MDS 3.0
PROMISES
POSITIVE
CHANGE

JOANNE KALDY

inimum data set (MDS) 3.0 is set for
The n eW t00| implementation Oct. 1, 2010. As physi-

cians, nurses, and others learn more

about the changes to the instrument,

is deSig n ed IO they are thinking about how they will

train staff, what the changes will mean
M h to their data collection, and how MDS data will contrib-
Im prove t e ute to quality improvement opportunities. In anticipa-
tion of implementing and using MDS 3.0, there are
U u | "- Of c | i n ic u | mixed emotions, including anticipation and...fear.
q y “Change is good, but change is hard,” says Tom
Dudley, MS, RN, technical advisor in the Division of

in fo r m q ‘I'io n u nd Chronic and Pc.>st Acute Care, Office of Clinical Stan-
dards and Quality, at the Centers for Medicare & Medic-

. . aid Services (CMS).

In c reuse I'I'S “We knew that change is very difficult, and we didn’t
want to make change just for the sake of change. We
wanted to increase the clinical relevance for providers,

re | evu n ce io and we wanted to honor the patient and family in the
documentation process,” says Debra Saliba, MD, MPH.

o “If facilities are spending the time to collect data, get-
reSIde nis. ting something that is useful to them makes it a better

investment,” says Saliba, who is director of the Univer-
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sity of California, Los Angeles/Jewish Homes Borun Center
and the RAND Corp. and Veterans Administration (VA)
principal investigator for MDS 3.0 national development and
testing.

Designed For New Care Modes

MDS 3.0 was designed to introduce advances in assessment
measures, improve accuracy and validity of data, improve
user satisfaction, eliminate poorly performing items, redesign
the form, and enable briefer assessment periods for clinical

items. It also is intended to maintain the ability to use MDS
data for quality indicators (QIs), quality measures (QMs),
quality improvement, and payment.

Perhaps the most important goal, however, was to increase
the document’s clinical relevance to providers. But the new
MBDS version 3.0 not only is designed to improve resi-
dent assessment and the quality of clinical information for

JOANNE KALDY is « freelance writer and communications consul-
tant based in Harrisburg, Pa.
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practitioners, it also pays tribute to the
culture change movement by creating
expectations for patients to be involved
in providing information and input
during assessments and have a role in
decision making.

The changes to the MDS were based
on measurement science and guidance
from stakeholders, users, and content
experts. It has been 15 years since the
MDS was last updated, and “that’s way
too long,” Dudley says. CMS took
the changes seriously and wanted to
provide facilities with an instrument
that would be useful and easier to use,
he says.

Saliba explains, “From the facility
perspective, they invest a great deal in
completing the MDS, and the content
becomes the foundation for quality
measures. Having better, more accurate
data that gives facilities more informa-
tion about changes over time can be
immensely helpful.”

Smooth Flying For Pilot Testing
Before finalizing MDS 3.0, CMS con-
tracted with RAND Corp. and Harvard
University to evaluate the proposed
revisions.

In total, 3.0 was tested in a national
sample of more than 4,500 residents
from 71 community nursing facilities
in eight states and 19 VA facilities in six
states.

The national pilot showed that
changes to the MDS produced a more
efficient assessment and that better
quality information was obtained in less
time.

Findings showed that MDS 3.0 items
showed either excellent or very good
reliability when used by both research
and facility nurses; they also indicated
that MDS 3.0 improved assessments
while decreasing time to complete. The
average time for completing 3.0 was 45
percent less than the average time for
MDS 2.0.

However, even before the national
study, there was a smaller pilot. “We
wanted to have the best instrument
possible going into the national study,”

HIGHLIGHTING MDS 3.0’s
NEW FEATURES

hanges to sections of the MDS
include:
m Section E (Bebaviors): MDS

3.0 asks about the impact of
behaviors on the resident and others.
The items are designed to better
inform staff, enhance assessment, and
determine the effect of behaviors on
quality-of-life and quality-of-care
issues.

m Section I (Preferences for Cus-
tomary and Routine Activities): This
section includes resident input about
daily preferences (such as clothes to
wear, care of personal belongings,
choice between bath and shower,
snacks between meals, and bedtimes)
and activity preferences (reading ma-
terials, music, animals/pets, favorite
activities, desired access to outdoors,
religious services/practices).

In the national pilot study, 84
percent of residents were able to
complete this section, and they com-
monly said that favorite activities,
choices between bathing and show-
ers, and doing things away from the
facility were important but they can’t
do them.

u Section G (Functional Status): Bal-
ance is to be assessed during transi-
tions and walking and activities with
an increased risk for falling.

u Section H (Bowel and Bladder):
Catheter and ostomy now are not rat-
ed as continent, and fecal impaction
is eliminated from the QI/QM.

m Section I (Diagnoses): This section
includes two elements—diagnosis
identification with a 30-day look-
back and, after the diagnosis is made,
the condition must be determined to
be active or not.

m Section J (Health Conditions):
“This is another area that is pretty
exciting,” said Leible. “We do a chart

review but also a direct interview
with the resident. We look at how
pain affects their function and if
things such as not sleeping are related
to pain. We have the opportunity to
talk to residents to get their feedback
and input.” This section also will en-
able facilities to collect much better
falls data, according to Leible.

m Section K (Swallowing and
Nutritional Status): Weight loss is
now identified as on a physician-
prescribed weight loss regimen or not
on a prescribed regimen.

m Section M (Skin Conditions): Arte-
rial and venous stasis ulcers are now
separated from diabetic foot ulcers.
This section also no longer stages
venous stasis ulcers, and unstageable
ulcers are assessed separately. Facili-
ties will have an opportunity to note
when a pressure ulcer is present at
admission. National Pressure Ulcer
Advisory Panel staging definitions are
right on the page in this section.

m Section N (Medications): Antico-
agulants are added.

m Section O (Special Treatments):
MDS 3.0 combines MDS 2.0 Sec-
tions P, W, and part of T and includes
a list of two columns of special
treatments—one column to check
if the person received the treatment
when they were not a resident and
the other for those received as a
resident.

m Section P (Restraints): Separates
restraints used in bed from those used
in chair. Again, definitions are right
on the instrument.

m Section Q (Participation in Assess-
ment and Goal Setting): The changes
in this section are designed to elicit
residents’ goals and plans, includ-
ing possibility for a return to the
community.
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says Saliba. “We made numerous
changes at that point.”

In the national study, CMS learned
that there were some items in the
section about preferences for daily
activities that people said didn’t work.
“So we took them out,” she notes, add-
ing, “There also were some things that
we tried that didn’t work better than
what was in the MDS 2.0, so we didn’t
implement those changes. We were
adamant that there was no reason to
make people change unless the changes

RUGS-IV, MDS 3.0
IMPLEMENTATION
NOT IN SYNC

hile MDS 3.0 goes live on

Oct. 1 of this year, implemen-
tation of the fourth set of resource
utilization groups (RUGS-IV) is
scheduled for Oct. 1, 2011. This
disconnect has put federal officials
in a quandary because without
the synchronized changeover to
RUGS-IV and MDS 3.0, there is
no effective way to calculate proper
Medicare nursing facility rehabili-
tation rates.

At press time, lobbying efforts
were under way to have Congress
pass legislation to mandate that all
parts of RUGS-1V go into effect
Oct. 1, 2010, at the same time as
MDS 3.0. If there is no solution
on the legislative track, staff at the
Centers for Medicare & Medicaid
Services will have to devise a way
to make the systems work despite
the seemingly improbable pairing
of two different reimbursement
factors.

—Patrick Connole
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were for the better and made a positive
difference.”

Nurses Give It A Thumbs Up

All of the efforts to test the instrument
and solicit feedback clearly made a
positive difference. Facility nurses test-
ing MDS 3.0 generally were enthusias-
tic about the revised instrument. Not
only did 81 percent say that it is more
clinically relevant, but 85 percent said
that they believed that it would help
them identify problems that might not
otherwise have been noticed. Addi-
tionally, 89 percent said that the MDS
3.0 items allowed for a more accurate
report of a resident’s characteristics,

79 percent indicated that the revised
instrument better reflects best practices
and standards, and 85 percent said they
found questions on 3.0 to be worded
more clearly.

During a recent MDS 3.0 train-the-
trainer session, Dudley says, “Par-
ticipants were overwhelmingly excited
about it.” He adds, “We’ve received
a lot of positive comments, although
there are still some tweaks that need
to be made.” Ultimately, he observes,
“this instrument will give providers
more information about the needs of
residents and help them develop a [bet-
ter] plan of care.”

Big Change With Big Potential?
One of the most significant changes
to the MDS—the inclusion of patient
interviews as part of assessments—is
implemented throughout the instru-
ment, and it is causing some anticipa-
tory anxiety for facility staff. But while
this addition may create some worry
for providers, it ultimately is designed
to enrich the data and help the facility
design care plans that address patients’
individual needs and issues. As Saliba
says, “We've always been tasked to
bring the resident into the process, and
now we have a way to do this. It will
help ensure a more transparent process
for consumers.”

While nurses and others have ex-
pressed some concerns about how the

resident interviews would work and if
they could be used effectively, the pilot
study of MDS 3.0 described above
showed that it successfully included
resident voices. According to the nurses
completing the instrument, the major-
ity of residents were able to complete
the interview section and that the items
provided useful clinical insights.

Build Staff Interviewing Skills
Providing staff with adequate and
consistent training on how to conduct
interviews may increase their confi-
dence, MDS planners say. The Picker
Institute is developing a training video
for that purpose that will enable staff to
watch residents being interviewed.

“We know that in teaching staff, a
picture is worth a thousand words,”
Saliba notes. “When I conduct train-
ings, I first try to help staff understand
the why, then we talk about ways to
make interviews go more smoothly.
Then we show sample interviews and
have people practice with each other.”
She stresses that it will take time and
experience for people to feel comfort-
able with the interviews.

At a program session at the American
Medical Directors Association’s annual
symposium in March, Karen Leible,
MD, CMD, said, “This is exciting as
we’re moving forward in that we are
talking to residents, interviewing them,
and including them. It’s not just about
subjective observations,” added Leible,
who is chief clinical services officer at
Pinon Management, which provides
full-service operations for skilled nurs-
ing and assisted living.

Facility nurses in the national pilot
study seemed to share Leible’s en-
thusiasm. In fact, 84 percent said that
the structured interview sections—on
cognition, mood, customary routine,
activities, and pain—improved their
knowledge of residents’ health
conditions.

The involvement of residents and
families in the assessment process
seems to mirror CMS’ commitment to
promoting resident-centered care. As




Saliba notes, “We hope this is a useful
tool for facilities to move forward on
person-centered care. I think that hav-
ing these questions will give facilities
something to facilitate person-centered
assessments. This, hopefully, will be
useful to leaders in culture change and
more recent adopters of person-cen-

tered care.” The patient interviews are
not the only aspect of MDS 3.0 that has
caused initial anxiety for some. “The
most common comment is about MDS
3.0%s length—38 pages,” says Dudley.
However, he stresses that the type font
is much larger to increase readability,
the page breaks are more practical
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and user-friendly, and definitions and
other information that people need

as they complete the assessments are
right there on the page. “It is not really
longer; instead, it is more efficient and
clinically relevant,” he says.

New Assessments, Quality Data

One significant change to the MDS is
that Section V is now titled, “Care Area
Assessment (CAA) Summary,” instead
of “Resident Assessment Protocols
(RAPs).” The 20 CAA problem areas
are the same as the 18 RAPs—with

the addition of “Pain” and “Return

to Community Referral.” Instead of

a standardized care plan, triggers will
identify areas that need a care plan,

and the facility will have the ability to
develop one based on the facility’s clini-
cal practices.

For example, the mood care area
is triggered if any of the following is
elicited during the interview:

m The resident’s response indicates
that he/she has had thoughts that he/
she would be better off dead or has had
thoughts of hurting him/herself; or

B The staff assessment of resident
mood suggests that the resident feels
life isn’t worth living, wishes for death,
or attempts to harm self.

Dudley notes that “the actual
algorithm is a bit more complex, but
basically the resident’s response trig-
gers the need for the facility to inter-
vene through the development of an
individualized plan of care specifically
addressing areas of concern impacting
that person’s well-being.”

There are several areas of the MDS
where changes involve more personal
and direct assessments designed to
increase resident input and encour-
age more individualized care planning.
One of these is Section C (Cognitive
Patterns). Added here is the use of
the Brief Interview for Mental Status
(BIMS). This involves the repetition
and recall of three words—sock, blue,
and bed. “My facilities already have
instituted the BIMS as a standard test,”
said Leible. “We get better data from




this tool versus others. We so often
think that [residents with dementia]
can’t tell us anything, but we can get
information from them.”

In fact, in the national pilot study
90 percent of residents were able to
complete the test. A vast majority of
nurses (78 percent) said they prefer this
new assessment method, and 88 per-
cent reported that the BIMS enabled
them to get new insights into residents’
cognitive abilities.

Also in Section C, the Confusion As-
sessment Method replaces old delirium
items. This tool includes two parts—an
assessment instrument that screens for
overall cognitive impairment and a sec-
ond part that includes only those four
features found to have the greatest abil-
ity to distinguish delirium or reversible
confusion from other types of cognitive
impairment.

In Section D (Mood), the MDS 3.0

includes the Patient Health Ques-
tionnaire (PHQ-9) for screening
depression. This is a checklist of nine
symptoms of depression that is com-
pleted via resident interview. “This
tool brought out emotions when nurses
tested it. One told me that she cried
when she interviewed one patient. He
had always seemed so happy, and no
one had realized he was depressed. The
interview was able to elicit feelings

that he had kept concealed from staff
and others. This is something of real
value,” says Dudley.

Data Collection: Just The Beginning
Of course, as with all components of
the MDS 3.0, there are options to use
observations in making assessments. If
a resident is unable to be interviewed,
then staff can document observations
about signs and symptoms over a two-
week period.

Once the information is collected,
says Saliba, “You need a strategy about
how to use it for ongoing monitoring
so that it is part of your facility’s flow of
activities.

“One challenge with assessments is
that you will find out something about
a patient, and you need to know what
you will do with this information. If
you conduct an assessment and learn
that something is important to the
person, you need to determine how you
will act on that information.”

Saliba stresses that facility leaders
need to help staff feel more comfort-
able thinking through how assessments
and discoveries will fit in with work
flow and interdisciplinary action plans.

“That is where the physicians and all
interdisciplinary team members come
in—determining how we will integrate
data into meaningful action and care
plans,” she says. m
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