharged—retum notanticipated 0. Nochangae 1. Improved 2. Dateriorated
orreentry Discharged—elurnanticipated
Sesesemert) 2 Discharged prior 0 completing iriial assassment SECTION C. COMMUNICATIONHEARING PATTERNS
2
efaf | 10, Sngmmomewm of prior quarterty assessment 1.| HEARING | Aeanng acpiarice. Jused]
m;rzs; Q. AODVE OF A0 Q. }#%H‘S'ADEMFHMIME] 1aik, TV, phong
Hoed Cocias - Al v 1. ADAPREAL DIFFICUL TY when not inquiet seling
> Mok S assassmat PPSor the State 2 HEARS il SPECIAL SITUATIONS IVLY—speaker has 10 adjust
z meﬁm toral quality and speal cistincty
G Mot oy assecmmeerts 3. HIGHL ¥ IMBHRED abserce of useful hearing
. Medicams X0 day assassment 2 GgM#ﬂng- ( C/rack aif Hrat oD QUG st 7 oS
& Mok ' AT) Hearing aid, present and used
Ofar: OB 25 esErent DEVICES/ '
g ,,‘Eﬁ;,'f}.maym TECH- |Hearing aid, present and not used requlariy
a Omer 7 NIQUES | Otherreceplive comm. techniques used (e.g., lip reading)
9.| RESPONSI- [(CVek 24 that 2000) Durakie power atterneyfinancial 4 MONE GFABCVE.
BILITY! | uandian 3.| MODES OF [(C0700k ol Lised &y resaiant 1o ke needs Arowr)
LEGAL ega g ) - Family member responsibie .. EXPRESSION Signe/gesturssisounds
GUARDIAN Otherlegalaversight | | o ocribie for selt Speach
Durable power of ! \Writing messages to Communicaticn beard 5.
atorrayheathcare  |q WOFABOVE ; express or clarity needs (b, .
10.| ADVANCED |[/ o thaase devms with 2 PIL ical . Othe t
racorn, chack. 200 American sign language
DIRECTIVES =4 that - . or Braille " e NONE OF ABOVE
Lrang wil . [ ] Feedngresin LA a| MAKING [T m{mmenr—ﬁamer
Denotrasuscitat®  [b | weciation restrictons B |0 unpEasTOOD
Do ot hospitalize . B e |- USLALLY CNDERSTOOD—fcuty g words o isnig
Organdonation _ Ciher treatment restrictions h houghts
2. SOME.WMESOWQEHSIUOD—ab\IJIy isfirmited to making concrete
Autopsy request n, MONE OF ABOVE L reque:
3. RA'HE{ YMEVER LINCERSTINID
5. SPEECH |[(Chok frspeschin e st 7 dadys
SECTION B. COGNITIVE PATTERNS CLARITY o oy 548 5RcECH—distinl, inteligible words
- - . UNCLEAR SPEECH—slurred, mumbled wards
1.| COMATOSE |(/ A Staieha. P COISCIOLISIIESS) 2. MO SPEECH—absence af spoken words
0.Na 1.¥8s (If yes, skip ta Section G) 5. | ABILITYTO |(DAoesiaang el
2| MEMORY |[/ocalof nhal was earred or krowr) UNDER- | puncosmans
a. Short-term mamory OK—sesams/appears to recall after 5 minutes t D'sl'rI:ENF?S 1. YSLALLY LNDERS TANDS —may miss some parlintent of
0. Memary OK 1. Memory problem ﬂ'le's"-;:‘:g?7
2. SO MSMEHSHAQZS‘—resmnds adequately to simple,
b. Long-+erm memory CK—seems/appears fo recail long past E direct
8. Mermary OK 1. Memory problem i 5 RNV mfﬁsmvas‘
7.| CHANGE IN | Resident's abildy 1o express. understand, or haar information has
COMMUNI- |changed as compared 1o status of 90 days ago (or sinca last
CATION/ |assessment it less than 90 days)
HEARING |0.Nocharge 1. Improved 2.Deterioraled
[ ]=nen bax biank, must enter number of letier 'a | = When lefter in bax, check if conition applies MOS 2.0 01/30/98
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Resident

SECTION D. VISION PATTERNS

1.

([ ADiy 1o 5o i AoEUARE JghHT 2T With JHas58S i Lsed)
0. ADECLATE—sees fing detall, including regular print in

VISION

newspaparsboo!
1. MEHFED—sees large print, but not regular print in newspapers/

bogks
2. MODERATEL ¥ MAAAiRED—imited vision; nat able 1o see
nawspaper headlings, butcan idemily abjscts
3. HIGHL Y MAAFEL—dbject identticatian in question, but eyes
earto loliow chiects
EVERELY IMAISED—NO vision of sees only light. caiors, ar
shapes; eyes do not appear to follow objects

M

VISUAL  |Side vision problems—decreased perpheral vision e.g.. leaves food
LIMITATIONS/ [ on one side of tray, difficulty traveling, burmps into people and cbjects,
DIFFICULTIES) misjudges ptacement of chair wher sealing seif

Experiences any of following: sees halos of rngs around lights; sees
flashas of Ight: sees “curtains” over eyes

NONE OF ABOVE

Numaeric identifier

EHAVIDRAL|

5.] CHANGE IN
SYMPTOMS [0. No

Resigents behavior stalus has changed as compared to status of 8¢
days ago {or sinca last assessment if less than 90 days) ‘
change 1. improved 2. Deteriorated

I SECTION F. PSYCHOSOCIAL WELL-BEING

Glassas; contact lenses: magnifying glass
1.%es

3. VISUAL
APPLIANCES| 0. No

SECTION E. MOOD AND BEHAVIOR PATTERNS
1.| INDICATORS [ (€00 Jor incicators observed in iast 30 4ays, imespectve of the
DEPO;ES- 0. Indicator nat exhibited in last 30
SION, 1. Indicator ol this type exhibited up I five days a week
ANXIETY, |2 Indicator of this exhibited daily or atmost daily (6, 7 days a week)
SADMODD |VERBAL EXPRESSIONS h. Repetitive health
OF DISTRESS complains—e. - ., dicat
" persistently seeks medi
a Resident made negative. atention, obsessive concern
salements—a.g., with body functions
i. Aepetitive anxious
Complajnts/concerns (Ron-
b. Repetitive questions—e.g.,
“ Ve go L g, What do ¢
o7 clothing, relalionship issues
¢ Repetitive verbalizatons— SLEEP-CYCLE ISSUES
(e_.gs., wﬂw%{c' heip. }. Unpleasant mood in morning
k Insomniaichanga inusual
d. Persistent anger with seff o sloepprtiam g
SAD, APATHETIC, ANXIQUS
r APPEARANCE
anger at care receved . )
. I. Sad, pained. worried lacial
e, Sef deprecation—a.g.. "/ expressions—e.g.. umrowed
2T G, T Of O USE brows
Ly m. Cryng, teartulress
1. Expressions of what .
appearte be unrealistc n. Repettive physical
faars—e.g., fear of baing :\ovementH.g.. paCng,
abandonad, left akane, and wnnging, restiessness,
being with others fidgeting, piching
@ Recurment statements thal LOSS OF INTEREST
samething tenribig is abowut o, Withdrawal from activities of
tu happen—e.g., believes interest—e.g., no inlerest in
he or she is about to die, long standing activites or
have a hean attack being wilh tamilyrienas
p. Reduced social interaction
2 MQaD Dne or more indicators of depressed, sad or anxigus mood were
PERSIS- | noteasily altered by attempis 1o "cheer up”, console, or reassure
TENCE  |the resident over last 7 days
Q. No maod 1. Incicatorspresent, 2. Indicators present,
indicaters easiy allered ot easily aitered
3.| CHANGE [Rescents mood status has changed as compared 10 $tatus of S
INMOOD  |days ago (or since last assessmentit less than 90 days)
0. Nochange 1. Imeroved 2. Detoriorated
4. BEHAVIORA ) Betzviorad symplomn [roquenicy i last 7 days
SYMPTOMS | 0. Behavior not exhibited in last 7 days

1. Bahavier o this type ocoured 1 to 3 daysin last 7 days
2 Behavicr o this type occumed 4 1o 6 days, but less than dally
3. Benavior of this type occumred daily

(B) Befavioral symoiam ai o fast 7 Gays
Q. Behawior not present OR behavmr was easily altered
1. Behavicr was not easity altes

(A)

B)

a WANDERING (mi¢ved with noralﬁonal purpase, seemingly
ohivieus to needs or salety)

b. VERBALLY ABUSIVE BEHAVICRAL SYMPTOMS (olhers
wara threatened, screamed at. cursed at)

&. PHYSICALLY ABUSIVE BEHAVICHAL SYMPTOMS (alners.
ware hit, shoved, scratched, sesually abused)

d. SOCIALLY INAPPROPRIATEDISRUPTIVE BEHAVICRAL
SYMPTCMS {made disruptive sounds, noisiness, screaming,
salf-abusive acts, sexual behavior or disrobing in public,
Ssmaarad/threw fooalteces, hoarding, rummaged ihrougn tthers'
betongings)

e. RESISTS CARE [resisted taking medications! injections, ACL

assistance, or eating)

SENSE OF

INITIATIVES

INVOLVE-
MENT

At ease Interacting wilh athers

At ease doing piannad or structured activities

At pase doing self-nifiated activities

Establishes cwh goals

Pursues involvernent in Iife of facility {e g., makes/keeps fiands;

involved in group activities; responds pasitively 1o new aclivibes:
assists at religious services)

Accepts invitations imao mest group activities
MONE (QF ABOVE

T

Wn

{UNSETTLED

RELATION-
SHIPS

Covervopen conlict with o repeated criliGsm o St
Unhappy with roommale

Unhappy with residents other than roommate
Openly expresses contict/anger with lamily/friends
Absence of personal contact with famity/friends
Recent icss of close family memberitiend

Does not adjusl easily to change inroutines

NONE OF ABOVE.

3

PAST ROLES

Streng idenfication with pasl roles and e S12s
Expresses sadness/angeriampty fesling over fost roles/status

Resident perceives that dally rautine (customary routine, actwibes) is
very ditferent from prcr pattern in the Gommunity

MONE OF ABOVE

h.
a
b
o

SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

—-igight-

| (AY ADL SELF-PERFORMANCE— Codie & /Bsioent’s PERFORMANCE OVERALL

HIFTS (il st 7 iy —Nor g e

0. NGEFENDEN N0 help or oversight —OF— Helploversight provaded only | or 2 times
during last 7 days

1. SUPERVISION—Oversight, encouragerent o cuging provided 3 or mare imes during
last? days —OR— Superasion (3 ar more times) pius physical assisiance provided only
1 or 2 times dunng ast 7 days

2. LAHTED ASSIS FNCA/—Resident highly imvobved in activity recenved physical help in
guvded maneuvering of limics or ather norweighi bearning assistance 3 or more mes —
R—More halp prowded onty 1 or 2 bmes during last 7 days

3. EXTENSIVE ASSISTANCE—While residem performed part of actvity, over ‘ast 7-day
penad, help of oliowing bype(s) provided 3 or more times:
aring sUpport
— Full staft perfomancs duning pan (but net alf of last 7 days
4, JOTRE DEPENDCENCE—Full statf perlormance of activity dunng entre 7 days
9. ACTAATY DIO NPT DCCURduring entire 7 days

TP

=3 ADL SUPPOH’T PROVIDED— Code for WOST SUPPORT PROVIDED
pemmmdz;mm

Na setup or pitysical help from stalt
Setup help only
One person physical assist

Two persons physical assist

=
B

TG L3St 7 AYE; COTR FERArTiess of reskisnt’s sei-

8. ADL actvily itself did not
accur dunng sntira 7 days.

SUPPORT

SELF-PERF

ED
MDBII.FTY

How resident maves to and from lying pesrion, tums skie 10 side,
and pasitiors bedy while in bed

14

TRANSFER

Haow residen] moves between surtaces—tofrom: bed, chair,
whesichair, standing position (EXCLUDE tarfrombathitodat)

o

WALKIN
ROOM

How resident walks betwsen Kcations in hiser room

WALK N
CORRIDOR

How resident walks in carmidor on unit

LGCOMO-
TION
ON UNIT

How resident moves between Iocations ut hisher room and
adjacent cermdor on same floor ifin wneemr. satt-sufficiency
once in chair

How resident moves to and retumns from off unitlocations (e.g.,
areas set asida for dining, achvities, or treatments). If Facility has
only one floar, how resident moves 1o and from distart areas on
the floor. 1 in wheelchair, seif-sufficiency onca in chair

DRESSING

{cdothing, including canning/removing prosthesis

How resident puts on, fastens. and takes off all items of $treet

Ed

EATING

How resident eats and drinks (regardiess of skill). Includes imake of
nounshment by ciher means je.4., ube leeding, total parenteral
nwdriion)

TOILET USE

How resizent uses the toilet room (or commocee, bedpan, unnai);
ransfer on/off loiiel, ceanses, changes pad, manages ostomy or ‘
cathater, acjusts clothes

j.| PERSDNAL

HYGIENE

How residertt maintaing personal hygiena, inctuding combing hair,
brushing teeth, snaving, applying makeup, washing/drying face,
hands. and gerineum (EXCLUDE baths and snowsrs)
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MDS2.0 0173088

OTHER
Delusions

NONE OF ABDVE
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Resident Numeric idantifier
2.] BATHING |How resident takes full-body bathvsnawer. sponge bath, and 3. JAPPLIANCES: Ay scheduledtaletingplan [, < Did not usa tollet raonmy ‘
transfers infout ol mwsnower {EXCLUDE washing ot back and har.} H . . commoderurinal 1.
Codle for mosi Gependent in sel perDImance and sunport A PROGRAMS , Biadder retraining program Padebriafs used —
(A) BATHING SELF-PERFCRMANCE codes appear below [ riefs us - S
External {condem) catheter Enemasimigation N !
0.  Independent—No help provided 4 i g .
1. Supervision—Oversght hap only Indwelling cathater o Ostomypresant i, ‘
2. Pysical help imiec to ranster only Inermitient catheter e |MOMECFASOVE L
3. Physical help in part of bathing activity 4.| CHANGE iN | Resicent's urinary continance has changed as compared 1o slatus of
4. Totaldependence Ugg:q@r?“l 90 days ago (or sincs last assessmant if less than 90 days)
8. Activity itself did not ocour during entire 7 days NENCE |0.Mocharge t.Improved 2. Deteriorated
{ Bautrg SHopor codes are as gelined i fem 1, codke 8 above)
3.| TESTFOR \(Comwimﬁeﬁﬂ?m SECTION L DISEASE DIAGNOSES
BALANCE 0 Mainlaine position as requred inest Checi aniy those diseases that have a relationship to current ADL status, cognitive slatus,
. .11 Unsteady, butable to rebalance self without physical support moad and behavior status, med:cal Teatments, nursing menitonng, cr fisk of death, (Ca not list
(seetraining |5 gl physical suppont during lest inactive diagnoses)
manual) or slands {sils) but cioes nal follaw directions for test 1.| DISEASES |(4r1ane 2800 CHECK the NONE OF ABOVE bay
3. Natable to atampt lest without physical help H i
2. Balance while standing ENDOCRINEMETABOLIC/ emiplegiaterniparesis
. " NUTRITIONAL Multipie sclerosis
b, Balance while siting—pasition, runk control i P i
2 FUNCTIONAL)( Cooe Bl VoS LS ast 7 oy et hieiered Wi ol Rctors & Diabeles melitus |a. | Pamplegia
LIMITATION resiiant 81 sk OF sy Hypertiyroidism h Parkinsan's diseasa
N RANGE QF{(A} RANGE OF MOTION {B) VOLLNVIARY MOVEMENT Hypathyraicism & Cuadriplegia
MOTCH 0. Nolimitation 0. Ngoloss Sei d
1. Limitation on one side 1. Partial loss HEART/CIRCULATION 2L disordes
(see u'nf‘i;ing 2, Limitation on both sides 2. Fullless (&) (B) Arteriosderatic heart discase Translent ischermic attack (TIA) [op
manual} 3 Neck (ASHD) a Traumalic brain injury
b‘Ann—lndudLr?gsho_k.uder_orelbm Cardiac dyshythmias & PSYCHIATRICMOOD
e. Hand—ncluding wrist or fingers Congestve hean falure 1. Arixigty disorder
d. Leg—Inciuding hip or knee Deep vein thrombosis 3 Depression
&, Footﬁncludmg ankle or toBs Hypartension h. Manic si0n (bipolar
T, Other o 555 Hypatension L cliseass)
5. ngs%!gf | Check ali that spply dinng lest 7days) F Peripheral vascular dissase ). Schizophrenia
"TiON Cane/walkerfcrutch _ Wheelchalr primary mode of (Other cardiovascular disease |k PULMONARY
Whesled saif iocomorian - muscuosketetal [N ssrme
Other person whedled = | NONE OF ABOVE e, Arthritis i Emprysema/COPD
B.| MODES OF |{ Check ail that appily dunng kast 7 days) Hip fracture Im. SENSORY
TRANSFER |n oitas) all of most of tme Lifted mechanically o Missing b fe.g, amputation)n. | Calaracts
Bed rails used for bed mobiity Transfer aid {a.q., slida board. st e o Disbeticretinapathy
oriranster i trapeze, cane, walker, brace) s, Pathcicgica borefracture. |p. | Glaucoma
Lifted manually e, |MonEoFasoE . :?T\L—rOiCAL Il it degeneration
T. TASK Sarme or all of ADL actvities were broken into subtasks during last 7 © ) s disease OTHER
SEGMENTA- |daye so that resident could pariorm them Aphasia Allergies
TION 0. No 1.Yes Cerabralpalsy Anemia
8. ADL Resident believes hesshe is capable ol increased independence in al
FUNCTIONAL lsast scma ADLS .. Corobrmvascular accidont Cancer
REHABILITA- Renaifailure
TION Direct care stafl believe resident ts capabie of increased independence |, Dementia oter than NONE CFAGOVE
POTENTIAL inalleast some ADLs  — Alzheimer’s cisease
Reskdent able o perform tasks/activity but is very slow c 2. | INFECTIONS - |/ none appiy; CHECK the NONE OF ABOVE box
Difference in ADL Self-Pariormance or ADL. Support, comparing 1 Antibictic resistantinfection Seplicernia
momings io evenngs LS {e.g.. Melhicllin resistant a Sexually Fansmitted diseases [
NONE OF ABOVE a (5:1‘39'1)(‘ anmean | Tubercubosis n
9.{ CHANGE IN | Resident's ADL seff-performance status has changed as compared ‘ostridum dificie {c. i - : fecton inlast30] |
ey AL 1o s of 90 days i ot since st assessmen f s tan 60 Canjunctvits. o |yt mectoninta
N N . y
daﬁo’man;e 1. improved 2.0 HIV infection 4 Viral hepalitis L%
Preurncnia. 8. Wound infection t
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection . NOME OF ABOVE m.
1.JCONTINENGE EELF-CONTROL CATEGCHIES 3., OTHER
(Code for rosidknt's PERFORMANCE OVER ALL SHIFTS) CURRENT | L tel
OR MORE
0. CONTINENT—Complele conol finclides use of idbweding srnary caiheter or csiery DETALED | L1 g lel |
G $1a! CORS 101 Bk Limte ar Steolf olmNgSEs c | |
1. YSLALLY CONWTIVENT—BLADDER, incontinant episodes once a week or less; Aggllxg-s . L 11 el |
BCWEL, less than weekly N L1 1o |
- 1
2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more limes a weak but not caily;
EL, once a week g SECTION J. HEALTH CONDITIONS
3. FHEQUENTLY INCONTIMENT—BLADDER, terded tc bs incontinen daly, but sama 1| PROBLEM || Chent s ribiemss prssnt 15517 days uniass atnes e ama 5
cantral present {e.g., on day shift), BOWEL, 2-3 imes a week I sV
INDICATORS OF FLUID izzinass/Vanigo
4. MCONVTINENT —Had inadequate control BLADDER. multiple daily episodes; STaTus Edema
BOWEL, all {or aimost all) ol the time Fevel
a.| BOWEL '|Control of bowsl movement, with apphance or bawel continence Wegniganar !ﬁs z g g’ | . i
CONTI-  [programs, itemployad ;‘;’sﬂmums vathin a 7 day IHalluginations
NENCE - inlerral bieeding
b.| BLADDER |Cantral of urinary blagder funciicn (i dribbies. valume insufficiant lo Inabiity 1o lia flat duie to Fecumrent lung asgiratians in
CONTI- | soak Ihrough uncerpants), with appliances (e.q., foley) or continence ;shartness af breath |aigmﬂ:w praens
NENCE  |programs, il employed i Deryoraled; ouput exceeds Shoriness of breath
2.| BOWEL Bowel elirmination rJamem Diarrhea e input
ELIMINATION | reqular—at least o Fecali ction i Insuthcient fuid: did NOT Syncepe {fainting)
avery ecatim, H i i
PATTERN | mvement lhree days i 4 consume allalmost ali iquids Uns.eady gat
Canstipation b I NONE OF ABOVE N provded durng last 3 days Vemiting



Nursing Home Resident Assessment:RUGs

Resident Nurreric Identifier
SECTION M. SKIN CONDITICN
2. PaIN (G e Arigrinesit Jeved OF it present i e Jast 7 days) 1| ULCERS |/Revonife mumber of oo af aach) wioer slage—rogaiiess i &
| SYMFTOMS ls. FREGUENCY with which b, INTENSITY of pain cause, ifnone present at a stage, record ‘0" (ren). codeamafam £2
i o o (Due toany | uang kst 7 days. Coce 9= Formors,) (Requires tul bocy exam.] | 54
i ;s&vﬁn}w w;‘gf o;i . 1, Mild pain cause) zZR
. P 2. Maderata pain 1 a,Stage 1. A persistent area ol skin redness (without a break in the
0. No pain { sk /o JA ) skin) that does not disappear when pressure is relieved.
1. Pain fess than daify 3. Times when pan s —
. harrible or excruciating b. Stage 2. A partial thickness loss of skin layers har presents
2 Pain daiy clinically as an abrasion, bister, o shallow craler.
3. PAINSITE |(#0a0 present check alf sies iharanol i st 7 days c.Stage 3. A full thickness of skin s lost, exposing the subcitanecus
Back pain _ Incisional pain 4. H fissuas - prasents as a deep craler with or without
Bone pain _ Join pain (gthar than hip) i undermining adjacenttissue.
. . _ d. Staged. A full thickness of skin and subcutanesus lissue s lost,
Chest pain whils doing usual Sottlissue pain (2.9, lesion,
piies usee] ? \Foraach eoraor muﬁi:rbxﬁw tage in e 1251 7 Gay
. 2.! TYPEOF fpe o ; £ Kl i L4
Headache Stamach pain ULCER using scare i iem Mi—ia, Genone; siages 1,2 3 4
Hip pan Other a. Pressure ulcer—any lesion caused by pressure resulting in damage
Iy
4.| ACCIDENTS . {Check il that apply) af underlying tissue
Fol in past 30 days _ Hip lracture n Last 160 days b. Stasis ulcar—open iesion caused by poer circylation in the lower
Fellin past 31-180 days b Other fracture in last 180 days (o, extremilies
NONE OF ABOVE L) 3. |HISTORY OF | Resident had an uicer that was resalved or cured in LAST 90 DAYS
5.] STABILITY |Conditons/diseases make resident's cognitive, ADL, mood arbehavior RESOLVED
CF patterns unstabie—{fluctualing, precanious, or deleriorating) a ULCERS |0-No 1.Yes
[FONDITIONS) & et experiencing an acute episada or a flare-up of arecurrentcr |, 4, | OTHER SKIN |{ C/ieck &l ifiat apply cunng st 7 diys)
chioric problem . SEOLEEIEO%% Abrasions, bruises a.
Enc-staga diseasa, 6 or fewer months ko live & PRESENT |Burng (second or third degree) b
NOWE QF ABOVE 4 Cpen lesions other than ulcers, rashes, cuts (e.g., cancer esions) c.
Rashes—e.q., interngo, eczema, dnug rash, heat rash, herpes zosler |d.
Skin desensitized 0 pain or pressure e
SECTICN K. ORALNUTRITIONAL STATUS Skintears o cuts (ather than eurgery) n
1] onaL [Chewing problem 2 Suigical wounds o
PROBLEMS 1
;::”‘:w?pmem b NONE OF ABOVE "
MEP;'FABM c. S| SKIN |(Cheak sl hat apply g i@st 7 Gays)
TR = — p—y = - d mENgr‘g Pressure refieving davice(s) for chair a
; Record (&) height in inches I in POcIos. Base wegdht 00 masi .
 AND  |reevemeasurein st 30 days, measure CORSISIEY 7 JOCORT W) Pressure relieving device(s) far bed b.
WEIGHT  |sandant 8oty practoe—e,g, in8.m aitervoiing, betbre meal with shoes Turning/repositioning program e
of @i pighiciatias Hutimion or ydrabon intervention to manage skin prodlems &
& HT LY b. WT [z) Ukcer care a.
3| weiGHT |8 Weightloss—3 % ormore iniast 30 days; or 10 % or more in last Surnical
CHANGE | 180cays urgical wound care _ ) |
0.No 1 Yeg Application of dressings (wath or without topical medications] other than|
t
h. Weight gain—5 % or more in last 30 days; or 10 % or more in last ele-?‘l . e
180 days Application of oimments/medications (otharthan to‘eel) .
0. No 1.Yas Other preventative or protective skin care {uther than to feel}
4| NUTRE  |Complains aboutthe taste of |Lm25%mmmcfbw MONE QF ABOVE
TIONAL  |manyloods . uneaten at mostmeals 5, FOOT { Check aif that S0Pk oty lst 7 days)
PROBLEMS | o v orvepetitive NONE OF ABOUE ""‘AF:‘I%BLEMS Resident has one or mare fool probiems—a g, Coms, calouses,
compiaints of hunger b. CARE |1 irions, hammer toes, overiapping toes, pain, stuctural problems
5.| NUTRE {(Checkad that spply in last 7 days, Infection of the foat—a.g)., cellulitis, purulent drainage
APEENM . |Parerteralty [n | Dietary supplement between Openlesions on the foal
ES  'Feedingtube A Nalls/caluses tnmmed during last 30 days.
Mechanicaly altersd diel . Pate quarg, stabiized burk-up Received preveniative o prolecive fool cara {e.g.. used special shoes,
‘ ) utansd, sle. inserts, pads, loe separators)
Syringe (oral teecing) Onaplanned weight change: Application af dressings (with o witheut topical medicafions )
' Thetapeutic diet _ program NONE GF ABOVE
! MONE OF ABOVE
6. PARENTERAL|( A2 fo Section L i nesther 53 11or 5 15 check:
PR ENTERAL check SECTION N. ACTIVITY PURSUIT PATTERNS
INTAKE > Code the proportion of total calaries the resident recetved thraugh - -
parenteral or ubse feedings in the last 7 days 1.|  TIME  [{Checkappmpriste time pertods over fast 7 days)
0. Nore 3 51%ta75% AWAKE Flesndentawaka_alicl most of time (i.e., naps no mare han ane hour
1. % 1o 25% 4. 76%10 100% per g period) in ha: Evening
2.26% to 50% Morming i
b otk e average vtk por dey by 1V o e s 7 days _____jAfternoon | NVONE OF ASCMVE 4
oy 3. 1001 10 1500 coiday (if resident is comatose, skip to Section O} i
1 1m500m 4,1501 to 2000 co/day : -
2.501 o 1600 cc/day 5. 2001 or more cciday 2. AV‘E'I?AAE'GE {When awaike and not receiving treatments or ADL care)
INVOLVED IN|0. Mosi—more than 2/3 ol time 2. Litle—ess than t/3of tme
' ACTIVTIES |1, Some—trom /3t 23 oflima 3.Nora
SECTION L ORAL/DENTAL STATUS S PRAFERRED (el cotfines 1 nhch acvies are preterred]
1.[ ORAL |Debris (soft, easily mavable substances} presentin mouth priar to | ACTMITY |Ownroom [a. ]
STATUS AND geing to bed at night | SETTNGS |poyocinymoom [ ] OMSceToly e |
DISEASE | Has dertures o removable broge i ; _
PREVENTIOM og! Inside NHiatt unit 2 MONF OF ABOVE
E;umela\l natural testh lost—does nal have or does nat use deniures 4.) GENERAL {{heckail PREFERENCES whelier or nol actily s cumenty
(v partal plates) ACTIVITY | vaikabie o resrgen) Trps i
Aroken loosa. o carios tocth PREFER- | Cardsiother games Fpsshoppra e |
en, , OF canous teel ENCES | crngans Walkingwheeling outdocrs _
{nfiamed gums gingiva): swellen of bieeding gums; cral abcesses; (adapied to "
ukcers of rashes resident's | Exerciseisports Warch 4 ™ _
] ) ) current | puse " Gardening or piants |
Daily cleaning cl teettvdentures or daily mowth care—by resicent or abilities)
staff Reaging/wriing ! Taixing or conversing "
NONE OF ABOVE Spiitualieigious Helpingathers L]
acimmes NONE OF ABQVE
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Resident. HNumenc dentfier

5.] PREFERS |Code B rosighi Lrerenices ib Galy mouthes 1. DEVICES [USS the following cods for fast 7 days)
CHANGE IN 9. Nochanga 1. Slight changa 2. Macrehange i AND (. Not used
DALY 3, Type of activties in which resigent is cumently imvolvad RESTRAINTS|1. Used 'ess than daily
ROUTINE | . ) 2. Used daily
|b. Extent of resident involvement in activities Beorals
SECTICN Q. MEDICATIONS a. —Full bedrails on ail open sides of bed
. - - b, — Other types Of sidie rails used (2.g., hall mil, one sids)
1.|NUMBER OF | (Recond the mumber of ifferent mecfcalions used i e st 7 oays, Tk restraint
MEDICA- | @er T"inone used ©. Iruns restrain
TIONS . Limbrestraini
2. NEW { FESRAGN! CLITENTEY 1ECar g MaCRCalons 1hal merg IVBEIa auning 1 &, Chairprevents nsing
MEDICA. | st 7 diays) v 5.| HOSPITAL  Record nurmber of imes resident was admitted 1 hospital vath an
TIONS 0. No -res STAY{S) |overnight stay in last $0 days (or since last assessment if iess than $0)
3. INJECTIONS | ( Recoredtie nurmberaf DAYS iiections afany bype roaied dinny | days). (Erter 07no oo,
the dast 7 days; emer 0" none vsed ! 5, EMERGENCY|Racard number of times resident visiled ER without an overnight stay
DAYS Aecord the rumber of DAV duing last 7 cays, enier 0" nol ROOM {ER} |in last 90 days (or since last assessment it less than 90 days).
RECEIVED 'use«ﬂvore—w 1 Ry long-aesngy meds L&’gs le8s Wcirr nki) VISIT(S)  |{Emter @ #re £F wisits)
THE i i
8. Artipsychetic 7.| PHYSICIAN |in the LAST 14 DAYS (or since admission if less than 14 daysin
FOLLOWING b Amlgnx ¢ Hyprote facility) how many days has the physician jor autharized assistant or ‘
MEDICATION ety & Divretic pracliioner) examined ihe resident? | Snter @ nong)
©. Amidepressant 8,| PHYSICIAN [In the LAST 14 DAY (or since admission il less than 14 daysin 1 |
ORDERS | facility) how many days has the physician {or authorized assisiari or
SECTION P, SPECIALTREATMENTS AND PROCEDURES pmmunen changed the resident’s omders? Do Aot mciiok orgir
1.| SPECIAL P SPECIAL CARE—{hack o ing e W i charge | Enmy Gt none) i
TREAT- e last ¥4 days 9. | ABNORMAL | Has tha resident had any abnormal lab valuas during tha last 90 days
MENTS, LAB VALLIES | (of since admission)?
PROCE-
DURES, AND TREATMENTS - Ventilatcr or respirator 0.Ne 1 Yes
PROGRAMS | Ghemalharapy |a__ | PROGRAMS
Dalysis b :JODhDVdeg freatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
IV medicason < § 5 1.| DISCHARGE [a. Resdent expresses/ndicates preference 10 retum 10 the community
Intakeioutput 4 Alzheimer'sidementia special PCTENTIAL
Monitoring acute medical care unt 0.No 1. Yes
congition 9 6 Hospica care b. Resident has a support person who s positive towards discharge
Oslomy care f. Pedaticunt 0.No 1.Yes
Respile cara -
Oxygentherapy g ) & Stay projacied (o ba of a shon duraion— discharge projected within
Radiation N Trairing in skils required fo 90 days (do rol include expected discharge due 1o death)
3 return io the community {&.0., 0.No 2.Within 31-80 days
Suctioning L taking medications, house : 1. Wihin 30 days 3 Discharga statss uncertain
Tracheoslomy care :’gﬁwpﬂ‘l‘& fransportation, 2.| oveRaLL |Rasdents overall salf sutficiency has changed significanty as
I ) CHANGE IN |compared to status of 30 days ago (or since last assessmen! if less
Trnstusions k. NOME QF ABOVE [CARE NEEDS| than 50 days}
b THERAPIES  Facur e umber of cays and ot s oach f i 0. Nocnangs 1. Improwvedt recanvestener 2. Deteroraled —fecones
flor 8t laast 15 minutes 8 day) i rasm level of care i
thelast 7 ca/endar days (Enter dif none or fess than 15 min. dany
[Mote—count only post admission therapies] s M
{A) = ¥ of days administered for 15 minutes ar more DAY! N
{B) =total # of minutes provided in last 7 days {A) B) SECTION R. ASSESSMENT INFORMATION
; 1.; PARTICIPA- | 3 Pesident: 0.No 1.Yes
[a. Speech - language pathalogy and audiclogy services —
g _ang e patalogy oy Aggggé_ b Famiy: 8.No t¥es  2Nafamily
[o- Occupational therapy MENT  iCSignficantothar  O.No 1.¥es  2MNone |
Ic. Physical therapy 2 SIGNATURES OF PERSCNS COMPLETING THE ASSESSMENT:
id. Respiratory therapy
le. Psychalogical therapy (by any licansad mantal a. Signature of RN Assassmant Coordinator (sign on abave line)
heaith professional) b. Date BN Assassment Coordinator ]
{ 2.1 INTERVEN- |{Check ali interventions or uged inlast 7 day§s—0 signed as complete | '“"l | “l | 1 | |
. TION mafler where received) [ Day
;gI?IGM?OMI:rS Special behavior symptom evaluation program .
BEHAWIOR, | Evaiuation by a icensed mental heatth specialist in last 90 cays N ¢ Other Signatures Tile Becuons Date
COGNITIVE d
Loss | Srouptherapy N T Cate
Rasident-specific deliberats changes in the ervironment lo address
moodbehavior paftems—e.g., providing bureau in which ta rummage |y 2. Cate
Reori ' .
leorentati—e.g., cueng e X Balg:
NONE OF ABOVE N
a.| NURSING |Record ihe MUMBER OF DA YS each ofthe lb!famng reliabitabon or o Date
REHABILITA:: techrugues o, was for
TION/ mora litan or equalta 15 minuies par day 1o .!ﬂe fas.f 7odys h Tare
RESTOR- |iEnmter 8 none orfoss than 15 min. daiv} N
ATIVE CARE [a Aange ol molion {passive) 1. Walking

b. Range of motion {active)
. Spiint or braca assistance

11

§. Dressing or greoming
h. Eating or swalkwing

’ TRA};%%%D SKILL I Amputatien/prosthesis care
d. Bed mobility ! 3 Communication
e. Translor i % Other

MOS 20 0173098
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Resident

SECTIONT. THERAPY SUPPLEMENT FOR MEDICARE PPS

SPECIAL
TR

T-
MENTS AND
PROCE-
DURES

a. RECREATICNTHERAPY—Entr number of Gays and folal minnes of
recreation Merapy aaministered| for 3t least 15 minutes 2 day) 7 the
last 7 days{ Lnter 0¥ nong DAYS MiN

A B
{A) = # of days administerad for 15 minutes or maore ol il !
{B) = total # of minutes provided in last 7 days H H

Skjp pnless this is 3 Mecicare § day or Medicare readmission/|
relUiT SS5655TENT.

b. QRDERED THERAPIES~-f1as piysician orcered any of
fodoning therapies o begin i FIRST 14 days ol stap—plysical
themEIY occupational Iveragy, o Spescl pathoiogy service?

0. No 1.Yes

K Dot ordered, skip o item 2

c. Through day 15, provide an estimate of the number of days
when at least 1 therapy service can ba expected 1o have been
delivered.

d. Through day 15. provide an estimate of the number of
therapy minutes (across the therapies) thal can be
expected la be deiivered?

n

! WALKING
WHEN MOST
SELF
SUFFICIENT

Compiete item 2 it ADL seli-perfoermance score for TRANSFER
(G.1.0.4) i3 012 or 3 AND 3t st One of the loliowiing are

Drasant:
* Resident recaived physical therapy involving gait fraining {P1.6.c)
+ Physical therapy was ordzred lor tha resident invaiving gait
traning (T.1.5)
+ Resident received nursing renabilftation for walking (R1.)
+ Prysical therapy invalving walking has been discontnued wilhin
the past 180 days

Skip (o itern 3 i rasident did nof walk in last 7 days

(FOR FOLLOWING FIVE ITEMS. BASE CODNG ONTHE
EPISODE WHEN THE RESIDENT WALKED THE FARTHEST
WITHOUT SITTING DOWN. INCLUDE WALKING DURING
RERABLITATION SESSIONS)

8. Furihest distance waiked withaut siting down dunng this
episode.
0. 150+ feel 3 10-25 fest

1.51-149 et 4, Less than 10%aet
2. 26-50feet

b. Time walked without sitting down during this episode.

0.1-2minutes 3. 11-15minurtes
1. 3-dminutes 4. 16-30 minutes
2 5-10minutes 5. 31+mimites

¢, Self-Performance in waiking during this episode.

0. NDEPENDENT=Na heip o oversight
1. SUPERVISIGA—Cversight, encouragement orcueing
proviced

2. LIMITED ASSIS TAMCE—Resident highly mvolved in walking:
received physical help 1n guided maneuvering of imbs o other
nonweight bearing assistance

3. EXTENSIVE ASSIS PMCE—Resident received weight
beaning assisiance while walking

d. Waiking support pravided associated with this episcde (cods
regardless of rasident's sef--performance classifcation).

0. No setup or physical help from staff
1. Setup help oniy

2 Qne person physical assist

3 Two+ persons physical assist

0. Parailsl bars used by resident in assodiation with this episods.
G No 1 ¥es

»

CASE MIX
GROUP

wen T[] [ 1] 1]
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APPENDIX G

Comments on the Draft Report

In this appendix, we present in full the comments from the Health Care Financing
Administration.
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_‘/(C DEPARTMENT OF HEALTH & HUMAN SERVICES - Health Care Financing Administration

“%

weALry
ot &y

‘?r,"
“Wrigg

The Administrator
Washingten, D.C. 20201

DATE: GFFICE U7 oas T “ -
NOV -3 Y —
TO: - June Gibbs Brown e T
Inspector General

FROM: -  Michael M. Hash
Acting Administrator

¥ c
SUBJECT: Office of Inspector General (OIG) Draft Reports: “Nursing Home Resident
Assessment, Quality of Care,” (OEI-02-99-00040) and “Nursing Home
Resident Assessment, Resource Utilization Groups (RUGs),”
(OEI-02-99-00041)

Thank you for the opportunity to review and comment on the above-referenced draft
reports. Nursing home residents deserve and expect access to safe, quality care. In 1998,
the Health Care Financing Administration (HCFA) began an aggressive initiative to
promote quality care and to strengthen the enforcement process for the 1.6 million
beneficiaries who reside in nursing homes. HCFA now requires States to crack down on
nursing homes that repeatedly violate health and safety standards and has strengthened
the inspection process to increase its focus on preventing bedsores, malnutrition, and
resident abuse. In addition, HCFA has created Nursing Home Compare, a searchable
database available at www.medicare.gov, to give consumers access to comparative
information about nursing homes, including annual inspection results and the health
status of residents. HCFA is taking these actions to make sure that residents get the
quality care and safe environment that they deserve. ,

We have carefully reviewed your two reports on minimum data set (MDS) accuracy, and
we agree that both highlight the need for HCFA to integrate the findings into our ongoing
training and accuracy improvement efforts, HCFA has always been attentive to matters
concerning the accuracy of MDS information, given its uses for the development of care
plans, for quality monitoring, payment, consumer and provider feedback, policy
development and research. We have dedicated significant resources and have sponsored
a variety of projects aimed at monitoring and ensuring the accuracy of MDS information.

We are concerned, however, about the conclusions that might be drawn based on the
OIG’s comparisons of RUG-III classification of cases between their reviewers and the
skilled nursing facility (SNF) staff. We believe that too limited data were analyzed (very
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Page 2- June Gibbs Brown

few facilities were paid under the prospective payment system (PPS) at the time of the
study) and there were limitations associated with the methodology (recognized in both
reports). As noted in our manuals and repeated in our training programs, the MDS is an
integral part of the medical record; it is not an abstraction form. The OIG's methodology
relies in part on an erroneous interpretation of certain language from HCFA’s medical
review Program Memoranda (cited on page 10 of the RUG report). While this language
was intended to make clear that the MDS is an integral part of the medical record, there is
no expectation that all information found in the MDS will be duplicated elsewhere in the -
medical record, as the OIG's report suggests. Rather the MDS, in conjunction with other
clinical documentation, provides a full view of the beneficiary’s clinical course in a given
time period. Vital information must be obtained from a variety of sources. Therefore, an_
item-by-item validation of the MDS using other entries in the medical record cannot be
assumed. The OIG's interpretation of the language in these Program Memoranda points to
the need for HCFA to clarify the subject instructions.

HCFA believes that these are important areas for examination and looks forward to
working closely with the OIG in designing a methodology for the next phase of its study
of the RUG-III system and MDS accuracy. We appreciate the effort that went into these
reports. Our detailed comments on the OIG’s recommendations follow.

OIG Recommendation
We recommend that HCFA more clearly define MDS elements, especially Section G.

HCFA Response
We concur. Since the MDS was first implemented, we have made efforts on an as

needed, ongoing basis to clarify item definitions and coding instructions. We recognize

the need to make Section G, in particular, easier to understand and code. In addition, we
are evaluating a new coding methodology for capturing activities of daily living (ADL) -
information, for possible implementation with version 3.0 of the MDS. :

OIG Recommendation

We recommend that HCFA work with the nursing home industry to provide enhanced
and coordinated training to nursing homes to be sure that similar and accurate
information about the MDS and RUG is being disseminated.

" HCFA Response ‘
We concur. HCFA has an ongoing responsibility for the development and dissemination

of educational programs and materials that will promote a uniform understanding of
MDS requirements and improve the accuracy of MDS information. Some of our projects
aimed at monitoring and ensuring the accuracy of MDS information have been carried
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out since initial implementation of MDS requirements in 1991, Most recently for
example, we provided training and clarification on items in the Activities sections of the
MDS (Sections F and N) via a national Satellite Broadcast for Nursing Home Activities
surveyors and providers on September 29. We also have additional short- and long-range
plans for training that include the following:

e HCFA is planning further national SNF PPS training for early 2001 to update the
fiscal intermediaries and providers on changes in the payment system and clarify
existing policy and processes. The use of the MDS and RUG information by
providers and medical reviewers will be a significant topic addressed during this
training.

s By spring 2001, we plan to develop and release MDS policy and item coding
clarifications for areas of the MDS that are considered most confusing and most in
need of clarifications, such as Section G. The MDS items addressed will be
prioritized based on feedback from a variety of MDS accuracy studies, including
those completed by the OIG and Abt Associates, and feedback solicited from the
industry via formal requests for comments and focus group meetings. These -
clarifications will be posted on HCFA’s MDS web site. Wide dissemination of these
clarifications will provide updated MDS coding information to State agencies and
others who train providers. We are also pursuing the possibility of disseminating this
information directly to facilities via State MDS information “bulletin boards™ that are
part of a facility computer interface with States in the MDS submission process.

e We will review clarifications of policy and coding instructions and provide
accompanying training materials at HCFA’s annual, national resident assessment
instrument (RAI) conference in May of 2001. This conference is attended by State
and regional office RAI and MDS Automation Coordinators, and representatives of
national provider organizations.

e We plan to revise the Long Term Care Resident Assessment Instrument User’s
Manual for the MDS version 2.0, to incorporate Questions & Answers and
clarification information published since the last publication of the User’s Manual
(October 1995). In addition, the revised manual will include new chapters relative to
new policies implemented since 1995, including MDS Automation and Electronic
Transmission, SNF PPS and MDS Correction Policy. We will develop and
disseminate a draft, revised manual for comments and anticipate that a final manual
will be published following a comment period, by the end of calendar year 2001.
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* We plan to develop a standard MDS training program, for use by State agencies,
fiscal intermediaries, providers and others in MDS training programs to achieve
uniformity and consistency in terms of MDS training across the country. We will
begin by developing training programs for those areas of the MDS identified as high -
priorities for clarification, as mentioned above. We hope to be able to expand this
training program to cover the entire RAI instrument and process.

In addition, HCFA maintains ongoing communication with State, regional, technical staff
and contractors by hosting standing, monthly phone conferences with combined State and
regional MDS and RAI Coordinators, and separately with regional office MDS and RAI
Coordinators. We also host standing, bimonthly phone conferences with State MDS
technical staff, and separately with HCFA’s MDS system contractors. Further,
communication with providers through their trade organizations is an ongoing activity.

OIG Recommendation _
We recommend that HCFA require that nursing homes establish an audit trail to validate
the 109 MDS elements that drive the RUG code from other parts of the medical record
paying particular attention to therapy minutes and the ADL.

HCFA Response ‘ ‘
While we do not concur with this specific approach to validation, future HCFA plans for

validating and ensuring the accuracy of the MDS data do include proposed funding of a
Program Safeguard Contractor (PSC) to undertake the auditing and verification of MDS
reports. Given the importance of MDS data accuracy to the assignment of Medicare SNF
patients to appropriate RUG categories, we will begin approaching this verification
function from both a data validation and a program integrity perspective. In addition,
such an arrangement provides HCFA with a valuable external mechanism to evaluate
individual State performance regarding the accuracy of data being reported. Accuracy
protocols will be provided to the PSC for implementation in 2001,

Attachment
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