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Description

If you’ve been involved in the MDS/RAI process for a few years, you know that 
each October we always have an updated MDS 3.0 Item Set.

This was not the case for the past 3 years due to the COVID-19 PHE.

This October, SNF/LTC facilities will be implementing an updated MDS Item 
Set and it is not a stretch to call it significant.

Let’s see what lies ahead for all staff that work with the MDS/RAI process.



Objectives

At the conclusion of this webinar, you’ll be able to:

✓ Identify items from the IMPACT Act of 2014 that are now part of MDS 3.0  
v1.18.11 and speak to their importance for LTC.

✓Discuss the changes to the resident interviews.

✓ State 6 items that are significantly different in v1.18.11 from our current 
version (v1.17.2)

✓ Locate/utilize the resources needed for this implementation.

✓Actively start preparations for implementing v1.18.11 in your facility so 
you’re ready for October 1, 2023.





Who’s in the Audience Today

MDS Coordinator

Not the MDS Coordinator but a Member of the IDT

Care Plan Coordinator

Administrator

 Reimbursement Specialist

 Pre-Admission Screener

Consultant

Other Interested Party





Share Your MDS Experience with Us

New to MDS Process Within the Past 6 Months 

New to MDS Process Within the Past Year 

More than 1 Year but Less than 5 Years with the MDS

More than 5 years but Less than 10 Years with the MDS

More than 10 Years with the MDS

MDS Veteran since 1998



Importance of the MDS

• The MDS is the most powerful document your IDT will complete.

• MDS is used for these purposes:
• Reimbursement for care/services provided in your facility –> 200+ items

• Resident voice/choice

• Survey preparation

• Compliance – determination of possible deficiencies/fining/keeping your doors open

• Person-centered care planning: strengths and needs

• Staffing/Facility Assessment

• Discharge planning

• Measure of quality of care

• Incentives for improving quality of care – Value Based Purchasing (VBP)

• Consumer information – your facility rating compared to others

• Contracts with 3rd party payers – ACOs, MA plans, etc.

• Legal defense/lawsuits brought against facility and/or specific staff (perhaps you)

• Research

• Communication between providers



This Update is a BIG Deal!

v1.18.11 is the largest, most significant update to the MDS 
3.0 implemented on October 1, 2010.

In God we trust, all others must document!



Quick History Review

• 10/1/2010 … Moved from MDS 2.0 to MDS 3.0

• 10/1/2016 … Section GG made its debut on the MDS 3.0 Item Set

• 10/1/2019 … Moved from RUGs reimbursement to PDPM reimbursement

• 12/20/2019 … CMS posted draft version of  MDS 3.0 v1.18  

• 1/31/2020 … Initial COVID-19 PHE declaration  

• 3/13/2020 … QSO-20-14-NH -> NH Lockdown    



v1.18 Pulled Back

• 3/19/2020 … 

• CMS pulled the draft of v1.18 “in order to provide maximum 
flexibilities for providers of Skilled Nursing Facilities (SNFs) to 
respond to the COVID-19 Public Health Emergency (PHE) … The 
release of updated versions of the MDS will be delayed until 
October 1st of the year that is at least 2 full fiscal years after the 
end of the COVID-19 PHE.”



On Again + Case Mix

• 9/1/2022 … CMS posts draft MDS 3.0 v1.18.11 to be implemented 10/1/2023

• 9/21/2022 … CMS letter to State Medicaid Directors Guidance on Nursing Facility State 
Plan Payment and Upper Payment Limit Approaches in Medicaid Relying on the Medicare 
PDPM Model 

• CMS will no longer support the Medicare RUGs systems after October 1, 2023

• CMS is ending the support for RUG-III and RUG-IV on federally requirements assessments 
on October 1, 2023

• This support was supposed to have ending October 1, 2020 – PHE delayed this



Preliminary Roll-Out Timeline



Tools & Resources  

MDS 3.0 RAI Manual: v1.18.11_October 2023 
https://www.cms.gov/files/document/draftmds-30-rai-
manual-v11811october2023.pdf-0

MDS 3.0 Final Item Sets: v1.18.11 for October 1, 2023
https://www.cms.gov/files/zip/mds30finalitemsetsv11811for
oct12023.zip-1

MDS 3.0 CAT Specifications 1.06.0 
https://www.cms.gov/files/zip/mds-30-cat-specifications-
1060-12-21-2022.zip

https://www.cms.gov/files/document/draftmds-30-rai-manual-v11811october2023.pdf-0
https://www.cms.gov/files/zip/mds30finalitemsetsv11811foroct12023.zip-1
https://www.cms.gov/files/zip/mds-30-cat-specifications-1060-12-21-2022.zip


More Tools & Resources   

Patient Driven Payment Model (PDPM) 
https://www.cms.gov/medicare/medicare-fee-for-service-
payment/snfpps/pdpm

Appendix B: State Agency and CMS Locations RAI/MDS Contacts is located in 
the “Downloads” section on CMS’s MDS 3.0 RAI Manual Web page: 
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/MDS30RAIManual.html

https://www.cms.gov/medicare/medicare-fee-for-service-payment/snfpps/pdpm
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30RAIManual.html


OSA Resources

Final OSA Manual, Item Set, Change History: October 1,2023 

https://www.cms.gov/files/zip/final-osa-manualitem-setchange-historyoctober12023.zip

The Optional State Assessment (OSA) Item Set, OSA Manual, and OSA Change History table 
are now available. The OSA is not a Federally required assessment; rather, it may be required 
in some States for payment purposes. Each State determines whether the OSA is required and 
if so, when the assessment must be completed. For questions regarding completion of the 
OSA, please contact your State Survey Agency.

More on this a bit later…

https://www.cms.gov/files/zip/final-osa-manualitem-setchange-historyoctober12023.zip


SNF MDS 3.0 RAI v1.18.11 Guidance              
Training Program

The Centers for Medicare & Medicaid Services (CMS) is offering a virtual training program that provides 
instruction on the updated guidance for the Skilled Nursing Facility (SNF) Minimum Data Set (MDS) 3.0 
Resident Assessment Instrument (RAI) v1.18.11 Manual and Item Set. 

This training is part of a comprehensive strategy to ensure SNF providers have access to the educational 
materials necessary to understand and comply with the guidance changes. 

This guidance will affect reporting requirements associated with the SNF Quality Reporting Program 
(QRP) that will go into effect on October 1, 2023. 

A major focus of this training will be on the cross-setting implementation of the standardized patient 
assessment data elements to ensure more consistent reporting and evaluation across post-acute care 
settings.



Training Program Consists of Two Parts:

Part 1: LEARN  Part 1 consists of pre-recorded training webinars that deliver foundational 
knowledge to assist in learning the new and/or revised items and associated guidance. A 
supplemental Capstone Case Study is also available to give providers additional practice in 
coding the new and/or revised items.  These videos are intended to be viewed in advance of 
the Part 2 live event and are available now on CMS YouTube.

Part 2: PRACTICE  Part 2 includes the live, virtual workshop sessions that provide practice 
coding scenarios on select data elements covered in the Part 1 training webinars. These live 
sessions will take place on June 21st between 12:30 p.m. and 5 p.m. ET. Registration is open 
and can be completed online through Zoom.

https://www.youtube.com/playlist?list=PLaV7m2-zFKphoXW6cc3NwUfxra0A1LYDi
https://us06web.zoom.us/webinar/register/5916833445406/WN_jBYvc9t2RBqHIXy_imJJqg


Videos

➢ SNF Training Program Overview (14m51s)                                                                                                                     

➢ SNF Social Determinants of Health and New Data Elements in Section A Training Webinar (41m46s)

➢ SNF Understanding Changes to the MDS 3.0 RAI Manual v1.18.11 Training Webinar (32m14s)

➢ SNF Section GG: Summary of Guidance Changes Training Webinar (39m58s)

➢ SNF Section K: Swallowing/ Nutritional Status Training Webinar (9m25s)

➢ SNF Section D: Resident Mood Interview and Total Severity Score Training Webinar (21m39s) 

➢ SNF Section C: Changes to Cognitive Patterns Guidance Training Webinar (16m16s)

➢ SNF Section Q: Participation in Assessment and Goal Setting Training Webinar (21m14s)

➢ SNF Section J: Health Conditions Training Webinar (22m53s)

➢ SNF Section N: Medications Training Webinar (14m01s)

➢ SNF Section O: Special Treatments, Procedures, and Programs Training Webinar (14m32s)

Also available at https://briggshealthcare.blog/2023/05/26/snf-virtual-training-program-mds-3-0-v1-18-11-available/

https://www.youtube.com/watch?v=cbxXzOl0U9o&t=4s
https://www.youtube.com/watch?v=GlTUcuYrYvc&t=3s
https://www.youtube.com/watch?v=1mBJwBFI2vk&t=8s
https://www.youtube.com/watch?v=uOIj9o40OnY&t=8s
https://www.youtube.com/watch?v=3pn9ADMPWB4&t=5s
https://www.youtube.com/watch?v=7_uMZPkV7eE&t=3s
https://www.youtube.com/watch?v=3ZQJwUBPU94&t=2s
https://www.youtube.com/watch?v=y-K-nWW2hhA&t=2s
https://www.youtube.com/watch?v=sgISUEZdkSI&t=4s
https://www.youtube.com/watch?v=mRAdUP9Xp8Y&t=2s
https://www.youtube.com/watch?v=_DgdnkEAfV4
https://briggshealthcare.blog/2023/05/26/snf-virtual-training-program-mds-3-0-v1-18-11-available/


Part 1 Training

2023_May_SNF Guidance Training Program: Part 1

https://www.cms.gov/files/zip/2023maysnf-guidance-training-programpart-1.zip

https://www.cms.gov/files/zip/2023maysnf-guidance-training-programpart-1.zip


Supplemental Training



Quick Overview of Changes

• 29 new and modified MDS items (data elements) 
– Achieve standardization amongst other PAC settings, i.e., OASIS (Home Health), IRF PAI (Inpatient 

Rehabilitation Facility), LTCH (Long Term Care Hospital) 

– Update coding examples

– Skip patterns updated and clarified

• 13 Care Area Triggers updated

• 17 Care Area Assessment Worksheets updated

• Section G retired

• PHQ-2 to 9

• Gender-neutral language (he/she now = their/themself)

• Complete implementation of IMPACT Act of 2014
– Standardize Patient Assessment Data Elements (SPADEs)



SPADEs    

• Standardized Patient Assessment Data Elements

• Developed by CMS to meet the requirements of the Improving Medicare Post-Acute Care 
Transformation (IMPACT) Act of 2014

– IMPACT Act requires the reporting of standardized patient assessment data with regards to quality 
measures and SPADEs.

– IMPACT Act requires assessment data to be standardized and interoperable to allow for exchange of the 
data among post-acute providers and other providers.

– The Act intends for standardized post-acute care data to improve Medicare beneficiary outcomes through 
shared-decision making, care coordination, and enhanced discharge planning.

– Six (6) new categories of SPADEs data will be collected on  admissions and discharges beginning October 1, 
2023.



What are These Spades?   

Ethnicity

Race

Language

Transportation

Health Literacy

Social Isolation



Ethnicity   



Race    



Language   



Transportation   



Health Literacy   

• Code 0, Never: if the resident indicates never needing help reading instructions, 

pamphlets, or other written materials from doctors or pharmacies. 

• Code 1, Rarely: if the resident indicates rarely needing help reading instructions, 

pamphlets, or other written materials from doctors or pharmacies. 

• Code 2, Sometimes: if the resident indicates sometimes needing help reading 

instructions, pamphlets, or other written materials from doctors or pharmacies. 

• Code 3, Often: if the resident indicates often needing help reading instructions, 

pamphlets, or other written materials from doctors or pharmacies. 

• Code 4, Always: if the resident indicates always needing help reading instructions, 

pamphlets, or other written materials from doctors or pharmacies. 

• Code 7, Resident declines to respond: if the resident declines to respond. 

• Code 8, Resident unable to respond: if the resident is unable to respond. 



Social Isolation   

• Code 0, Never: if the resident indicates never feeling lonely or isolated from 

others. 

• Code 1, Rarely: if the resident indicates rarely feeling lonely or isolated from 

others.

• Code 2, Sometimes: if the resident indicates sometimes feeling lonely or 

isolated from others. 

• Code 3, Often: if the resident indicates often feeling lonely or isolated from 

others.

• Code 4, Always: if the resident indicates always feeling lonely or isolated from 

others. 

• Code 7, Resident declines to respond: if the resident declines to respond. 

• Code 8, Resident unable to respond: if the resident is unable to respond.



Social Determinants of Health

Social determinants of health (SDOH) are conditions in the places where people live, learn, work, play and age that affect a wide range 
of health risks and outcomes.

• Social and Community Context

• Education Access and Quality

• Economic Stability

• Neighborhood and Build Environment

• Healthcare Access and Quality

Internet access is increasingly recognized as a “super determinant” of health. It plays a role in health care outcomes and influences 

more traditionally recognized social determinants of health, such as education, employment, and healthcare access. – SAMHSA
https://www.samhsa.gov/blog/digital-access-super-determinant-health

50 – 80% of a person’s health outcome is affected by their SDOH.                                                     
https://impact.oliverwyman.com/affordability-and-quality-impact/expertise-social-determinants-health.html

https://www.samhsa.gov/blog/digital-access-super-determinant-health
https://impact.oliverwyman.com/affordability-and-quality-impact/expertise-social-determinants-health.html


SPADEs & SDOH

Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity

https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/


Additional Resident Interviews  

• BIMS

• Mood

• Preferences for Customary Routine and Activities

• Pain

• Participation in Assessment and Goal Setting
• Resident’s Overall Goal

• Return to Community



BIMS   

• The items in this section are intended to determine the 

resident’s attention, orientation and ability to register and 

recall new information and whether the resident has signs 

and symptoms of delirium. These items are crucial factors in 

many care-planning decisions. 

• BIMS is a structured cognitive interview.

• Interact with the resident using their preferred language 

(See A1110). Be sure they can hear you and/or have access 

to their preferred method for communication. If the resident 

needs or requires an interpreter, complete the interview with 

an interpreter. If the resident appears unable to 

communicate, offer alternatives such as writing, pointing, 

sign language, or cue cards.

• If the resident needs an interpreter, including a resident who 

uses American Sign Language (ASL), every effort should be 

made to have an interpreter present for the BIMS. If it is not 

possible for a needed interpreter to participate on the day of 

the interview, code C0100 = 0 to indicate interview not 

attempted and complete C0600- C1000, Staff Assessment 

for Mental Status.

• The BIMS is considered complete if the resident attempted 

and provided relevant answers to at least four of the 

questions included in C0200- C0400C. Relevant answers do 

not have to be correct but do need to be related to the 

question that was asked.

• If the interviewer is unable to articulate or pronounce any 

cognitive interview items clearly, for any reason (e.g., accent 

or speech impairment), have a different staff member 

conduct the BIMS.

• BIMS added to PPS Discharge Assessment.



Mood   



Preferences for Customary Routine                                  
& Activities    

• Most residents capable of communicating can answer questions 

about what they like. 

• There may be times when, due to medical or psychiatric 

conditions, a resident has difficulty communicating and 

understanding. When conducting resident interviews, providers 

are to assess and use their clinical judgment to determine the 

best time in which to attempt to conduct the resident interview. 

Providers are to attempt to conduct the interview with all 

conscious residents.  

• The interview is considered incomplete if the resident gives 

nonsensical responses or fails to respond to 3 or more of the 16 

items in F0400 and F0500. If the interview is stopped because it is 

considered incomplete, and there is no family member or 

significant other to assist in completing the interview, fill the 

remaining F0400 and F0500 items with a 9 and proceed to F0600, 

Daily Activity Preferences Primary Respondent. 

• The resident, family member or significant other is being asked 

about current preferences while in the nursing home but is not 

limited to a 7-day period to convey what these preferences are. 

• The facility is still obligated to complete the interview within the 

observation period. 



Pain   

• Attempt to complete the interview with all residents. 

• If the resident needs or wants an interpreter, complete the 

interview with an interpreter.

• Any type of physical pain or discomfort in any part of the 

body. It may be localized to one area or may be more 

generalized. It may be acute or chronic, continuous or 

intermittent, or occur at rest or with movement. Pain is 

very subjective; pain is whatever the experiencing person 

says it is and exists whenever they say it does.

• The assessment of pain is not associated with any 

particular approach to pain management. Since the use of 

opioids is associated with serious complications, an array 

of successful nonpharmacologic and nonopioid 

approaches to pain management may be considered. 

There are a range of pain management strategies that can 

be used, including but not limited to non-opioid analgesic 

medications, transcutaneous electrical nerve stimulation 

(TENS) therapy, supportive devices, acupuncture, 

biofeedback, application of heat/cold, massage, physical 

therapy, nerve block, stretching and strengthening 

exercises, chiropractic, electrical stimulation, 

radiotherapy, and ultrasound. 



Section Q

Intent: Interviewing the resident or designated individuals places the resident or their family at the 
center of decision-making. The items in this section are intended to record the participation and 
expectations of the resident, family members, or significant other(s) in the assessment, and to 
understand the resident’s overall goals. Discharge planning follow-up is already a regulatory 
requirement (CFR 483.21(c)(1)). Section Q of the MDS uses a person-centered approach to ensure that 
all individuals have the opportunity to learn about home- and community-based services and to receive 
long term care in the least restrictive setting possible. This may not be a nursing home. This is also a civil 
right for all residents.



Active Discharge Planning

An active discharge plan means a plan that is being currently implemented. In other words, the 
resident’s care plan has current goals to make specific arrangements for discharge, staff are 
taking active steps to accomplish discharge, and there is a target discharge date for the near 
future. 

If there is not an active discharge plan, residents should be asked if they want to talk to 
someone about community living (Q0500B) and then referred to the LCA accordingly. 
Furthermore, referrals to the LCA are recommended as part of many residents’ discharge 
plans. Such referrals are a helpful source of information for residents and facilities in 
informing the discharge planning process.



Participation in Assessment                                                    
& Goal Setting   



New/Expanded Section A Items

Be sure to review the definitions for each entity. The Glossary and Common 
Acronyms in Appendix A can also be helpful. 

Examples: There’s a difference between Nursing Home (02) and Skilled 
Nursing Facility (03). Also, between Hospice (09) and (10) and more.



Section A Coding

• Code 07, Inpatient Psychiatric Facility (psychiatric hospital or unit): 

if the resident was admitted from an institution that provides, by or 

under the supervision of a physician, psychiatric services for the 

diagnosis and treatment of mentally ill patients. This category also 

includes residents admitted from a psychiatric unit of a critical access 

hospital. 

• Code 08, Intermediate Care Facility (ID/DD): if the resident was 

admitted from an institution that is engaged in providing, under the 

supervision of a physician, any health and rehabilitative services for 

individuals with intellectual disabilities (ID) or developmental 

disabilities (DD). 

• Code 09, Hospice (home/non-institutional): if the resident was 

admitted from a community-based program for terminally ill persons. 

• Code 10, Hospice (institutional facility): if the resident was 

admitted from an inpatient program for terminally ill persons where 

an array of services is necessary for the palliation and management 

of terminal illness and related conditions. The hospice must be 

licensed by the State as a hospice provider and/or certified under the 

Medicare program as a hospice provider. Includes community-based 

or inpatient hospice programs.

• Code 11, Critical Access Hospital (CAH): if the resident was 

admitted from a Medicare-participating hospital located in a rural 

area or an area that is treated as rural and that meets all of the 

criteria to be designated by CMS as a CAH and was receiving acute 

care services from the CAH at the time of discharge. 

• Code 12, Home under care of organized home health service 

organization: if the resident was admitted from home under care of 

an organized home health service organization. This includes only 

skilled services provided by a home health agency.



Reconciled Medication List
Discharge

• Providing the current reconciled medication list at the time of transfer or discharge can be accomplished by any 

means, including active means (e.g., by mail, electronically, or verbally) and more passive means (e.g., a common 

electronic health record [EHR]), giving providers access to a portal).

• The transfer of a current reconciled medication list at the time of discharge can improve care coordination and quality 

of care and help subsequent providers reconcile medications, and it may mitigate adverse outcomes related to 

medications. Communication of medication information at discharge is critical to ensure safe and effective transitions 

from one health care setting to another.

• Determine whether the resident was discharged to one of the subsequent providers defined below under Coding Tips, 

based on discharge location item A2105.

• The following information on the important content that may be included in a reconciled medication list is provided as 

guidance. This guidance does not dictate what information should be included in your facility’s current reconciled 

medication list in order to code 1, Yes, that a current reconciled medication list was provided to the subsequent 

provider. The completeness of this reconciled medication list is left to the discretion of the providers who are 

coordinating this care with the resident. Examples of information that could be part of a reconciled medication list can 

be, but are not limited to: 

• — Types of medications—Current prescribed and over-the-counter (OTC) medications, nutritional supplements, 

vitamins, and homeopathic and herbal products administered by any route at the time of discharge. Medications may 

also include total parenteral nutrition (TPN) and oxygen. — The list of reconciled medications could include those that 

are: o active, including those that are scheduled to be discontinued after discharge; o held during the stay and 

planned to be continued/resumed after discharge; and o discontinued during the stay, if potentially relevant to the 

resident’s subsequent care. 

• — Information included—A reconciled medication list often includes important information about (1) the resident—

including their name, date of birth, active diagnoses, known medication and other allergies, and known drug 

sensitivities and reactions; and (2) each medication, including the name, strength, dose, route of medication 

administration, frequency or timing, purpose/indication, and any special instructions (e.g., crush medications). For any 

held medications, it may include the reason for holding the medication and when medication should resume. This 

information can improve medication safety. Additional information may be applicable and important to include in the 

medication list, such as the resident’s weight and date taken, preferred language, and ability to self-administer 

medication; when the last dose of the medication was administered by the discharging provider; and when the final 

dose should be administered (e.g., end of treatment). 

• Identify all routes of transmission that were used to provide the resident’s current reconciled medication list to the 

subsequent provider.

• It is recommended that a reconciled medication list that is provided to the resident, family member, guardian/legally 

authorized representative, or caregiver use consumer friendly terminology and plain language to ensure that the 

information provided is clear and understandable.



Nutritional Approaches

• Review the medical record to determine if any of the listed 

nutritional approaches were performed during the 7-day look-back 

period. If none apply, check K0520Z. None of the above.

• Coding Instructions for Column 1: Check all nutritional 

approaches performed during the first 3 days of the SNF PPS 

Stay.

• Check all nutritional approaches performed prior to 

admission/entry or reentry to the facility and within the 7-day look-

back period. Leave Column 2 blank if the resident was 

admitted/entered or reentered the facility more than 7 days 

ago. When completing the Interim Payment Assessment (IPA), 

the completion of items K0520A, K0520B, and K0520Z is 

required.

• Check all nutritional approaches performed after admission/entry 

or reentry to the facility and within the 7-day look-back period. If 

A0310B = 01 AND A0310A = 99, K0520D. Therapeutic Diet is not 

a required item. 

• Coding Instructions for Column 4: Check all nutritional 

approaches performed within the last 3 days of the SNF PPS 

Stay.

• Only feeding tubes that are used to deliver nutritive substances 

and/or hydration during the assessment period are coded in 

K0520B. 

• Assessors should not capture a trial of a mechanically altered diet 

(e.g., pureed food, thickened liquids) during the observation period 

in K0520C, mechanically altered diet. 



High-Risk Drug Classes – Use and Indication

• Review the resident’s medical record for documentation that any of these 

medications were received by the resident and for the indication of their 

use during the 7-day lookback period (or since admission/entry or reentry if 

less than 7 days).

• Review documentation from other health care settings where the resident 

may have received any of these medications while a resident of the nursing 

home (e.g., valium given in the emergency room).

• Code all high-risk drug class medications according to their 

pharmacological classification, not how they are being used. 

– o Column 1: Check if the resident is taking any medications by 

pharmacological classification during the 7-day observation period 

(or since admission/entry or reentry if less than 7 days).

– o Column 2: If Column 1 is checked, check if there is an 

indication noted for all medications in the drug class. 

– Do not code antiplatelet medications such as aspirin/extended 

release, dipyridamole, or clopidogrel as N0415E, Anticoagulant.

– Anticoagulants such as Target Specific Oral Anticoagulants 

(TSOACs), which may or may not require laboratory monitoring, 

should be coded in N0415E, Anticoagulant. 

– Transdermal patches are generally worn for and release 

medication over a period of several days. To code N0415, only 

capture the medication if the transdermal patch was applied to the 

resident’s skin during the observation period.

– Herbal and alternative medicine products are considered to be

dietary supplements by the Food and Drug Administration (FDA). 

These products are not regulated by the FDA (e.g., they are not 

reviewed for safety and effectiveness like medications) and their 

composition is not standardized (e.g., the composition varies 

among manufacturers). Therefore, they should not be counted as 

medications (e.g., melatonin, chamomile, valerian root).



Section N Coding Tip

Adverse drug reaction (ADR) is a form of adverse consequence. It may be either a secondary 
effect of a medication that is usually undesirable and different from the therapeutic effect of 
the medication or any response to a medication that is noxious and unintended and occurs in 
doses for prophylaxis, diagnosis, or treatment. 

The term “side effect” is often used interchangeably with ADR; however, side effects are but 
one of five ADR categories, the others being hypersensitivity, idiosyncratic response, toxic 
reactions, and adverse medication interactions. A side effect is an expected, well-known 
reaction that occurs with a predictable frequency and may or may not constitute an adverse 
consequence.



Special Treatments,  Procedures                                         
and Programs



Special Treatments,  Procedures                                     
and Programs

• 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. 

• 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 assessment period defined for 
each column. 

• Be sure to review all the information provided in the RAI Manual – definitions and coding examples!

• Note: no change in the qualifications to code isolation (O0110M1).

• O0110Z1, None of the above Code if none of the above treatments, procedures, or programs were 
received or performed by the resident. 



Coding Instructions for Section O                             
Columns

• Coding Instructions for Column a. On Admission Check all treatments, procedures, and programs received by, 
performed on, or participated in by the resident on days 1–3 of the SNF PPS Stay starting with A2400B. If no 
treatments, procedures, or programs were received or performed in the 3-day assessment period, check Z, None 
of the above. 

• Coding Instructions for Column b. While a Resident Check all treatments, procedures, and programs that the 
resident received or performed after admission/entry or reentry to the facility and within the last 14 days. If no 
treatments, procedures or programs were received by, performed on, or participated in by the resident within 
the last 14 days or since admission/entry or reentry, check Z, None of the above. 

• Coding Instructions for Column c. At Discharge Check all treatments, procedures, and programs received by, 
performed on, or participated in by the resident in the last 3 days of the SNF PPS Stay ending with A2400C. If no 
treatments, procedures or programs were received by, performed on, or participated in by the resident in the 3-
day assessment period, check Z, None of the above.



Section G(one)

• Section G is retired in v1.18.11

• Specs for Care Area Triggers without Section G 

(Fact: currently 17 of the 20 Care Areas use Section G as CATs or for consideration on 
the Appendix C CAA worksheets)

• Specs for Quality Measures that use Section G

(Fact: currently 1 Short Stay and 5 Long Stay QMs use Section G ADLs)

• Specs for Claims-Based Measures that use Section G

(Fact: there are 2 Short Stay claims-based measures and 2 Long Stay claims-based measures 
that use Section G)

• No longer documenting late-loss ADLs in Federal Assessments – we’ll document functional abilities



CATs for ADL CAA



CATs Triggered from GG Items
OBRA/IPA

GG0130A5 = Eating

GG0130B5 = Oral Hygiene

GG0130C5 = Toileting Hygiene

GG0130F5 = Upper Body Dressing

GG0130G5 = Lower Body Dressing

GG0130H5 = Putting on/Taking off Footwear                                                                    

GG0130I5 = Personal Hygiene

GG0170A5 = Roll Left to Right

GG0170B5 = Sit to Lying

GG0170C5 = Lying to Sitting on Side of Bed

GG0170D5 = Sit to Stand

GG0170E5 = Chair/Bed-to-Chair Transfer

GG0170F5 = Toilet Transfer

GG0130FF5 = Tub/Shower Transfer

GG0170I5 = Walk 10 Feet

GG0170J5 = Walk 50 Feet w/2 Turns

GG0170K5 = Walk 150 Feet

GG0170R5 = Wheel 50 Feet w/2 Turns

GG0170S5 = Wheel 150 Feet



Quality Measures

No specifications/information for Quality Measures at this time.

March 2, 2023 SNF LTC Open Door Forum:

Quality Measures will not be covered during the above training sessions, 
according to CMS.  

“QMs for MDS 3.0 v1.18.11 will be released later this year.”

Updated Quality Measures are expected in October 2023 –

? Before implementation of v1.18.11 ?

? After implementation of v1.18.11 ?



Medicaid State Case Mix: PDPM or OSA



Latest State Information

• These states are transitioning from RUGs to PDPM as of 10/1/2023:
• Iowa

• Massachusetts

• Ohio

• These states are utilizing the OSA as 10/1/2023:
• Colorado

• Missouri

• Virginia (transitioning to PDPM July 2025)

• Rhode Island

Be sure to contact your state Medicaid agency and your EMR vendor BEFORE October 1, 2023 if you’re not aware of how your 

state will manage reimbursement for care provided to Medicaid beneficiaries!  States are still working on moving from RUG-based 

reimbursement to PDPM.



Additional Comments: OSA 

• The Optional State Assessment (OSA) item set may be required by a State Medicaid Agency to calculate the Resource Utilization Group (RUG)-III or 
RUG-IV case mix group Health Insurance Prospective Payment System (HIPPS) code for state payment purposes. Several items—A0300, D0200, 
D0300, G0110, K0510, O0100, O0450, O0600, O0700, and X0570— that have been removed from all Federally required item sets remain on the OSA 
for the purpose of calculating RUG-III/RUG-IV HIPPS codes. Instructions for completing these items are included in this manual. 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. 

• The OSA is not a Federally required assessment; rather, it is required at the discretion of the State Agency for payment purposes. Each state will 
determine whether the OSA is required and when the assessment must be completed. For questions regarding completion of the OSA, please contact 
your State Agency.

• No references to OSA in any of the Federally required assessment.

• OSA is a stand-alone assessment that cannot be combined with any other assessment type. It is an additional assessment – separate from the Federally 
required assessments. Allows for collection of data required for state payment reimbursement. 

• OSA does contain the updated Ethnicity, Race and Language data elements.

• The OSA Item Set will be retired in 2025.



OSA – Section G



Section GG Updates

• GG0110. Prior Functioning: Everyday Activities

– All added in front of activities when coding Independent (3) and Dependent (1)

• Functional Limitation in Range of Motion (GG0115) and Mobility Devices (GG0120) moved from G to GG; also 
clarified that the look-back period is 7 days.

• GG0130I, Personal Hygiene moved from G to GG. No Discharge Goal column for this item. Personal hygiene 
involves the ability to maintain personal hygiene, including combing hair, shaving, applying makeup, and washing 
and drying face and hands (excludes baths, showers, and oral hygiene). 

• GG0170C, Lying to Sitting on Side of Bed no longer contains directions for resident to have feet flat on floor.

• GG0170FF, Tub/Shower Transfer moved from G to GG. No Discharge Goal column for this item. Toilet transfer 
includes the resident’s ability to get on and off a toilet (with or without a raised toilet seat) or bedside commode. 
Toileting hygiene, clothing management, and transferring on and off a bedpan are not considered part of the 
Toilet transfer activity.

• GG0130A, Eating. Assistance with tube feedings or parenteral nutrition is not considered when coding Eating. 



Look-Back Periods for GG



Section M Coding Clarifications

Section M … 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 M … A previously closed pressure ulcer that opens again should be reported at its 
worst stage, unless currently presenting at a higher stage or unstageable.

Section M … If a resident has a pressure ulcer/injury that was documented on admission then 
closed that reopens at the same stage (i.e., not a higher stage), the ulcer/injury is coded as 
“present on admission.”



Section Z



Providing Privacy Act Notice?

The Privacy Act requires by regulation that all individuals whose data are collected and maintained in a 
federal database must receive notice. Therefore, residents in nursing facilities must be informed that the 

MDS data is being collected and submitted to the national system, Internet Quality Improvement 
Evaluation System (iQIES). The notice shown on page 1-14 of this section meets the requirements of the 

Privacy Act of 1974 for nursing facilities. The form is a notice and not a consent to release or use MDS 
data for health care information. Each resident or family member must be given the notice containing 
submission information at the time of admission. It is important to remember that resident consent is 

not required to complete and submit MDS assessments that are required under Omnibus Budget 
Reconciliation Act of 1987 (OBRA ’87) or for Medicare payment purposes.

Page 1-12 of the DRAFT October 2023 RAI Manual  



RAI Manual   

• RAI Manual is a critical tool/resource that must be used to accurately complete any MDS 
assessment.  Don’t guess – look it up.  

• Every member of your IDT that works with the MDS must have access and must reference 
the current RAI manual.

• If unclear or you still have questions, consult your State RAI Coordinator. See slide #16 for 
the link to the Appendix B listing. Keep a copy of the reply/answer provided to your query 
in case you need to prove your coding in the future.

• Archive each version of the RAI Manual. That archived manual may provide your defense 
in the future for coding the MDS the way you did. Remember reverse staging of pressure 
ulcers in versions 1 & 2 of the MDS?



RAI Manual Chapters

• Chapter 1: Resident Assessment Instrument (RAI)

• Chapter 2: Assessments for the Resident Assessment Instrument (RAI)

• Chapter 3: Overview to the Item-by-Item Guide to the MDS 3.0

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

• Chapter 5: Submission and Correction of the MDS Assessments

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



RAI Manual Appendices

• Appendix A: Glossary and Common Acronyms

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

• Appendix C: Care Area Assessment (CAA) Resources

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

• Appendix E: Patient Health Questionnaire (PHQ) Scoring Rules and Instructions for BIMS 
(When Administered in Writing) 

• Appendix F: MDS Item Matrix

• Appendix G: References

• Appendix H: MDS 3.0 Forms

• Track Changes Pages



Preparing for 10/1/2023

• Identify members of your IDT that will be working with the MDS and which sections/elements they 
will be responsible for.

• Include them in any/all training sessions as appropriate –> both in-house and other trainings, e.g., 
CMS, vendors, consultants. The more training you and the IDT can participate in, the better prepared 
you will be. Competence and accuracy in completing each & every MDS is critical. Staff confidence is 
always key! I suggest making a list of who needs training and record trainings and dates as well as 
attendance to ensure no one is left out. If your facility uses agency staff, consider their role in 
gathering MDS data and train accordingly.

• Encourage IDT members to ask questions as they arise. Share those questions & answers w/other 
members of the IDT.

• The MDS Coordinator is the leader of the MDS process and of the MDS team. Heir and a spare!

• Don’t leave CNAs out of any pertinent trainings! They are definitely a part of your IDT/MDS team.

• Network with other MDS Coordinators in your area, your organizational memberships, etc.



Other Preparation Tips

• Take the training in chunks – not the entire MDS in one sitting.  Like the age-old question: 
how do you eat an elephant?  One bite at a time. Repeat trainings as needed to facilitate 
understanding and ensure competence.

• Identify your current data collection tools used for the MDS process. Many will need 
updating which can be done internally, using an outside vendor or consultant.

• Audit your current process on how the primary diagnosis is identified; also, physician 
certification documents (no payment at all if you don’t have these signed and dated in a 
timely manner); treatment and medication records; therapy documents, etc.; triple check 
process; pre-admission screening, etc.

• START YOUR PREPARATIONS NOW.

• You’ve got this!



Stay up-to-date

Click HERE!

Subscribe to BriggsNetNews 
to automatically get notified 
of upcoming events!

https://briggshealthcare.blog/


You May Be Interested In …

MDS 3.0 User's Manual - Briggs #1862

MDS 3.0 User's Manual - Briggs #1862E (eManual)

Updates included with annual subscription to keep you current with MDS 3.0 manual changes

Includes electronic access to bookmarked, searchable e-manual along with change tables and item sets

Print manual includes Chapters 1-6 plus appendices. Features compact binder and page size that is easy to access and use

https://www.briggshealthcare.com/MDS-3.0-Users-Manual-v1.17-October-2019-Edition
https://www.briggshealthcare.com/MDS-3.0-Users-Manual-V1.17.1-October-2019-Edition-eManual


Improve MDS accuracy & compliance

Automate iQIES CMS submission

Improve Five-Star & QM ratings

Optimize PDPM reimbursement

Stay compliant with 
MDS changes

SimpleAnalyzer™ is trusted by 

5,000+ SNFs for MDS 

compliance & PDPM success

Sign up now for your

FREE DEMO

https://www.simpleltc.com/demo/




Webinar recording and slides will be available here

https://www.simpleltc.com/webinar-registration-mds-changes-are-on-the-way/

