Change Tables for MDS-RCA, Revised April 2016


	Section
	Page
	MDS-RCA Section
	Item
	Change

	1.2
	8
	
	
	Added “case mix sponsored” training session to Assessor Responsibilities

	2.1
	9
	
	
	Added clarification of Muskie School of Public Service relationship to State.  

	3.1
	10
	
	Resident Records
	Added clarification of where to obtain information used to code the MDS-RCA

	3.3
	11
	
	Instrument and Recording Conventions
	All references to use of black or blue ink, printing legibly or clearly, use of block letters, circling responses, etc. have been removed as there is a State policy that requires use of software and electronic submission of MDS-RCA data.  

	5
	11
	
	Face Sheet:  Background Information
	Information added on how to make changes to Items AB-AD after the admission assessment has been completed. 
 

	5
	23
	AB9 
AB10
	Mental Health History
	All references to Mental Retardation (MR) were changed to Intellectual Disability (ID)

	6
	29
	A2
	Social Security and Medicare Numbers
	Enter the Social Security number of the resident, one number per box.  It is no longer acceptable to enter dashes or leave the item blank.  

	6
	30
	A5
	Assessment Date
	The look back period is seven(7) days unless otherwise specified

	6
	31
	A6
	Significant Change
	Documentation of the initial identification of a significant change in terms of the resident’s clinical status must be in the clinical record. Complete a full assessment, at Item S2b, and review and/or revision of the service plan no later than fourteen (14) days after determining that a significant change has occurred.

	6
	32
	A8
	Current Payment Source
	Check all payment sources that are correct at the time of the assessment

	6
	39
	B3
	Cognitive Skill for Daily Decision-Making
	Documentation must be present in the clinical record of the resident’s actual performance in making decisions regarding tasks of daily living.

	6
	47
	E1
	Indicators of Depression, Anxiety, Sad Mood
	Process:   Evidence and observations to support the coding of these indicators must be

present in the clinical record within the expected time frame. Records may be found in the provider notes, monthly summaries, activities of daily living, etc.


	6
	48
	E1
	Indicators of Depression, Anxiety, Sad Mood
	Coding:  
0.  Indicator not exhibited in last 30 days

1.  Indicator exhibited one to five days per week during the past 30 days

2.  Indicator exhibited daily or almost daily (6 to 7 days each week) during the past 30 days.

Wording was changed to days per week for consistency throughout the coding criteria.  

	6
	53
	F
	
	Corrected spelling error (Psychosocial)

	6
	57
	G1.d
	ADL Self Performance
	Added Anti-embolism stockings to  definition of dressing

	6
	58
	G1
	ADL Self Performance
	Process:  Supporting documentation for all areas of ADL and all shifts must be present 

in the clinical record

	6
	69
	G5A.d
	Arranging Transportation
	Revised definition:  How the resident actually plans or makes arrangements to get to appointments or to accomplish shopping and other errands.  

	6
	78
	H3.e
	Appliances and Programs
	Corrected spelling error (Intermittent)

	6
	78
	H3.f
	Appliances and Programs
	Added “bedpan” use during the past 14 days

	6
	81
	I1.s
	Diagnoses
	Updated definition of Cerebral Palsy; from National Institute of Neurological Disorders and Stroke (www.ninds.nih.gov/disorders/cerebral_palsy.htm)

	6
	81
	I1.aa
	Diagnoses
	Updated definition of Seizure Disorder (www.nlm.nih.gov/medlineplus/)

	6
	82
	I1.cc
	Diagnoses
	Updated definition of Traumatic Brain Injury:  added “trauma-related

	6
	82
	I1.jj
	Diagnoses
	Clarification added to definition of Cataracts:   Do not include this diagnosis if after removal, the resident is no longer affected by the cataract.

	6
	83
	I1.tt
	Diagnoses
	Updated definition of Mental retardation and Development:  changed MR to ID (as noted above);  from American Association on Intellectual and Development Disabilities,  www.aaidd.org

	6
	85
	J1e
J1f
	Delusions
Hallucinations
	Documentation must include a description of the delusions and/or hallucinations.  “Should” was changed to “must”

	6
	92
	K1.a
	Oral Problems
	“or has temporomandibular joint pain” was removed” as it did not pertain to “dry mouth”

	6
	92
	K2a
	Height
	Added to match the assessment tool

	6
	92
	K2b
	Weight
	Added to match the assessment tool

	6
	96
	M1.e
	Open sores or lesion
	Definition of “lesion” was added.  

	6
	96
	M2
	Ulcers
	“due to any cause” was removed as the term ulcer is defined  under “definition”

	6
	96
	M2
	Ulcers
	Stages listed in this updated manual are not current, according to the NPUAP guidelines.  This will be addressed with the revision of the MDS-RCA and MDS-ALS assessment tools. 

	6
	96
	M2
	Ulcers
	Updated language:  Process:   “Review the resident's record and consult with the staff about the presence of an ulcer. Without a full body check, an ulcer may be missed. Ulcers must be staged by a registered nurse or physician, as they appear at the time of the assessment, and must be documented in the clinical record during the observation period.”

	6
	97
	M3a
M3b
	Foot problems and care
	Inspection and presence of foot problems are two different items on the MDS-RCA. Separate Process and Coding sections were added for added for inspection and presence of foot problems.  

	6
	102
	O3
	Injections
	Additional information was added: 

Due to potential systemic and/or local complications from injections, it is 

important that staff communicate with the resident regarding:

•
Actual administration being done

•
Any difficulties with the administration procedure

•
Any distressing signs or symptoms that could be attributed to the medication

•
Any signs or symptoms  of problems at the injection site

There must be documentation to support that communication between resident and staff occurred.

	6
	103
	O4b
	Days Received the Following Medications
	Additional information was added:
Unlicensed staff (i.e. CRMA) requires detailed description of behaviors from the physician in order to administered PRN (as needed) psychotropic medications.

Acknowledging and documenting any patterns of a resident’s behavior that require the use of PRN psychotropic medications on the MDS-RCA provides the basis for further evaluation  and delivery of consistent appropriate care that will allow appropriate management of mental, emotional, nervous and/or behavioral problem(s) and identify those residents needing further mental health services

	6
	106
	P1a
	Special care
	Additional information was added:  
Coding:
Many of these treatments, procedures, and programs require a written physician’s  

order, in accordance with State and/or Federal regulations, prior to implementation.  When coding these items, supporting documentation would 
include physician’s orders and evidence the treatment was actually received 
by the resident during the look back period.  

	6
	108
	P2
	Intervention Program for Mood, Behavior, Cognitive Loss
	Intent:
To record all interventions and strategies used in the last 7 days (unless a different time frame is specified). The  clinical record should document the evaluation for services, the  provision of these services, and the outcomes of treatment

	6
	108
	P2a
	Special behavior symptom evaluation program
	Special behavior symptom evaluation program – A program of ongoing, comprehensive, interdisciplinary evaluation of behavioral symptoms. The purpose of such a program is to evaluate the need to implement ways to understand the “meaning” behind the resident's health and functional status, in a social and physical environment.  The service plan should clearly identify the following information:  1. the problem, situation, or challenge being addressed, 2. the goal of the program and 3. approaches to be used.  In addition, the clinical record should contain evidence of delivery of services and periodic evaluation of outcomes of treatment and need for continued services.

	6
	108
	P2b
	Special behavior management program
	Special behavior management program – A program of ongoing, interdisciplinary management of behavioral symptoms, such as items coded in E4a through E4j. The purpose of such a program is to help the resident to manage symptoms through direction, consistent interaction and environmental changes.  The service plan should clearly identify the following information:  1. the problem, situation, or challenge being addressed, 2. the goal of the program and 3. Approaches to be used.  In addition, the clinical record should contain evidence of delivery of services and periodic evaluation of outcomes of treatment and need for continued services.

	6
	108
	P2d
	Group therapy
	Additional information was added to existing language in P2d:

This may include any group with goals and objectives, but does not include recreational or leisure activity groups. Group therapy as an intervention must be referenced on the service plan.

	6
	110
	P3a
	Need for ongoing monitoring
	Intent:
 a. To record specific monitoring required by the resident, as determined by the physician or a registered nurse, for an acute condition.  

	6
	110
	P3b
	Need for ongoing monitoring
	Intent:   b.  To record specific monitoring required by the resident for possible serious, untoward side effects related to a new medication or for effectiveness of a newly prescribed treatment.

Examples of serious or untoward side effects :

· Results in death

· Life threatening

· Leads to hospital admission or evaluation

· Requires intervention to prevent disability or permanent damage

· Allergic or other systemic reaction

	6
	110
	P3
	Need for ongoing monitoring
	Process:   The need for on-going monitoring of an acute condition (unstable, fluctuating, medically complex) or new treatment/medication must be documented by the physician or a Registered Nurse, including a description of what monitoring is required.  Review the resident’s clinical record.  Clinical records must contain documentation by the person coded as being responsible for the monitoring to show that monitoring has occurred during the look back period.

	6
	114
	P10
	Physicians Orders
	Additional information was added:  
A PRN (as needed) order that has been in the clinical record, has been activated is not considered a new order.  

The following do not count as new orders:

· admission / re-admission orders.   

· renewal orders without changes.  

· Clarifying orders without changes

· orders written by a pharmacist.  

	6
	114
	P11
	Abnormal Lab Values
	Additional information was added:  

Definition:   Abnormal is being defined as out of normal range according the reporting laboratory.

	6
	114
	P12
	Psychiatric Hospital Stay
	Additional information was added:
Intent:
To record the number of times the resident was admitted to a psychiatric unit or hospital with an overnight stay in the last 6 months (or since the last assessment if less than 6 months).

	6
	117
	S2
	Signatures
	The S2b date must be signed as being complete within 7 days of the Assessment date (item A5). When calculating the due date for subsequent assessments, the S2b date is day 1.

	6
	117
	S2
	Clarification notes
	Clarification notes written after the S2b (completion) date will not be accepted as supporting documentation for case mix review.  

	7
	120
	D1.8
	Reason for Assessment
	Omitted from previous version of MDS-RCA manual:
8.  Reason for Assessment

Intent:  To record the reason for completing the discharge form.

Coding:  Code a “6” if the resident has been in the facility, had at least one completed assessment, and is now being discharged.  Code a “7” if the resident is being discharged from the facility prior to completing the admission assessment (i.e. discharged less than 30 days since admission, and the admission assessment was not completed.)  NOTE:  Admission assessment is required to be completed by day 30  

	7
	120
	D2.2
	Admitted from (At Entry)
	Additional information was added, under Definition:

Enter information exactly as it was coded on the assessment that needs correction. 

	9
	123
	
	Semi Annual Assessment
	Clarification of information: 

A new assessment is required within 180 days of the S2b date of the previous assessment, on an ongoing basis for as long as the resident resides in the facility, according to guidelines and time frames provided by the Department of Health and Human Services.

	10
	124
	10.1
	Correction of the MDS-RCA
	The use of this form is intended to remedy concerns about the accuracy of the data in the State databases when errors are accepted into the system without an option or mechanism to correct.
This form is to be completed when an inaccuracy is detected in an MDS-RCA record that resides in the MDS database at the state, that is, the record passed the standard edits and has been accepted by the state MDS system.

The Correction Request Form must be completed when there is erroneous data in the MDS-RCA.  It is not at the facility’s discretion.  

	10
	126
	10.5
	Modification
	Clarification of information:

If the identified error results in a “major” change (i.e. the assessed view of the resident’s overall clinical status is inaccurate) the facility may perform a new assessment or a modification.  If a new assessment is completed, the original erroneous assessment in the database must still be corrected.

	10
	126
	10.5
	Significant Change
	Documentation of the initial identification of a significant change in terms of the resident’s clinical status must be in the clinical record. Complete a full assessment, at Item S2b, and review and/or revision of the service plan no later than fourteen (14) days after determining that a significant change has occurred.


	10
	128
	10.6
	Correction Policy Flow Chart
	Chart has been revised to reflect current practice
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