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Chapter 1. Overview of the Swing Bed Minimum
Data Set Assessment

1.1 Background

The 1986 Institute of Medicine (IOM) report recommended nursing facilities complete
comprehensive assessments, utilizing a minimum data set, to identify potential care problems to be
addressed in the resident’s individualized care plan. The Omnibus Budget Reconciliation Act of
1987 (OBRA ’87) mandated the development of a resident assessment instrument (RAI) for
individual’s residing in nursing facilities. The tool was required by law to produce a
“comprehensive, accurate, standardized, reproducible assessment of each resident’s functional
capacity.” This minimum data set became the federally mandated Minimum Data Set (MDS) used
in all Medicaid and Medicare certified nursing facilities. The MDS contains items that reflect the
acuity level of the resident, including diagnoses, treatments and an evaluation of the resident’s
functional status. Nursing facilities have been completing the MDS since October 1990 and
submitting their electronic MDS data to state repositories since June 22, 1998. The MDS is also
used as a data collection tool for Medicare and Medicaid payment systems, as well as for publicly
reported Quality Measures.

1.2 Regulatory Authority

Section 4432(a) of the Balanced Budget Act (BBA) of 1997 specifies that swing bed hospitals
providing Part A skilled nursing facility-level services must be incorporated into the Skilled Nursing
Facility Prospective Payment System (SNF PPS) by the end of the statutory transition period. For
the purposes of this manual, “swing bed” will be used to describe the facility that provides the Part A
SNF-level services reimbursable under the SNF PPS. Effective with cost reporting periods
beginning on or after July 1, 2002, swing bed payment is based on SNF PPS instead of the cost-
related method. These payment rates cover all costs of furnishing covered swing bed services
(routine, ancillary, and capital-related costs) other than costs associated with operating approved
educational activities as defined in 42 CFR 413.85. The SNF PPS applies to Short-Term Hospitals,
Long-Term Hospitals, and Rehabilitation Hospitals certified as swing bed hospitals. Critical Access
Hospitals (CAHSs) with swing beds are exempt from the SNF PPS.

Beginning on the first day of each hospital’s next cost reporting year, on and after July 1, 2002,
swing bed hospitals are required to complete a unique two-page MDS assessment form that will be
used to determine payment levels for Medicare beneficiaries. The Swing Bed MDS (SB-MDS)
assessment data is submitted electronically to a National Assessment Collection Database (national
database). The new SB-MDS uses a subset of the MDS information and includes only those items
required for payment and the ongoing analysis of swing bed utilization under the SNF PPS. A
registered nurse following the Medicare PPS assessment schedule will complete or coordinate the
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SB-MDS data set. A copy of the SB-MDS is included in this chapter, Pages 1-11 and 1-12. The
SB-MDS form can be downloaded at the following web site:

www.cms.hhs.gov/providers/snfpps/snfpps_swmds.asp.

It is the intent of this manual to offer clear guidance, through instruction and example, for the
effective completion of the SB-MDS assessment instrument. Basically, when everyone is speaking
the same language, the opportunity for misunderstanding or error is diminished considerably.

1.3 Protecting the Privacy of SB-MDS

SB-MDS assessment data is personal information about swing bed patients that facilities are
required to collect and keep confidential in accordance with federal law. The CFR Part 483.20
requires Medicare and Medicaid certified swing bed providers to collect patient assessment data that
comprises the SB-MDS. This data is considered part of the patient’s medical record and is protected
from improper disclosure by Medicare and Medicaid certified facilities under the Conditions of
Participation (CoP). By regulation at CFR 483.75(L)(2)(3) and 483.75(L)(2)(4)(i)(ii)(iii), release of
information from the patient’s clinical record is permissible only when required by:

1. transfer to another health care institution,
2. law (both State and Federal), and/or
3. the patient.

Otherwise, providers cannot release SB-MDS data in individual level format or in the aggregate.
Swing bed providers are also required under CFR 483.20 to transmit SB-MDS data to a Federal data
repository. Any personal data maintained and retrieved by the Federal government is subject to the
requirements of the Privacy Act of 1974. The Privacy Act specifically protects the confidentiality of
personal identifiable information and safeguards against its misuse. The Privacy Act can be found at
www.usbr.justice.gov/04foia/privstat.htm.

The Privacy Act requires by regulation that all individuals whose data are collected and maintained
in a federal database must receive notice. Therefore, patients in swing bed facilities must be
informed that the SB-MDS data is being collected and submitted to the national database. The
notice shown on Page 1-4 of this section meets the requirements of the Privacy Act of 1974 for
swing beds. The form is a notice and not a consent to release or use SB-MDS data for health care
information. Each patient or family member must be given the notice containing submission
information at the time of admission. Itis important to remember that patient consent is not required
to complete and submit SB-MDS assessments that are required for Medicare payment purposes.

Contractual Agreements

In the case where a swing bed submits SB-MDS data to CMS through a contractor or through its
corporate office, the contractor or corporate office has the same rights and restrictions as the swing
bed does under the Federal and State regulations with respect to maintaining patient data, keeping
such data confidential, and making disclosures of such data. This means that a contractor may
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maintain a database, but must abide by the same rules and regulations as the swing bed. Moreover,
the fact that there may have been a change of ownership of a swing bed that has been transferring
data through a contractor should not alter the contractor's rights and responsibilities; presumably, the
new owner has assumed existing contractual rights and obligations, including those under the
contract for submitting SB-MDS information. All contractual agreements, regardless of their type,
involving the SB-MDS data should not violate the requirements of participation in the Medicare
and/or Medicaid program, the Privacy Act of 1974 or any applicable State laws.
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SWING BED HOSPITALS
PRIVACY ACT STATEMENT — HEALTH CARE RECORDS

THIS FORM PROVIDES YOU THE ADVICE REQUIRED BY THE PRIVACY ACT OF 1974. THIS FORM IS
NOT A CONSENT FORM TO RELEASE OR USE HEALTH CARE INFORMATION PERTAINING TO YOU.

1. AUTHORITY FOR COLLECTION OF INFORMATION, INCLUDING SOCIAL SECURITY NUMBER AND
WHETHER OR NOT DISCLOSURE IS MANDATORY OR VOLUNTARY.

Sections 1819(f), 1919(f), 1819(b)(3)(A), 1919(b)(3)(A), and 1864 of the Social Security Act.

Medicare and Medicaid participating swing bed hospitals are required to establish a database of patient
assessment information (SB-MDS), and to electronically transmit this information to the Centers for Medicare &
Medicaid Services (CMS).

Because the law requires disclosure of this information to Federal sources as discussed above, a patient does
not have the right to refuse consent to these disclosures.

These data are protected under the requirements of the Federal Privacy Act of 1974 and the MDS Long-Term
Care System of Records.

2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED

This form provides you the advice required by The Privacy Act of 1974. The personal information will facilitate
tracking of changes in your health and functional status over time for purposes of determining payment and
evaluating the quality of care provided by swing bed hospitals that participate in Medicare or Medicaid.

3. ROUTINE USES

The primary use of this information is to study the effectiveness and quality of care given in swing bed hospitals
and to aid in the administration of the Skilled Nursing Facility Prospective Payment System (SNF PPS). This
system will also support regulatory, reimbursement analysis, policy, and research functions. This system will
collect the minimum amount of personal data needed to accomplish its stated purpose.

The information collected will be entered into the Swing Bed Minimum Data Set (SB-MDS) system of records,
System No. 09-70-1517. Information from this system may be disclosed, under specific circumstances, to the
Census Bureau and to: (1) Agency contractors, or consultants who have been engaged by the Agency to assist
in accomplishment of a CMS function, (2) another Federal or State agency, agency of a State government, an
agency established by State law, or its fiscal agent to administer a Federal health program or a Federal/State
Medicaid program and to contribute to the accuracy of reimbursement made for such programs, (3) to Quality
Improvement Organizations (QIOs) to perform Title XI or Title XVIII functions, (4) to insurance companies,
underwriters, third party administrators (TPA), employers, self-insurers, group health plans, health maintenance
organizations (HMO) and other groups providing protection against medical expenses to verify eligibility for
coverage or to coordinate benefits with the Medicare program, (5) an individual or organization for a research,
evaluation, or epidemiological project related to the prevention of disease or disability, or the restoration of
health, or payment related projects, (6) to a member of Congress or congressional staff member in response to
an inquiry from a constituent, (7) to the Department of Justice, (8) to a CMS contractor that assists in the
administration of a CMS-administered health benefits program or to a grantee of a CMS-administered grant
program, (9) to another Federal agency or to an instrumentality of any governmental jurisdiction that administers,
or that has the authority to investigate potential fraud or abuse in a health benefits program funded in whole or in
part by Federal funds to prevent, deter, and detect fraud and abuse in those programs, (10) to national
accrediting organizations, but only for those facilities that these accredit and that participate in the Medicare
program.

4. EFFECT ON INDIVIDUAL OF NOT PROVIDING INFORMATION

The information contained in the Swing Bed Minimum Data Set (SB-MDS) is generally necessary for the facility
to provide appropriate and effective care to each patient. If a patient fails to provide such information, for
example on medical history, inappropriate and potentially harmful care may result. Moreover, payment for such
services by third parties, including Medicare and Medicaid, may not be available unless the facility has sufficient
information to identify the individual and support a claim for payment.
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1.4 Participants in the Assessment Process

Facilities have flexibility in determining who should participate in the assessment process, as long as
it is accurately conducted. A facility may assign responsibility for completing the SB-MDS to a
number of qualified staff members. In most cases, participants in the assessment process are
licensed health professionals. It is the facility’s responsibility to ensure that all participants in the
assessment process have the requisite knowledge to complete an accurate assessment. The SB-MDS
must be conducted or coordinated by an RN who signs and certifies the completion of the
assessment.

The attending physician is also an important participant in the SB-MDS process. The facility needs
the physician’s evaluation and orders for the patient’s immediate care, as well as for a variety of
treatments and laboratory tests. Furthermore, the attending physician may provide valuable input on
items in the SB-MDS.

1.5 Sources of Information for Completion of the SB-MDS
Assessments

The process for performing an accurate assessment requires that information about patients be
gathered from multiple sources. Itis the role of the individual completing the assessment to validate
the information obtained from the patient, patient’s family, or other health care team members
through observation, interviewing, reviewing lab results, and so forth to ensure accuracy. Similarly,
information in the patient’s record is verified by interacting with the patient and direct care staff.

The following sources of information must be used in completing the SB-MDS. Although not
required, the review sequence for the assessment process generally follows the order below:

e Review of the patient’s record. Depending on whether the assessment is a 5-Day or
another scheduled assessment, the review could include: preadmission, admission or transfer
notes, current plan of care, recent physician notes and/or orders, documentation of services
currently provided, results of recent diagnostic and/or other test procedures, monthly nursing
summary notes, medical consultations, and a record of medications since admission.

e Communication with and observation of the patient.

e Communication with direct-care staff (e.g., nursing assistants) from all shifts.

e Communication with licensed professionals (from all disciplines) who have recently
observed, evaluated, or treated the patient. Communication can be based on discussion or

licensed staff can be asked to document their impressions of the patient.

e Communication with the patient’s physician.
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e Communication with the patient’s family. For some patients, family members may be
unavailable or the patient may request that you not contact them. Where the family is not
involved, someone else may be very close to the patient, and the patient may wish that this
person be contacted. Even when family is involved, the patient may still wish for you to
contact another non-family member.

Review of the Patient’s Record

The patient’s record provides a starting point in the assessment process for reviewing information
about the patient in written staff notes across all shifts over multiple days. Starting with the patient
record, however, does not indicate that it is the most critical source of information, but only a
convenient source.

At admission, record review includes an examination of notes written since admission to the swing
bed for Part A SNF-level services, documentation that accompanied the patient at admission, facility
intake forms, acute care hospital information, or acute care hospital discharge information if
admitted from another hospital, and any preadmission test results.

Subsequent reassessments should focus on recorded information from earlier SB-MDS assessments
and written information from the previous assessment time frames that remains applicable to the
patient’s current status.

The following are important considerations when reviewing the patient’s record:

e Review the information documented in the record, keeping in mind the required
SB-MDS definitions.

e Ensure that the information taken from the record covers the same observation period
as that specified by the SB-MDS items. The SB-MDS refers to specific time frames for
each item; for example, ADL status is based on patient performance over a 7-day period. To
ensure uniformity, the SB-MDS has an Assessment Reference Date (Item 10a) that
establishes a common reference end-point for all items. Consequently, it is necessary to pay
careful attention to the notes regarding time frames for each section of the SB-MDS, and
also to the Item-by-Item instructions in Chapter 3.

e Beaware of discrepancies and view the record information as preliminary only. Clarify
and verify all information during the assessment process. Be alert to information in the
record that is not consistent with verbal information or physical assessment findings.
Discuss discrepancies with other interdisciplinary team members (e.g., nurses, social
workers, therapists). The extent to which the record can be relied upon for information will
depend on the comprehensiveness of the record system. Note what information the record
usually contains (e.g., current service notes, care plans, flow sheets, medication sheets),
where different types of information are maintained in the clinical record, and more
importantly, what information is missing.
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e Where information in the record is sufficiently detailed and conforms to SB-MDS
descriptions and time periods, complete the SB-MDS items. A few SB-MDS items can
be completed in full from information found in the record. Accurate assessment of most
items, however, requires information from other sources (e.g., the patient, the patient’s
family, and facility staff). Where information is incomplete or contradictory, make a note of
the issues in question. This note can help plan contacts with the patient, facility staff and the
patient’s family. There is no requirement that such a note be maintained as part of the
patient’s permanent record; it is a work tool only.

e Asyou observe, talk with, and discuss the patient with other staff members, verify the
accuracy of what you learned from reviewing the record.

Communication With and Observation Of the Patient

The patient is a primary source of information and may be the only source of information for many
items. Become familiar with the SB-MDS items to make communication and observation of the
patient an ongoing everyday activity in the facility. For example, an RN can observe and interact
with a patient when medications are given, during meals, or when the patient comes to ask a
question. Interaction with the patient may be a crucial factor in confirming staff judgments of
patient problems. Weigh what the patient says and what is observed about the patient against other
information obtained from the patient record and facility staff.

To be most efficient, organize a framework for interviewing and observing the patient. Allow
flexibility to accommodate the patient. Carefully listen to and observe the patient for guidance as to
how to pursue the necessary information gathering. Try to interact with the patient, even if the
patient may have difficulty responding. The degree and character of the difficulty in responding, as
well as nonverbal responses (e.g., fearfulness) provide important information. Sensitive staff
judgment is necessary in gathering information.

It is important to observe, interview and physically assess the patient, and to interview staff. In
addition, the SB-MDS was designed to consider information obtained from family members,
although it is not necessary that every discussion with them be face-to-face. Assessors should
capture information that is based on what actually happened during the observation period, not what
usually happens. Problems may be missed when the patient’s actual status over the entire
observation period is not considered.

Any person completing any SB-MDS section is required to follow the Item-by-Item guidelines in
Chapter 3 of this manual that specify sources of information necessary for accurate coding. The
process of information gathering should include direct observation of the patient; communication
with the patient’s direct caregivers across all shifts; review of relevant information in the patient’s
clinical record; and if possible, consultation with family members who have direct knowledge of the
patient’s behavior in the observation period. If the person completing the SB-MDS did not
personally observe a behavior, but others report that it occurred, the behavior must be considered as
having occurred when completing the SB-MDS form. In addition, the patient’s clinical record
should support his/her status as reported on the SB-MDS.
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Communication With Direct Care Staff

Direct care staff (e.g., nursing assistants) have daily, intimate contact with patients and are often the
most knowledgeable source of information about the patient. Direct care staff talk with and listen to
the patient. They observe and assist the patient’s performance of ADLs and involvement in
activities. They observe the patient’s physical, cognitive and psychosocial status daily during all
shifts, seven days a week. Key considerations when communicating with direct care staff are:

e Be sure to speak with a person who has first-hand knowledge of the patient. Plan for
sufficient time to talk with direct care staff.

e Start by asking about the patient’s performance on ADLs and activities. What can the
patient do without assistance? What do staff members do for the patient? What might the
patient be able to do that he or she is not doing now? Continue by asking about
communication and memory skills, body control, and the presence of mood or other
behavioral symptoms.

e Talk with direct care staff across all shifts, if possible. The information from other shifts
may also be obtained in other ways (e.g., from change-of-shift reports if direct care staff
comments are included).

Communication With Licensed Professionals, Patient’s Physician, and Family

Licensed practical nurses (LPNs), RNs, social workers, activities professionals, occupational
therapists, physical therapists, speech therapists, pharmacists, dietitians and other professionals who
have observed, evaluated, or treated the patient should be interviewed about their knowledge of
patient abilities, performance patterns and problems. Their special expertise will enhance the
accuracy of the patient assessment.

The physician’s role is central to the overall management and outcome of patient care. The SB-
MDS assessment process should include a review of the physician’s examination of the patient, plan
of care, acute care hospital discharge plan, goals of the swing bed care, and medication and
treatment orders. Review the SB-MDS with the patient’s attending physician to share and validate
pertinent information.

The patient’s family (or persons close to the patient) can be a valuable source of information about
the patient’s health history, history of strengths and problems in various functional areas, and
customary routine prior to the first swing bed admission. This information is particularly necessary
when the patient is cognitively impaired or has a great deal of difficulty communicating. Using this
source obviously depends on the presence of family members, their willingness to participate, and
the patient’s preferences. Facilities need to respect the cognitively intact patient’s right to privacy
and should have permission from the individual for staff to ask questions of family members. In
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most instances, family will not be the sole source of information, but will supplement information
from other sources. The assessment process provides an excellent opportunity for caregivers to
develop trusting, working relationships with the patient and the patient’s family.

1.6 CMS Clarification Regarding Documentation Requirements

CMS has always accepted the SB-MDS as a primary data source, and duplicative documentation is
not required. However, clinical documentation that furnishes a picture of the patient’s care needs
and response to treatment is an accepted standard of practice and is part of good patient care and
staff care planning. For this reason, it is always expected that information contained in the clinical
record supports rather than conflicts with the SB-MDS. Completion of the SB-MDS does not
remove the swing bed’s responsibility to document a more detailed assessment of particular issues of
relevance for the patient. Inaddition, for the Medicare prospective payment system, documentation
must substantiate the patient’s need for Part A SNF-level services and his/her response to those
services.

Swing bed hospitals are required to document the patient’s care and response to care during the
course of the stay, and it is expected that this documentation would be chronological, support and be
consistent with the findings of each SB-MDS assessment. Always keep in mind that government
requirements are not the only or even the major reason for clinical documentation. The SB-MDS
has simply codified some documentation requirements into a standard format.

Clinical documentation that contributes to identification and communication of patients’ problems,
needs and strengths, that monitors their condition on an on-going basis, and that records treatment
and response to treatment, is a matter of good clinical practice and is an expectation of trained and
licensed health care professionals. Good clinical practice has always dictated documentation of
certain treatments and conditions such as the amount of IV nutrient intake and the number of
minutes of therapy actually provided to a swing bed patient. For these types of services, the more
detailed documentation needed for good patient care also provides all the data needed to code the
SB-MDS. The SB-MDS does not require duplication of the more detailed treatment logs; the data
are simply summarized on the SB-MDS.

In addition, it is important to note that CMS does not impose specific documentation procedures to
swing bed facilities. Some facilities have developed tools to collect data across shifts or throughout
an assessment period; e.g., ADL support needs, type and duration of restorative nursing services, etc.
Some facilities have found flow sheets useful for this purpose. The form and format of such
documentation is determined by the facility. These tools may provide more accurate data for
SB-MDS reporting and planning care, and may provide real value to the facilities utilizing them.
However, these tools are not mandated by CMS or by Fiscal Intermediaries.

When available, State Agency and Fiscal Intermediary (FI) staff will utilize these data collection
tools as part of an SB-MDS validation review. In the absence of this type of documentation, the SB-
MDS can still be verified by a review of the entire record to verify that the medical record supports
and is consistent with the responses on the SB-MDS.
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Some states may have regulations that require supporting documentation elsewhere in the record to
substantiate the patient’s status on particular SB-MDS items used to calculate payment under the
State’s Medicaid system. If your state requires the SB-MDS to be completed for the Medicaid
program, they may have additional documentation requirements. Contact your State Agency’s
Resident Assessment Coordinator or your Medicaid program for state specific requirements. (See
Appendix B for a list of the State RAI Coordinators.)

1.7 Reproduction of the SB-MDS in the Patient’'s Record and
Maintenance of the Assessments

SB-MDS records are subject to the same record retention requirements as all other hospital clinical
records. All SB-MDS assessments, and Discharge and Reentry tracking information must be keptin
the medical record for active patients. Active records must be accessible to all professional staff
(including consultants) who need to review the information in order to provide care to the patient. In
addition, all data from closed records, including the SB-MDS data, must be maintained to provide
access when needed for survey, medical review or other program purposes.

There is no requirement to maintain a hard copy and an electronic copy of the SB-MDS. It is
required that the record be completed, signed, and dated within the regulatory time frames. If
corrections are required after completion and submission of t