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Tid-bits

* The OSA is required to be completed with every PPS and OBRA assessment
which is transmitted.

* The OSA must have the same ARD as the assessments being transmitted.

* Exceptions include:
e Swing beds

* If the facility does not receive Medicaid funding and is not audited by Myers &
Stauffer

* Entry and Death trackers
* IPAs

* PPS and OBRA discharge assessments which are not combined with other
assessments



OSA

Coding Tips

 This assessment is not Federally required; however, it IS required by North
Carolina.

e This must be a standalone assessment (i.e., cannot be combined with any other
type of assessment).

 The responses to the items in this assessment are used to calculate the case mix
group Health Insurance Prospective Payment System (HIPPS) code for state
payment purposes.

OSA-2



Instructions for other OSA items

* Instructions for completing other items on the OSA can be found in the respective
sections of Chapter 3 of the Minimum Data Set (MDS) Resident Assessment
Instrument (RAI) 3.0 User s Manual.

* The guidance in the OSA Manual should only be applied when completing an
OSA for payment purposes.

 Providers should use the guidance in the MDS RAI 3.0 User’s Manual to guide
their completion of Federally required assessments.

* OSA-1



FResigent ldentiier Date
MINIMUM DATA SET (MDS) - Version 3.0

RESIDENT ASSESSMENT AND CARE SCREENING
Optional State Assessment {(0SA) ltem Set

Section A - Identification Information
ADDS0. Type of Record
Erla Cuce 1. Add new record — Confirue i AD00, Facility Provider Numbers
D 2 Modify exiating record — Continue b AJ100, Faciity Provider Numlbers
3. Inactivate exiafing record — Siip o X050, Type of Provider
AD100. Facility Provider Numbers
A National Provider lentifier (NP1

B. CMS Cestificafion Number [CCN]:

HNEEEEEEEEEE

G.  State Provider Number:

HEEEEEEEEEEEEEE

AN200. Type of Provider

Erimia  1¥PE OF provider
D 1. Mursing home (SMFMNF)
2 Swing Bad

AL3DD. Optional State Assessment
emces A |8 this for afate pay purposss only?
D 0. Mo
1 Yea
EwCom B Assessment fype
1. Start of therapy assessmeni
D 2 End of therapy assessment
3. Baoth Start and End of therapy assessment
4. Change of the assessmert
=1 Gli'larpmmnﬁwmam
AL41D. Unit Certification or Licensure Designation

Enlar Gl 1. Unit ia neither Madicare nor Medicaid cartified and MDS data ia not required by the Stats
D 2 Unit is neither Madicars nor Medicaid cartified but MDS data is required by the State
3 Unit ia Medicars andior Medicaid certified
AD500. Legal Name of Resident
A First name: B.  Middie inifial:
HEEEEEEEEEEN L]
. Last name: D Suffiec

HEEEEEEEEEEEEEEEEE [TT]

ADBDD. Social Security and Medicare Numbers
A Social Jecurity Number:
HEEEEEEEEEE

B. Meadicare numbsar:

HNEEEEEEEEEE

MC: 3.0 Nurzing Home Optional State Assessment (05A) Viersion 1.0 Effective 1010172023 Fage 1 of 20



OSA

AO0300: Optional State Assessment

AD300. Optional State Assessment

Enler Code A, |S this assessment for state payment purposes only?
| 0. HNo
i Yes

Enler Code B. Assessment type

S Start of therapy assessment

End of therapy assessment

Both Start and End of therapy assessmeant
Change of therapy assessment

Other payment assessment

Tkl i

Item Rationale
» Allows for collection of data requured for state payment remmbursement.

Coding Instructions for A0300, Optional State Assessment

» Enter the code identifving whether this 1s an optional pavment assessment. This
assessment 1s not required by CMS but may be required by your state.

 If the assessment 1s being completed for state-required payvment purposes. complete items
A0300A and AO0300B.



A0410

A0410. Unit Certification or Licensure Designation

Enter Code
E

Unit is neither Medicare nor Medicaid certified and MDS data is not required by the State

Unit is neither Medicare nor Medicaid certified but MDS data is required by the State
Unit is Medicare and/or Medicaid certified

Lol PO —




Section A - Identification Information
AONTOD. Medicaid Number - Enter *+” if pending, "N” if not a Medicaid patient

HNEEEEEEEEEEEE

AD800. Gender
=3 i Male
[] 2 Female

AD300. Birth Date

HEgEEREEEE

Month Day
A1005. Ethnicity

Are you of Hispanic, Lafina/a, or Spanish arigin?

Gheck all that apply

A Mo, notof Hsparic. Lafinala, or Sparish origin

Yees, Mesican, Mexican Amencan, Chicana'a
Yes, Puerin Rican

“Yees, anather Hispanic, Latinova, or Sganish origin
Resident urable to respond
Fesident decines 1o respond

. Race

O Oooooooi-

B
C.
D. ‘¥es, Cuban
E
X
¥

In
=
[=]
-
=

is your race?
Cheack all that apply
A While

Edai of Affican Amenican

m

American Indian or Aliska Native
Acian indian

Chinzse

Fiipino

Cther Fackic tslander

Regident unatie b respond

Resident daclines 1o respond

None of T2 Aove m
MCE 3.0 Nursing Home Optional State Assessment (OSA) Verson 1.0 Effective 108012023 Page 2 of 20
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Steps for Assessment (Combined A1105 & A1010)
1. Ask the resident to select the category or categories that most closely correspond to the patient’s race &

ethnicity from the list in A1005, Ethnicity & A1010, Race.

* Individuals may be more comfortable if this and the subsequent question are introduced by saying, “We
want to make sure that all our patients get the best care possible, regardless of their racial or ethnic
background. We would like you to tell us your ethnic/racial background so that we can review the treatment that
all residents receive and make sure that everyone gets the highest quality of care”

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

3. Ethnic/Race category definitions are provided only if requested in order to answer the item.

4. Respondents should be offered the option of selecting one or more ethnic designations.

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

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



Section A - ldentification Infermation
AT110. Language

A ﬂhath,lngd &F?

EdGetn B ulhyqr:'unna-ad orwant an interpreter to communicate with a doctor or health care staff?
D 1. Yea
9. Unabile to determins
A1200. Marital Status
Eria Coen 1. Mewar marrisd
|:| 2 Maried
3. Widowad
4. Separated
5 Divorced

A1300. Optional Resident Hems
A.  Madical reconrd mumbsar:
HEEEEEREREER

B. Room number:

G.  Mamea by which resident profers o be addreassd

O. Lifetime occupation(s) - put “7 batwesn two cccupations:
HEEEEEEEEEEEEEEEEEEEEEN

Maost Recent Admission/Entry or Reentry into this Facility
A1600. Entry Date

Morih Day Year
A1300. Admission Date (Date this episode of care in this facility began)

Morih Day Year
A2300. Assessment Reference Date
Dbservation end date:
HEgEEgEEER
Morih Day Year

A2400. Medicare Stay
B. Start date of most recent Medicars stay:
HEgEEEEEEE
Menth Dy ¥ear
C. End date of most recent Madicare atay - Enfer dashes if stay is ongoing:

e e




BO700: Makes Self Understood

* This item cannot be coded as Rarely/Never understood if the resident completed
any of the resident interviews. As the interviews are conducted during the look-
back period for this item and should be factored in when determining the
resident’s ability to make them self understood during the entire 7 day look back.

* This includes the ability to express or communicate requests, needs, opinions and
to conduct social conversations in their primary language, whether in speech,
writing, sign language, gestures, or a combination of these. Deficits in the ability
to make oneself understood can included reduced voice volume and difficulty in
producing sounds, finding the right word, making sentences, writing and/or
gesturing.

* This should be coded after 11:59 PM of the ARD, taking into account all
information.

* While BO700 and resident interview items are not directly dependent on each
other, inconsistencies should be evaluated.



Look back period for all items is 7 days unless another time frame is indicated

Section B - Hearing, Speech, and Vision

B0100. Comatose
Erder Coin Persiatent vagetative sfateino discemibls conaciousnsas

I:I 0. Mo — Confinue to BOTO0, Makes Saif Undersined

1. Yea — Skip to GI10, Activides of Daly Living (ADL) Assisiance
BOTD0. Makes Self Understood
Eiwcess  Ability bo axpress idaas and wanis, consider both verbal and non-vereal expression
Rﬂt Undarstood
D 1. Usually understood - difficuty commuricating some words of finishing thoughts but i able f prompted or given fime
2 Sometimes understood - akiity is mited to making concrete reguests
3. Rarelyinever undersbood

Section C - Cognitive Patterns

C0100. Should Brief Interview for Mental Status (C0200-C0500) be Conducted?

Aitternpd to conduct interview with all residents

frfar e 0. Mo (resdent is rarehynever undesstood) — Skip to ard compliete COTO0HCA000, Staff Assessment for Mental Siatus
D 1. Yes — Confnue to CO200, Repeiion of Three Words

Brief Interview for Mental Status (BIMS)

C0200. Repetition of Three Words

Ask rasident: T am going fo say three wonds for you fo remeamber. Flease repeaf the wards afler | have said all three.
The words are: sock, blue., and bed. Now fell me the fives words.”
Enta Getn | Mumber of worda repeated after first attampt
D 0. Mone
1. Ons
2 Two
3. Thres

Bfter the resident’s first atftempt, repeat the words using cues [sock, something do wear, blve, 3 color; bed, 3 plece of fumiure"),
You may repeat the words wg to two more Smes.

CO300. Temporal Orientation (oreriation o year, month, and day)
Ask rasident: Please t=ll me what year if is nght now ™
Entwcess A Able to report comect pear
D 1. Missad by = 5 yaars of no arswer
2 Missad by 2-3 ysars
ES Iiuadgﬁmal
4. Comrect

Bk resident. What month are we in right now?”
Ea et B, Abda to report comect month
|:| 0. Missad by > 1 month or rio answer
1. Missad by 8 daya fo 1 month
2 Bccurate within 5 days

Bk resident. “What day of the week is foday ™™
Endat Cefn G Abds fo report comect day of the week
D 0. Incomact or mo answer
1. Correct



Section C: Cognitive Patterns

e CO100: If the resident is ever understood, the interview needs to be
attempted. Use the resident’s preferred language or primary method of
communication. DO NOT consult BO700 to decide to do the interview or not.

* If the interview is not possible, the resident is rarely or never understood,
then skip to the staff assessment.

* If the assessment should have been done during the look back period and
WAS NOT, code C0100 as YES and dash (-) the information.

e CO500: Enter “99” if the resident was unable to complete the interview, do
not dash.

*Need documentation of examples



Section C (continued)

* C0600: Staff assessment should only be completed if the
resident refuses, has nonsensical responses or is rarely/never
understood.

* DO NOT complete a staff assessment if the resident
interview should have been done and was not.



Section C - Cognitive Patterns

Co400. Recall

Bk resident: “Lafs go back do an earfer question. Whaf were those flree words that | asked you fo repeaf ™ Iif unakle to remember a word, give
cue (something fo wear; a color; & plece of fumiture) for that waord.
Eriwcedn AL Alile tomecall “sock™
I:I 0. Mo - could not recall
1. Yea, after cuaing (“something to wear”)
2 'I’nu Ao clE required

B. Ablsto recall “bhes"

Endif Cada 0. Mo - could nof recall
D 1. Yea, after cusing [a color’)
2 Yes, no cus required
C. Abls forecall “bed”
Enlar e 0. Mo - could not recall
D 1. Yea, after cusing [“a piece of furiture”)
2 Yea, mo cus requirsd

Cos500. BIMS Summary Score

Ete 58 Add acores for guestions CO200-C0400 and fil in fotal score (00-15)
Enter 89 if the resident was unable to complete the intardew

Co600. Should the 5taff Assessment for Mental Status (COT00 - C1000) be Conducted?

E’ﬁ' 0. Mo [resident was able o complete Brisf Interview for Mental Status) — Skip to D0100, Shoud Resident Mood Ineriew be conducted?

1. Yea [resident was wnakle fo comglete Brief Interview for Mental Siatus) — Contines to COT00, Shoet-term Memory OK

Staff Assessment for Mental Status
Ciz piot comebuct if Brief Inberiew for Mental Status (CO200-C0500) was completed
COF0D. Short-term Memory OK
Erillr:ﬂrll- hrl&lnlmé&mll after § minuiss
1. Memony problem
CADDD. Cognitive Skills for Daily Decision Making

Ear et Made decisions regarding tasks of daily lifs
|:| 0. Indspsndsnt - decisions consistentireasonakle
1. Modified independence - some difficulty in pew sifuafions anly

2. Moderately impaired - decisions poor, cuss/supenvision reguired
3. Bevarsly impaired - meverrarely made dedsions




Section D:
Mood

 DO100: If the resident is ever understood, the interview needs to be
attempted. Use the resident’s primary method of communication. DO
NOT consult BO700 to decide to do the interview or not.

* If the interview is not possible, the resident is rarely or never
understood, then skip to the staff assessment.

* If the resident refuses, make several attempts.

* If the assessment should have been done during the look back period
and WAS NOT, code D0100 as YES and dash (-) the information.



D0200 Resident Mood Interview

Coding Instructions

e The interview is successfully completed if the resident answered the frequency
responses of at least 7 of the 9 items on the PHQ-9®©.

o |f symptom frequency is blank for 3 or more items, the interview is deemed NOT
complete. Total Severity Score should be coded as “99” and the Staff Assessment
of Mood should be conducted.

 Enter the total score as a two-digit number. The Total Severity Score will be
between 00 and 27 (or “99” if symptom frequency is blank for 3 or more items).

 The software will calculate the Total Severity Score. For detailed instructions on
manual calculations and examples, see the PHQ-9© Resident Mood Interview Total
Severity Score Scoring Rules following this section.

OSA-9



Section D (continued)

* DO500: Staff assessment should only be completed
if the resident refuses, has nonsensical responses
or is rarely/never understood.

* DO NOT complete a staff assessment if the
resident interview should have been done
and was not.



Section D - Mood

D0100. Should Resident Mood Interview be Conducted? - Attermpt to conduct intervizw with all residents

Enta Gea 0. Mo [resident is rarclyinever undersiood) — Skip fo and comglete DOS00-DO60D, Staf Assessment of Resident Mood (PHO-8-0V)
1. ¥es — Comfinue to DO200, Resident Mood Inbardew (PHO-9E)

______________________________________________________________________________________________________________________|
D200. Resident Mood Interview (PHGE-3E)

Gay to residant “Ower the last 2 weehs, have you been bothered by any of the following problems 7

If symptom is presert, enter 1 [yes) in column 1, Sympiom Presence.

If yes i column 1, then ask the resident: “About how often have you been bothered by this?™

Riead ard show the resident a card with the sympiom frequency choices. Indicate response in colurmn 2, Symebom Frequency.

1. Symptom Prasence

0. Mo (enber 0 in colummn 2)

1. Yaa (ender (-3 in column 2)
9. Mo responss (leave column 2 blank)

2. Symptom Frequency 1. 2.
0. Never or 1 day Symptom Symptom
1. 28 days [several days)
2. T-11 days (half or more of the days) Presence Frequency
1. 1214 days [nearly every day) | Emtar Scores in Boxes |

A.  Little interest or pleasure in doing things

B. Feeling down, depressed, or hopeless

0. Feeling tired or having litfle energy
E. Poor appetite or owversating

G. Trouble falling or staying asleep, or sleeping foo much I:l

F. Feeling bad about yourself - or that youw are a failure, or have lef yourself or |:I
your family down

G. Trouble concentrating on things, such as reading the newspaper or |:I

H. Moving or speaking so slowly that other people could have noticed. Or the opposite - D
being so fidgety or restless that youw have been moving around a lot more than
usual

O O Oooobdnd

|. Thoughits that you would be better off dead, or of hurting yourself in some way D

D300, Total Severity Score

ﬁhj Add acores for all frequency responses in Gdum%&mﬂmﬂ_Fm.Tﬂta]ﬂmrenudheheﬂeenﬂﬂde?.
FEauEnCy |

[Enter 99 if unakle to complete interview [Le., Symptom 5 blank fior 3 or moee ib2ms).



Section D - Mood

D500, Staff Assessment of Resident Mood [PHE-9-0WF)

Do not conduct i Resident Mood Interview (D0200-D0300) was completed

Crvar the |zat 2 weeks, did the resident have amy of the following problema or behaviers?
If symptom is present, enter 1 (yes) in column 1, Symptom Presence.

Then maove fo colume 2, Symptom Freguency, and indicate symptom frequency.

1. Gymptom Prasence
0. Mo (enber 0 in column 2}
1. ea [znier 0-3 in column 2)

2. Symptom Frequency
0. Mever or 1 day

1. 28 days [several days)
2. T-H days {haif or more of the days)

3. 1214 days [nearly every day)
A, Littha interest or pleasurs in doing things
B. Fealing or appsaring down, depresasd, or hopaless
. Trouble falling or staying aaleap, or slesping too much
D. Fealing fired or having little snargy
E. Poor appetite or overaafing

F. Indicating that they feal bad abowt self, are a failure, or have lat sslf or family down

G. Trouble concentrating on things, such aa reading the newspaper or walching television

H. Moving or apeaking so sbeady that other paople have noficad. Or the opposite -
bieing so fidgety or reatless that they have been moving arcund a lot more than wsuwal

|. Sialea that life ian't worth living, wiahes for death, or attempts to harm salf
J.  Being shori-tempared, aasily annoyed

D000, Total Severity Score

vt fesd  Add scores for all frequency responses in Golumn 2, Sympdom Freausncy. Total score must be bebwesn 00 and 30,

[ 1]

Symptom

Presence

Symptom
Frequency

| Entar Scores in Boxes |

U0 Obdododt i

U0 Obdododt i



Section E: Behavior

* This section is based on observations during the look
back period.

 An increase in behaviors should be discussed with the
physician, consider PASRR notification, or a possible
SCSA.

* Should seek to understand why the behavior is being
exhibited: lonely, meaningless, helpless, boredom.

*Need documentation of dates and behaviors.



Resident Igenifar DCate

Section E - Behavior
E0M00. Potential Indicators of Psychosis

iChieck all that apply

4

Il A Hallucinations (perceptual experiences in the absance of real extemal sensory stimul)
| B. Delusions (misconceptions or beliefs that are firly held, contrary to reality)
O Z  Nons of the above
Behavioral Symptoms
E0200. Behawvioral Symptom - Presence & Frequency
MNiobs presencs of sympiomsa and their fraquancy
Coding:

0. Bahavior not exhibitsd

1. Bshavior of this type occurred 1 fo3

2. Behavior of this type cccurred 4 fo 6 days, but less than daly
3. Behavior of this type occurred daily

Eﬁ' A Physical behavioral sympéoms dirscted foward ofhers (eg hiting, kicking, pushing, soraiching, gralbbing albusing others sexually]

B Cedn B, Varbal behavioral sympboms directad toward others (2., treabening ofhers, screaming af others, cursing at others)

L

L I Other behavioral sympéoms not directed toward others (e.9., physical symgtoms such as hitling or scraiching selff, pacing,
D IIrll.lrr'|'11i|3g|'||g. Fhﬂ? sexual acts, disrobing in pulblic, ﬂmngu*smemb:d or bodly wastes, or verbalfvocal sympdoms ke screaming,
smuphive sounds

E080D. Rejection of Care - Presence & Frequency

D the rasident reject evaluation or care (e.q., bloodwork, taking medicalons, ADL assstance) that is necassary to achisve the residant’s
goals for health and well-being ? Do not includie kehaviors that have al been addressed [e.g by discussion or care planning wit the
residant or family), and determined fo be consisient with ms:iaﬂvahﬁﬂm or goals.

Erdar Gea 1. Behavior not axhibilsd
|:I 1. Behaviar of this type occurred 1 to 3 days

2 Behavior of this type occcurred 4 to § daya, but less than daily
3. Behavior of this type ocourred daily

E0200. Wandering - Presence & Freguency

Haa the resident wandersd?
Erda Gz 0. Behavior not exhibitsd
|:| 1. Behavior of this fype occummed 1 to 3 days

2 Behavior of this type occcurred 4 to § days, but less than daily
3. Behavior of this type cccurred daily



Section G:
Functional Status

- A. Bed mobility: how resident moves to and from lying position, turns side or side,
and positions body while in bed or alternate sleep furniture.

- B. Transfer: how resident moves between surfaces including to or from: bed, chair,
wheelchair, standing position (excludes to/from bath/toilet).

. H._Eati_n%_: how resident eats and drinks, regardless of skill. Do not include
eating/drinkin _durln? medication pass. Includes intake of nourishment by other means
(e.g., %ube)fee Ing, total parenteral nutrition, IV fluids administered for nutrition or

ydration).

 I. Toilet use: how resident uses the toilet room, commode, bedpan, or urinal;
transfers on/off toilet; cleanses self after elimination; changes pad; manages ostomy or
catheter; and adjusts clothes. Do not include emptying of bedpan, urinal, bedside
commaode, catheter bag or ostomy bag.

* OSA-17



Section G
ADL Assistance Coding Tips

e Observations, record review, and interview all shifts.

* Do not code ADLs based on the resident’s potential ability, but on
actual performance.

* Include only assistance provided by individuals employed or under

contract with the facility (no family, students, visitors or Hospice
staff).

* Consider each episode of an activity that occurred during the 7 day
look back period.



Coding with the Rule of 3

e Staff completing this section must understand the ADL self
performance coding level definitions, the components of each ADL,
and the steps to the rule of 3.

* In order to properly apply the Rule of 3, the facility must first note
which ADL activities occurred, how many times each ADL activity
occurred, that type and what level of support was required for each
ADL activity over the entire 7-day look-back period.

* Algorithm OSA-21



Start algorithm here - STOP at the First Code That Applies

Dnid the activity occur at least 1 fume?

Diid the activity occur 3 or more times?

No
Code 8: Activity Did Not Gccur)
% Yes
No . .
Code 7: Activity Occurred Once or Twice

YWes

+

Yes

-

C Code 0: Independent

nd the resident fully perform the ADL activity without ANY help or oversight from staff
EVERY time?

*‘ND

Yes

< Code 1: Supervision

Dud the resident fully perform the ADL activity without ANY help or oversight at least 3 fimes
AND require help or oversight at any other level. but not 3 times at any other level?
(Ttem 1 Rule of 3 with Independent™ exception)

v No

Yes

R a—

G’n{i«e 4: Total Dependence

Did resident require Total Dependence EVERY time?
(Item 1 Rule of 3. Total Dependence™ exception)

+ Mo

Dud the resident require Total Dependence 3 or more times. but not every tume?

+ No

. ) Yes
Code 3: Extensive Assistance

Dnd the resident require Extensive Assistance 3 or more fimes?

+ MNo

Yes
Gﬂde 2: Limited Assistau-:D-i

Dud the resident require Laimited Assistance 3 or more times?

+ Mo

Yes

( Code 1: Supervision

Dnid the resident require oversight. encouragement or cueing 3 or more times?

+ Mo

v
Gdf: 3: Extensive .'—‘ss-;ism.ﬂa-qL

I1d the resident require a combination of Total Dependence and Extensive Assistance 3 or
more times but not 3 times at any one level? (Ttems 3a and 3b Rule of 3)

v No

Yes

-

Gode 2: Limited Assistance

Did the resident require a combination of Total Dependence, Extensive Assistance, and/or Limited
Assistance that total 3 or more times but not 3 times at anv one level? (Ttem 3¢ Rule of 3)




GO0110. Activities of Daily Living (ADL) Assistance
Refer to the ADL flow chart in the RAI manual to facilitate accurate coding

Instructions for Rule of 3

m  'When an actvity occurs three imes al any one given level, code thal level

m  When an actiity occurs three imes al mullipls levels, code the most dependent, exceptions ars total dependence (4), activity must require full assist every ime, and
acfivity did not occur (&), activity must not have occurred at all. Example, three times exfensive assistance (3) and three times limited assistance (2}, code extensive
assistance (3).

m  Whenan actwity ocours at various levels, but not three times at any given level, apply the following:
o When there is a combination of full staff performance, and extensive assistance, code extensive assistance.
0 When there is a combination of full staff performance, weight bearing assistance andfor non-weight bearing assistance code limited assistanca (2).

If none of the above are met, code supervision.

1. ADL Self-Performance 2. ADL Support Provided
Code for resident’s performance over all shifts - not including setup. If the ADL acivity Code for most support provided over all shifts;
occurred 3 or more times at various lavels of assistance, code the most dependent - code regardless of resident's self-performance
excepl for total dependence, which requires full staff performance every time classification
Coding: Coding:
Activity Occurred 3 or More Times 0. No setup or physical help from staff
0. Independent - no help or staff oversight at any tima 1. Setuphelpony
1. Supervision - oversight, encouragement o cuging 2. One person physical assist
2. Limited assistance - resident highly involved in aclivity, staff provide guided 3. Twot persons physical assist
maneuvenng of limbs or other non-weight-bearing assistance 8. ADL activity itself did not accur or family and/or
3. Extensive assistance - resident involved in activity, staff provide weight-bearing non-facility staff provided cara 100% of the time
support for that activity over the entire 7-day period
4. Total dependence - full staff performance every time during entire 7-day period
7. Activity occurred only once or twice - activity did occur but only once or twice s -
8. Activity did not occur - activity did not occur or family and/or non-facility staff Self- Support
provided care 100% of the time for that activity over the entire 7-day period Performance

| Enter Codes in Boxes |

A. Bed mobility - how resident moves to and from lying postion, turns side to side, and positions body whilz
in bed or allemale sleep furniture

B. Transfer - how resident moves between surfaces including to or from: bed, chair, wheelchair, standing
position (excludes foffrom bath/toilet)

H. Eating - how resident eals and drinks, regardless of skill. Do not include ealing/drinking during medication
pass. Includes intake of nounshment by other means (g, tube feeding, total parenteral nutrition, IV fluids | ||
administered for nutrtion or hydration)

. Toilet use - how resident uses the toilet room, commode, bedpan, or urinal; fransfers onfoff toilet;
cleanses self after eliminabion; changes pad; manages ostomy or cathefer; and adjusts clothes. Do not - ||
include emptying of bedpan, urinal, bedside commode, catheter bag or ostomy bag

OSA Section G



Coding Tips and Special Populations

* How a resident turns from side to side, in the bed, during
incontinence care, is a component of bed mobility and should not be

considered as part of Toileting.

* When a resident is transferred into or out of bed or a chair for
incontinent care or to use the bedpan or urinal, the transfer is coded
in GO110B, Transfers. How the resident uses the bedpan or urinal is
coded in GO110I, Toilet use.



G0110: ADL Assistance Definitions

* Self performance

* Code 0, Independent: If resident completed activity with no help or
oversight every time during the 7-day look-back period and it
occurred at least 3 times.

* Code 1, Supervision: If oversight, encouragement, or cueing was
provided 3 or more times in the last 7 days.

* Code 2, Limited assistance: If resident was highly involved in activity
and received physical help in guided maneuvering of limbs or other
non-weight-bearing assistance 3 or more times in the last 7 days.



G0110: ADL Assistance Definitions
(continued)

* Code 3, Extensive assistance: If the resident performed part of the
activity over the last 7 days and help of the following type (s) was
provided

* Weight-bearing support provided 3 or more times
* OR

* Full staff performance of an activity 3 or more times during part but
not all of the last 7 days.



G0110: ADL Assistance Definitions
(continued)

* Code 4, Total dependence: If every time it occurred there was full
staff performance of an activity with no participation by resident for
any aspect of the ADL activity, and the activity occurred 3 or more
times.

e Code 7, Activity only occurred once or twice: If the activity occurred
fewer than 3 times in the last 7 days.

* Code 8, Activity did not occur: If the activity did not occur or family
and/or non-facility staff provided care 100% of the time for that
activity over the entire 7-day look-back period.



Coding Tips and Special Populations

* Some residents are transferred between surfaces including to and
from the bed, and wheelchair by staff, using a full-body mechanical
lift. Whether or not the resident holds onto a bar, strap or other
device during the full-body mechanical lift transfer is not part of the
transfer activity and should not be considered as resident
participation in a transfer. Total assistance.

* Transfers via lifts that require the resident to bear weight during the
transfer, such as a stand-up lift, should be coded as extensive
assistance, as the resident participated in the transfer and the lift
provided weight-bearing support.



Exceptions to the Rule of 3

* Code O- Independent
* Code 4- Total dependence
* Code 8- Activity did not occur

* The definition for these coding levels are finite and cannot be entered
on the MDS unless that level occurred every time the ADL occurred.

e Code 7- Activity occurred only once or twice. Coded in the ADL
activity occurred fewer than 3 times in the 7-day look-back period.



Section H - Bladder and Bowel
HO200. Urinary Toileting Program
Erbweés [ Current toilefing program or frial - Is a foileting program (e.q., scheduled inileting, prompied voiding, or bladder fraining) currently being
used i manage the resident's winary continence?
0. HNo
1. Yaa
HOS00. Bowel Toileting Program
Enda Cefn |3 3 foileting program currently being wsed fo manage the reaident™s bowsl continencs?

0. Mo
1. *ea




Toileting Programs

* Toileting programs must include:

e Evidence it was used during the look back period.

* Must be individualized, resident specific, based on an assessment.
* Evidence it had been communicated to the staff and the resident.

* Would expect to see flow records, a care plan and written evaluations
of the resident response.

* This would include toileting trials.
* Guidance found in RAI Appendix C.



Section I: Active Diagnoses

 The items in this section are intended to code diseases and conditions that
have a direct relationship to current function, cognition, moods, behaviors,
medical treatment, nursing monitoring, or risk of death.

* One of the important functions of the MDS assessment is to generate an
updated, accurate picture of the resident’s current health status.

* This section identifies active diseases and infections that drive the current
care plan.

* Diagnoses need to have been noted by the physician within the past 60
days, and then narrow to the last 7 days if active (labs, monitoring,
medications, therapy).



Section | - Active Diagnoses

Active Diagnoses in the last ¥ days - Check all that apply
Diagnoses lisizd in parentheses are provided as examples and shiould not ke considersd as all-mnclusie lists

Infecticns

O w0 Preumonia
[] 0. Seplicemia

Medabaolic
[0 =00, Diabetes Mellibus (DM} (=.g., diabetc retinopaty, nephropathy, and neurcpathy)
Nauroiogical
[1  u300. Aphasia
[ w0 Cerebral Palay
[]  M200. Hemiplegia or Hemiparesis
(] 5100, Cuadripiegia
[ 15200 Mukiple Sclerosis (MS)
| 15300, Parkinaon's Disaase
Pulmcinany
O 0. Asthma, Chronic Obamective Pulmonary Dissass (COPD), or Chronic Lung Dissess (2.0, chronic bronchids and restictive lung dis=ases such as
asbesisls)
[1  130. Respiratory Failure
Hone of Above

[0  mu0. None of the above active diagnoses within the st 7 days



Section I: Active Diagnoses

* |5100 Quadriplegia. No functional use of all four limbs. Use only if
spinal cord injury. Spinal cord injury must be a primary condition and
not a result of another condition. DO NOT code functional quad here.
If the resident has dementia or spastic quadriplegia due to cerebral
palsy, stroke, contractures, brain disease the primary diagnosis should

be coded and not the resulting paralysis or paresis from that
condition.



Section J: Health Conditions

* The intent of the items in this section is to document a number of health
conditions that impact the resident’s functional status and quality of life.
The items include an assessment of shortness of breath and problem
conditions.

* Documentation is needed to justify answers.



Section J - Health Conditions
Crther Health Conditions
J4100. Shortness of Breath (dyspnea)
l Chack all that apply
[1 G Shoriness of breath or troukle breathing when lying flat

] Z  None of the above
J1550. Problem Conditions

Check all that apply

A Faver

B. Vomiting

C.  Dehydrated

0 Imtarmal Mesding
Z  Mone of the above

O|O(0O|0/0| -



J1100 Shortness of Breath

« Steps for Assessment
 Interview the resident about shortness of breath.

« Check J1100C: if shortness of breath or trouble breathing is present when the resident attempts
to lie flat. Also code this as present if the resident avoids lying flat because of shortness of breath.

« Check J1100Z: if the resident reports no shortness of breath or trouble breathing and the medical
record and staff interviews indicate that shortness of breath appears to be absent or well controlled
with current medication.



J1550 Other Health Conditions

A. Fever

Defined as 2.4 degrees Fahrenheit higher than baseline. A temp of 100.4 F on
admission is considered a fever. Important to obtain baseline temperature

B. Vomiting

C. Dehydrated

Check if resident with 2 or more potential indicators: <1500 ml/day intake, dry

mucus membranes, poor skin turgor, cracked lips, sunken eyes, abnormal labs,
fluid loss (V, D, F)

D. Internal Bleeding

Do not include controlled nose bleeds, menses, UA with small blood. May

include hematoma or ICH if can be proved it occurred during the lookback
period.

Z. None of the above



Section K: Swallowing/Nutritional Status

* KO300 Weight Loss: Since this looks back 6 months, it may not capture
weight loss from 3 months ago. If weight loss has been recognized and the
resident has already regained some weight this would still need to be
addressed. Explain in the resident’s record.

* This item does not consider weight fluctuation outside of these two time points,

although the resident’s weight should be monitored on a continual basis and weight
loss assessed and addressed on the care plan as necessary.



Section K - Swallowing/Nutritional Status
KO300. Weight Loss
ErimCole  Loas of 3% or more in the aat month or loas of 10% or mors in last 6 montha

0. Mo or unknown

1. Yea, on physidan-preschbed weight-loss regmen

2 Yea, not on physician-prescrived weight-oss regimen

KO510. Mufritional Approaches

Check all of the following nutitional approaches that were performed during the last 7 days

1. Whila NOT a Resident
Pesformed while NOT a resident of this faciity and within the last 7 days. Onlly check column 1 if resident 1 .
gﬁ}w-:rreemy,-ll‘-.lTHEM?Mﬁ.lfﬁiﬂﬂfdlﬂﬂﬂﬂ?wm&mam.hm \Whils NOT 3 Whils 2

2 While a Resident Reaident Reaidant

Pesfiormed whille a resident of this faciity and witin the last 7 days
| Gheck all that apply |

A ParentsralV feeding ] H
B. Feading tube - nasogastic or abdomiral (PEG) (1 |
Z  Mone of the above ] H

KO710. Percent Intake by Artificial Route - Complete KOT10 only if Column 1 and'or Column 2 are checked for KDZ10A andlor K0S108

3. Dwring Entire T Daya 3
Performed during the entire last T days Dwring Entire
T Daya
A Proportion of total calories the resident recaived through parentsral or fube feeding Erim Gorbe
1. Z3% or lesa
2. -50%

3 1% or mors

B. Average fluid intake per day by IV or tube feading

1. 500 coiday or lesa
2. ¥ coiday or more

Erin Code




KO300: Weight loss

* Physician Prescribed Weight-loss Regimen

* A weight reduction plan ordered by the resident’s physician with
the care plan goal of weight reduction. May employ a calorie-
restricted diet or other weight-loss diets and exercise. Also

includes planned diuresis. It is important that weight loss is
intentional.

* To code KO300 as 1, yes, the expressed goal of the weight loss diet

or the expected weight loss of edema through the use of diuretics
must be documented.



KO510A: Parenteral/IV Feeding

* Include only if given for nutrition or hydration and when
there is documentation addressing the need.

* |V fluids or hyperalimentation, including total parenteral
nutrition (TPN), administered continuously or intermittently

* |V fluids running at KVO (Keep Vein Open)
* |V fluids contained in IV Piggybacks
* Hypodermoclysis and subcutaneous ports in hydration therapy




Section K (continued)

* KO510 Nutritional Approaches:

* KO510 A Parenteral/IV feeding: Needs documentation that reflects
the need for additional fluids to address nutrition, hydration or
prevention.

* KO510B Feeding tube: Only mark this if used for nutrition or
nydration.

* KO710: Code only if KO510 A or B column 1 and/or2 are checked.
Documentation is necessary to justify coding.




Section M: Skin Conditions

* If a Pressure Ulcer heals on or before the ARD, it is not
captured.

* Wounds do not heal in reverse. Page M-7 discusses
backstaging.



Section M - Skin Conditions
|
Report based on highest stage of existing ulcers/injuries at their worst;

do not “reverse” stage
|
MO210. Unhealed Pressure Ulcers/Injuries

Erla o ogs this resident have one or mors unhealed pressure wlcsralinjuries?

0. Mo —+ Skip bo M1030, Number of Vienous and Artesial Lllcars
1. Yea — Contirme to MO300, Current Mumiber of Linhealed Pressure Ulcers/Injures ot Each Sge

MO300. Current Number of Unhealed Pressure Ulcers/Injuries at Each Stage

A Stage 1: Intact skin with non-lanchabkle redmess of a localized area usually over a bony promirence. Darkly pigmenied sion may not kave a
S visikle blanching; in dark skin tones orly it may appear with persisient blue or pumple hues

1. MNumber of Sage 1 pressurs injuriss

B Stage X Parial Tickness o5 of dermis presenting as a shaliow open ulcer with a red or pink wound bed, without skough. May aiso presant as an intact o

S openruptured bisies
1. Number of Stage 2 pressurs ulcers
C. Siage 3: Ful thickness Sssue koss. Suboutansous fat may be visible but bone, tendon of muscle 5 not exposad. Siough miay be present but does not
S obscure the depth of S5sue ss. May incude undemmining and tunneiing
|_I 1. MNumber of Sage 3 pressurs ulcers
0.  Stage 4: Ful thickness Sssue koss with exposed bone, fendon of musde. Sough or eschar may be present on some parts of Te wound bed. Ofen includes
i undemining and turneing
sl M
1. MNumber of 5tage 4 pressurs ulcers
S F. Unatageabls - Slough andior eachar: Enown but not stageaile due to coverage of wound bead by slough andior eschar
1. MNumbser of unstagsable pressure wiesrs dus to coverage of wound bed by slough and'or sschar




Section M - SKin Conditions
M1030. Mumber of Yenous and Arterial Ulcers

T ]

|:] Eniter the total membser of venouws and arterial ulcars prasant

M1040. Cher Ulcers, Wounds and Skin Problems

| Check all that apply
[Foot Problems

00 A infection of the foot (e.q., celkiifis, pundent dranage)

[l B. Diabetic foot ulcsr(s)

[l G Other open kesion(s) on the foot
Other Problems

[  D. Openkesion(s) other than ulcsrs, rashes, cuts (2.3, cancer lesion)
]  E. Surgical woundz)

[0 F Burnis) isecond or hird degree)
Mone of the Above

| Z  MNone of the above were present
M1200. Skin and Ulceriinjury Treatments

| Check all that apply
Praasurs reducing devica for chair
Preasurs reducing devica for bed
- Tuming/repositioning program
. Mugrition or hydration intersantion o marage skin problems
Presaurs ulcarfinjury cars
Surgical wound care
. Application of nonsurgical dressings [with or witout topical medications) ofher than to feet
Applications of cintmentaimedications other than 1o feet
Application of dreasings to fest (with or without topical medications)
Mone of the above were providsd

Ogaoooooaioog
NS lEe M e o @



Section M (continued)

* M1040 D Open lesion(s) other than ulcers, rashes, cuts: that
are not coded elsewhere and develop as a result of a disease
process should be coded here.

e Cuts, lacerations, and abrasions are not coded on the MDS.



Section M (continued)
M 1200 Skin and Ulcer/Injury Treatments

* M1200 H Applications of ointments/medications other than to
feet: Includes barrier creams and skin prep.

* Skin prep to the heel for prevention is not captured on the MDS.

* If skin prep is being used on the heel to treat a DTI, code at
M1200 E, Pressure ulcer/injury care.

* Band aids are not coded as dressings.



Kennedy Terminal
Ulcers

Skin changes at the end of life (SCALE),
also referred to as Kennedy Terminal
Ulcers

(KTUs) and skin failure, are not primarily
caused by pressure and are not coded in
Section M.



Section N - Medications
MNO20D. Injections

Eiwbad  Racord the number of that injections of were recaived the last 7 admissianientry or reentry if less tian
7 days. If 0 — Skip fo 00 dﬂwmm;‘ﬁmm Fmg;M'iin?! ays or sice “

NO35D. Insulim
Endar [vinya

A Insulin injactions - Record the number of daya that msulin injecticns were received duning the last 7 days or Ince admission’entry o
reeriry if lass than 7 days

EdwDws B, Orders for insulin - Record the number of daya the phyaician (or authorized assistant or practiboner) changed the resident's
insulin ordera dunng the last 7 days or since admissionfertry or reendry if less than 7 days




NO350: Insulin

Coding Tips and Special Populations
e For sliding scale orders:

— Assliding scale dosage schedule that is written to cover different dosages depending on lab values
does not count as an order change simply because a different dose is administered based on the
sliding scale guidelines.

— If the sliding scale order is new, discontinued, or is the first sliding scale order for the resident,
these days can be counted and coded.

e For subcutaneous insulin pumps, code only the number of days that the resident actually required a
subcutaneous injection to restart the pump.



Section O - Special Treatments, Procedures, and Programs
00100, Special Treatments, Procedures, and Programs
Check all of the following treatments, procedures and programs that wese performed during the last 14 days

1. While NOT a Residant
Periomed while MOT a resident of this faclity and within the last 14 days. Only check colunn 1 i 1. 2
resident entered (admission or reentry] IN THE LAST 14 DAYS. M resident last enfered 14 or more days While NOT a While a
2g0, leave column 1 blank Rasidant Rasident
2. While a Residant.
Peromed while a resident of this facility and within the [ast 14 days Check all that apply

Cancer Treabmants

A Chemotherapy

B. Radiation
Raapiratory Treatments

C.  Oxygen therapy

D. Suctioning

E. Tracheostomy care

F.  Invaaive Machanical Ventilator [ventilabor or respirator)
Dhar

L1 L

I¥ medications

Tranafusicna

Dialysia

Iaclation or quaranting for acfive infactious disease (does not inchude standard bodyffuid precantions)  [[TTGN
Other

Z.  MHone of the abova

oo oOooOo oO0d

Rl -
O Oooog oood

O



Section O: Special Treatments, Procedures,
and Programs

* Intent: The intent of the items in this section is to identify
any special treatments, procedures, and programs that the
resident received during the specified time periods.



00100: Coding Tips

* Facilities may code treatments, programs and procedures that the
resident performed themselves independently or after set-up by
facility staff.

* Do not code services that were provided solely in conjunction with
a surgical procedure or diagnostic procedure, such as IV
medications or ventilators. Surgical procedures include routine
pre- and post-operative procedures.



Section O
Special Treatments, Procedures, and Programs

Steps for Assessment

1. Review the resident’s medical record to determine whether or not the resident received or performed any of the
treatments, procedures, or programs within the last 14 days.

Coding Instructions for Column 1

Check all treatments, procedures, and frograms received or performed bP/ the resident prior to admission/entry or
reentry to the facility and within the 14-day look-back period. Leave Column 1 blank if the resident was

a?rmt e%/entered or reentered the facility more than 14 days ago. If no items apply in the last 14 days, check Z, none
of the above.

Coding Instructions for Column 2

Check all treatments, procedures, and pro%rams received or performed by the resident after admission/entry or reentry
to the facility and within the 14-day look-back period.

Coding Tips

» Facilities may code treatments, programs and procedures that the resident performed themselves independently or
after set-up by facility staff. Do not code services that were provided solely in conjunction with a surgical procedure or
diagnostic procedure, such as IV medications or ventilators. Surgical procedures include routine pre- and post-
operative procedures.

OSA-37



O0100A Chemotherapy

* Code any type of chemotherapy agent administered as an antineoplastic
given by any route in this item.

* Each medication should be evaluated to determine its reason for use before
coding it here. Medications coded here are those actually used for cancer

treatment.

* For example, megestrol acetate is classified as an antineoplastic drug. If megestrol
acetate is being given only for appetite stimulation, do not code it as chemotherapy

in this item.

 Hormonal and other agents administered to prevent the recurrence or slow the
growth of cancer should not be coded in this item, as they are not considered
chemotherapy for the purpose of coding the MDS.

* Vs, IV medication, and blood transfusions administered during
chemotherapy are not recorded under items KO510A (Parenteral/IV),
O0100H (IV Medications), or 00100l (Transfusions).



00100 Coding Tips

* B. Radiation: Includes intermittent radiation therapy, as well as radiation
administered via radiation implant.

* C. Oxygen therapy: Code continuous or intermittent oxygen administered via
mask, cannula, etc., delivered to a resident to relieve hypoxia. Code oxygen
used in Bi-level Positive Airway Pressure/Continuous Positive Airway Pressure
(BiPAP/CPAP) here. Do not code hyperbaric oxygen for wound therapy in this
item.

* D. Suctioning: Code only tracheal and/or nasopharyngeal suctioning in this
item. Do not code oral suctioning here. This item may be coded if the resident
performs his/her own tracheal and/or nasopharyngeal suctioning.

 E. Tracheostomy care: Code cleansing of the stoma, tracheostomy and/or
cannula in this item. This item may be coded if the resident performs his/her
own tracheostomy care.



O0100F Invasive Mechanical Ventilator

* Code any type of electrically or pneumatically powered closed-system
mechanical ventilator support device that ensures adequate ventilation in
the resident who is or who may become unable to support his or her own
respiration in this item. During invasive mechanical ventilation, the
resident’s breathing is controlled by the ventilator.

* A resident who has been weaned off of a respirator or ventilator in the last
14 days or is currently being weaned off a respirator or ventilator, should
also be coded here.

* Do not code this item when the ventilator or respirator is used only as a
substitute for BiPAP or CPAP.



O0100H IV Medications

* Code any drug or biological given by intravenous push, epidural pump, or
drip through a central or peripheral port in this item.

e Epidural, intrathecal, and baclofen pumps may be coded here, as they are
similar to IV medications in that they must be monitored frequently, and
they involve continuous administration of a substance.

* Do not code flushes to keep an IV access port patent, or IV fluids without
medication here. Subcutaneous pumps are not coded in this item.

* Do not include IV medications of any kind that were administered during
dialysis or chemotherapy.

* Dextrose 50% and/or Lactated Ringers given IV are not considered
medications and should not be coded here. mas supportive Guidelines 1/1/23



00100 Coding Tips (continued)

* |. Transfusions: Code transfusions of blood or any blood products (e.g.,
platelets, synthetic blood products), that are administered directly into the
bloodstream in this item. Do not include transfusions that were
administered during dialysis or chemotherapy.

e J. Dialysis: Code peritoneal or renal dialysis which occurs at the nursing
home or at another facility.



0O0110M1 Isolation or Quarantine for Active Infectious Disease
Code for “single room isolation” only when all of the following
conditions are met:

* 1. The resident has active infection with highly transmissible or
epidemiologically significant pathogens that have been acquired by physical
contact or airborne or droplet transmission.

2. Precautions are over and above standard precautions. That is,
transmission-based precautions (contact, droplet, and/or airborne) must be

in effect.

* 3. The resident is in a room alone because of active infection and cannot have
a roommate. This means that the resident must be in the room alone and not
cohorted with a roommate regardless of whether the roommate has a similar
active infection that requires isolation.

* 4. The resident must remain in his/her room. This requires that all services be
brought to the resident (e.g. rehabilitation, activities, dining, etc.).




Section O - Special Treatments, Procedures, and Programs

00400, Therapies
A Spesch-Language Pathology and Audiclogy Servicas

Erdler Mumber of Minules

Erdler Mumber of Minuies

Erdler Mumber of Minules

Enter Number of Days

Erdler Mumber of Miruies

Eriler Mumber of Minuies

Erdler Mumber of Miruies

Eter Murnber of Days

Erdler Mumber of Miruies

Erdler Mumber of Minui=s

Erdler Mumber of Minuies

Erer Number of Days

Eter Murnber of Dayes

[]

x

3

Individual minutes - record the tofal mumiber of mirutes this therapy was administered bo the resident individually in he
last T days

Goncumrsnt minutes - recoed the fotal numbser of minies §is therapy was administered to the resident concumantly
with one other resident in §e last 7 days

Group minubes - record the total rumiber of mirates this therapy was administered fo the r=ident as part of a group of
residenta in the last T days

I the suwm of individual, concurrent, and group minutes is zero, — skip fo O0400A3, Therapy start datz

4
3

Diays - record the number of days this hempy was administessd for at least 13 minutss a day i the st T days

Therapy start date - record the date the most recent 6. Therapy end dats - recomd the date the most recent
therapy regimen (since the most recent entry) started tharapy regimen (since the most recent entry) ended -

enter dashes if therapy is ongoing
II]II]IIII] LI DT T
Monih Day Month Day Year

B. Occupational Therapy

FA

3.

Ihdi;idualmium-reuurd fhe total number of minutes this herapy was admirisiered fo the resident individually in the
astT days

Goncurrsnt minubes - recoed the total rumiser of mirates this herapy was administessd to the resident concurrsntly
with one other resident in the last 7 days

Group minutes - record the total rumber of mirutes this therapy was admiristensd to the resident as of a group of
midgrhhﬂ-elnst?daﬁ part

I the sumi of individual, concurrent, and group minutss is zen, — siop to OMM0083, Therapy start date

4.

Days - record the numbser of days this therapy was admiristzesd for at leaat 15 minutes a day in e ast T days

3. Therapy start date - record the dabe the most recent 6. 'I'rmmdm record the date the most recent
therapy regimen (since the maost recent eniry) started regimen (since the most recent entry) ended -
Eﬂtﬂf if theragy i ongong
HEEEEEEN HECEEIEEEE
Manth Day Year Momth Day ear
G.  Physical Therapy

KA

3.

Individual minuies - record the total Aumbse of minutes this heapy was administened to the resident individually in the
last T days

Goncurrent minubes - record the total rumiber of mirtes this therapy was administered to the resident concurrenthy
with one other reaident i the last 7 days o

Group minutas - record the fotal rumiser of mirutes this therapy was admiristered to the resident as part of a group of
reaidants in the last 7 days

I the sum of individual, concurrent, and group minutss is zen, — siop to OMM00CS, Therapy stort date

4
3

Days - record the numbser of days this therapy was admiristzesd for at leaat 15 minutes a day in e ast T days
Therapy start date - record the dabe the most recent 8. Tharapy end dats - record the date the most recent

thropy regimen since ihe most recent entry)sared Iy egmen (o e mos e ey -
|r.h!m]-|nly r lﬁLl ] L LT LT

D. Respiratory Therapy

FA

Dy - record the numbser of days this therapy was admiristzesd for at leaat 15 minutas a day in e Qs T days



0O0400D: Respiratory Therapy

D. Respiratory Therapy

Enter Number of Days 2. Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days

* Respiratory Therapy: Services that are provided by a qualified
professional (respiratory therapists, respiratory nurse). Respiratory
therapy services are for the assessment, treatment, and
monitoring of patients with deficiencies or abnormalities of
pulmonary function.

* See Appendix A- Glossary page A-20, Pages 0-23 and O-35 for
more information



Respiratory Therapy continued

* Respiratory therapy services include coughing, deep
breathing, nebulizer treatments, assessing breath sounds
and mechanical ventilation, etc., which must be provided by
a respiratory therapist or trained respiratory nurse. A
respiratory nurse must be proficient in the modalities listed
above either through formal nursing or specific training and
may deliver these modalities as allowed under the state
Nurse Practice Act and under applicable state laws.



00420 Distinct Calendar Days of Therapy

 Enter the number of calendar days that the resident received Speech-Language
Pathology and Audiology Services, Occupational Therapy, or Physical Therapy for
at least 15 minutes in the past 7 days. If a resident receives more than one therapy
discipline on a given calendar day, this may only count for one calendar day for
purposes of coding Item O0420.

« Examples start on RAI page O-33



Section O - Special Treatments, Procedures, and Programs

00420, Distinct Calendar Days of Therapy

-l Record the number of calendar days that the resident received Speech-Language Pathology and Audiology Services, Decupafional
|:I Therapy, or Physical Therapy for at least 13 minutes in the past 7 days.

00450, Resumption of Therapy

A Haa a provious rehabilitation therapy regiman (spsec i andior ical endad, =3 reported on this End of
e Gt Tm:‘lytllﬂﬂ.,adlaﬂ-mmm; tha same ha:fi:hm ln‘?‘ = e

(1§
1. Yea
00500,  Restorative Nursing Programs

Fiecord the numbsar of each of the following restorative programs was performed (for at keast 15 minuies a day] in the last 7 calendar days (enter 0
mone of less than 15 mi daily)

Humbsr Techni
of Daya aue

|:| A. Range of motion (passive)

[ ] & Range of motion (active)

D G. Splint or brace assistance

El'li'-}Bl Training and Skill Practice In:

[[] D Bedmobility

E Transfer

F. Walking

H. Eating and/or swallowing

L Amputation'prostheses care

[]
L]
[ ] 6 Dressing andior grooming
L]
L]
L]

e D
Dj Cwer the last 14 days, on how many days did the physician [or authorized assistant or practitioner) examine the resideni?

00700, Physician Orders

ﬁi Croer the last 14 days, on how many days did the physician (or authorized assistant or practitionsr) changs the resident’s orders?



0O0500: Restorative Nursing Programs

* Must meet specific criteria prior to coding

* Measurable objectives and interventions documented in the care plan
and medical record

* Periodic evaluation by a licensed nurse in the medical record

* Nursing assistants/aides/other staff/volunteers must be trained in the
techniques that promote resident involvement

* A nurse must supervise the activities in a nursing restorative program
* Groups no larger than 4 residents per staff
* Cannot claim techniques that therapists claim under 00400 A,B or C



’nysician Examinations
Physician Orders

00600. Physician Examinations

Enter Dzy=

Ower the last 14 daye, on how many days did the physician (or authorized assistant or practiioner) examine the resident?

O0700. Physician Orders

Enfer Day=

Ower the last 14 daye, on how many days did the physician {or authonzed assistant or practiboner) change the resident’s orders?




0O0600: Physician Exams

Does require:

I. Evidence of an examination by the physician or other licensed professional allowable by state
aw.

Does include:

a_PIarti_aI or full examination in the facility, in the physician’s office or off-site, e.g., while undergoing
jalysis.

e Telehealth visits.

Medical Doctors, Doctors of osteopathy, Podiatrists, Dentists, authorized Physician Assistants,
Nurse Practitioners, Clinical Nurse Specialists working in collaboration with the physician.

Does NOT include:

« Examinations conducted prior to admission or reentry.

« Examinations conducted during an ER visit or hospital observation stay.
« Examination by a Medicine Man or Psychologist (PhD).



0O0700: Physician Orders

Does include:
 Written, telephone, fax, or consultation orders for new or altered treatment.

 Orders written on the day of admission as a result of an unexgected change/deterioration in condition or
mrjlury are considered as new or altered treatment orders and should be counted as a day with order
changes.

Does NOT include:

. F]Q.;tandard admission orders; return admission orders, renewal orders, or clarifying orders without
changes.

 Orders written prior to admission or reentry.

* Activation of a PRN order already on file.

« Administration of different dosages from an established sliding scale.
* Monthly Medicare certification/recertification.

* Orders to increase the RUG classification.

 Orders written by a pharmacist.

* Orders for transfer of care to another physician.



Resident Igemifier Date

Section X - Correction Request

Complete Section X only if ADISD =2 or 3

Identification of Record to be Modifiediinactivated - The following Bems identify the existing assessment recond that is in emoe, Ik this
saction, reproduce the infoemation EXACTLY as it apeeared on the existing erronecus record, even if the information is incorrect

Thits informiation is necessary o locate the existing record in the National MDS Datalbase.

XMH50. Type of Provider (A0200 on exisiing record to ke modifisdinacivated)

Ebiefs  Tyng of providar

|:| 1. Nursing homs [SNEMNF]

X0200. MName of Resident [A0300 on exising record to ke modifiedmacivated)
A First name:

C. Last name:

HEEEEEEEEEEEEEEEEE
X0300. Gender (A0S0 on existing racord to be modfiedinactvated)
Erbr Gy 1. Mals
|:| 7 Femals

X0200. Birth Date (AJS0D0 on existing recond fo be modifiedinactivated)

Monh Day Wear
X0500. Social Security Mumber [ADJE0DA on existing record fo be modifiedinactivated)

HEEgERCEEER
X0570. Optional State Assessment [AJ3004/8 on existing record to be modifiediinactvated)

Eacesn A 3 this azssssment for state payment purpossa only?

0. Mo
1. Yea

Enwieds B,  Assessment type

. Start of therapy assessment

End of tharapy assessment

Bath Start and End of therapy assessment
Change of therapy assessment

Other payment assessment

XO0700. Date on existing record fo be modiiedinactivated
A, Assssament Reference Date [A2300 on exsting record fo be modifiedinactivated)

Mo Tay ear

0 P g o

Resident Igenifier Date

Section X - Correction Request
Comection Attestation Section - Complete this section to explain and atiest to the modificationnactivation request
X0800. Correction Mumber

vk Msnei
D:I Enter the number of cormection requasts to modifyfinactivate the exisfing record, including the present ons

X0900. Reasons for Modification - Comglete only i Type of Record is fo modify a recoed im error (A0S0 = 2}
| Gheck all that apply
. Transcrticn amor
Data eniry smor
Software product smor
Itam coding emor
Othar ermor requiring modification
IF “Cther” checked, plaase specfy:
¥1050. Reasons for Inactivation - Complete only if Tyee of Recond is to mactivate a record in eror (A0050 = 3)
| Gheck all that apply
0 A  Eventdidnofoccur
[0 Z Other emor requiring inackivation
IF “Cther” checked, please specify:
X1100. RM Assessment Coordinator Attestation of Completion
A Atteating individual'a first nama:
HEEEEEEEREEN
B Aftesting individual's last name:

C.  Aftesting individual's title:

oooanoino
MoEn @ e

0. Signature

E Aftectation date

Ko Day Year




Section Z:
Assessment Administration

* The intent of the items in this section is to provide billing
information and signatures of persons completing the assessment.

e Rational: Used to capture the Patient Driven Payment Model
(PDPM) case mix version code followed by Health Insurance
Prospective Payment System (HIPPS) modifier based on type of
assessment.



Section Z - Assessment Administration

Z0400. Signature of Persons Completing the Assessment or Entry/Death Reporting

| certify that the accompanying information accurately reflects resident assessment information for this resident and that | collected or coordinated collection

of this information on the dates specified. To the best of my knowledge, this information was collected in accordance with applicable Medicare and Medicaid
requirements. | understand that this information Is used as a basis for ensuring that residents receive appropriate and quality care, and as a basis for payment
from federal funds. | further understand that payment of such federal funds and continued participation in the govemment-funded health care programs s
conditioned on the accuracy and truthfulness of this information, and that | may be personally subject to or may subject my organization to substantial criminal,
civil, and/or administrative penalties for submitting false information. | also certify that | am authorized to submit this information by this facility on its behalf.

Signature Title Sections Date Section
Completed



Fesident

Igemiifer

Section Z - Assessment Administration

Z0200.

Enbi Cada

State Medicaid Billing (if required by the state)

A.{}Baa-.u:
EEEEEEEEE

B. Vemion coda:
EEEEEEEEEE

G la this a Short Hay asscesamant?
0. Ho
1. Yes

. Alemnate State Medicaid Billing (if required by the state)

A, Gasa Mix group:
HEEEEREEEN

B. Vemion coda:
HEEEEREERER

Insurance Billing

A Billing coda:

B. Eilling waraien:

Resigent Igentiier D
Section Z - Assessment Administration

Z0400. Signature of Persons Completing the A ent or EntryiDeath Reporting
Im‘fy‘hmﬂwnmmmyngﬁmmmmaﬁdymﬂedsmshﬂmsmnhmahmﬁrhsmdemmimlwllemedorewinahdwﬂemm
nfﬂlsﬂmmionmhenesﬁuﬁed To the best of my knowledge, this information was collected in accordance with applicalble Medicars and Medicaid
requiremenits. | understand that this information is used 25 a basis for ensuring that residents receive appropriate and qualty care, and as a basis for payment
fram federal funes. | furber undersiand that of such federal fumds and contirued in the governmeni-funded health care rams is

condiioned on the accuracy and truthfuiness of tis information, and that | may ke personally suject to or may sukiect my organization to criminal,
civil, and'or admirisrative penalfies for submitting false irfomation. | also cerfy that | am authorzed to submit this imformation by this fcilty on its behalf.
Signature Title Sections. Date Section

Completed

A

B.

c.

0.

E

F.

G.

H

L

J.

K

L
Z0500. Signature of RN Assessment Coordinator Verifying Assessment Completion
A Signature: B. Date RN Assessment Coordinator signed
assessment as complete:

HEpEECEEEE

Day

Legal Nofice Regarding MDS 3.0 - Cogytight 2011 Unied Sttes of Amenica and imerRAL This work may be freely used and disziuied solsly within Tie United Stnes,
Pofticns o the MDS 3.0 3re under saparas copyright protections; PRES Inc. hoids e copynght for the PHCHD; Confusion Assessment Method, /@ 1988, 2003, Hospial
Elder Life Program. All rignis resenved. Adapied from: Inouye: SK 2 al. Ann Intem Med. 1990; 113:941-8. Bolh Pizer Inc. and the Hospital Eider Life Program, LLC have
graried permission 1o use these instruments in association with e MDS 3.0,

MO 3.0 Mursing Home Optional State Assessment (OSA) Version 1.0 Effective 100012023 Page 20 of 20
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