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Completed and therapy treatment(s) has been scheduled. If therapy
treatment(s) will not be scheduled, skip to Item T3.

If the resident is scheduled to receive at least one of the therapies, have the
therapist(s) calculate the total number of days through the resident’s
fifteenth day since admission to Medicare Part A when at least one therapy
service will be delivered. Then have the therapist(s) estimate the total PT,
OT, and SP treatment minutes that will be delivered through the fifteenth
day of admission to Medicare Part A.

¢. ESTIMATE OF NUMBER OF DAYS (Through day 15)

Coding: Estimate of Number of Days - Enter the number (#) of days at least one
therapy service can be expected to have been delivered through the
resident’s fifteenth day of admission. Count the days of therapy already
delivered from Item Pla, b, and c¢. Calculate the expected number or days
through day 15, even if the resident is discharged prior to day 15. If
orders are received for more than one therapy discipline, enter the number
of days at least one therapy service is performed. For example, if PT is
provided on MWEF, and OT is provided on MWF, the MDS should be
coded as 3 days, not 6 days.

Clarifications: 4 Do not count the evaluation day in the estimate number of days unless
treatment is rendered.

¢ When the physician orders a limited number of days of therapy, then the
projection is based on the actual number of days of therapy ordered.
For example, if the physician orders therapy for 7 days, the projected
number of days in T1c will be 7.

d. ESTIMATE OF NUMBER OF MINUTES (Through day 15)

Coding: Estimate of Number of Minutes - Enter the estimated total number of
therapy minutes (across all therapies) it is expected the resident will
receive through the resident’s fifteenth day of admission. Include the
number of minutes already provided from MDS Items P1ba(B), P1bb(B),
and P1bc(B). Calculate the expected number of minutes through day 15,
even if the resident is discharged prior to day 15.

Clarification: ¢ Do not include evaluation minutes in the estimate of number of
minutes.

This page revised--August 2005, June 2005, August 2003

Revised--December 2002 Page 3-216
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SECTION W.
SUPPLEMENTAL ITEMS

W1. National Provider ID
Intent: To record the facility National Provider Identification (NPI).

Definition: The NPI is a system for uniquely identifying all providers of health care
services, supplies, and equipment. The Secretary of the Department of
Health and Human Services (HHS) has established a standard identifier
for health care providers.

Process: CMS assigns an NPI to the nursing facility. The NPI applies to all
residents of that nursing facility.

Coding: When available, only enter the 10 digit NPI in the spaces provided. Do not
enter any embedded dashes or spaces. Recheck the number to ensure you
have entered the 10 digits correctly. The facility is encouraged to begin
using this number once it has been assigned by CMS.

W2. Influenza Immunization

Intent: To determine the rate of vaccination and causes for non-vaccination.

Section W2 must be completed for all residents on all assessment types
(OBRA and/or PPS) with Assessment Reference Dates and all discharge
tracking forms with Discharge Dates from October 1 through June 30.
Discharge tracking forms are included in order to capture flu vaccines
administered to residents whose flu vaccines were not captured on an
MDS assessment.

Although flu season currently is defined as October 1 through March 31,
assessments with an ARD and discharges with a discharge date through
June 30 are included in order to capture any record that provides the only
report of a vaccination received during the flu season.

Example: A flu vaccine is administered to a resident in March,
not within the window of an MDS assessment. Extending the date
for completing W2 to June 30 provides the facility the ability to
capture that flu vaccine on the next Quarterly, even if it is not due
for another 92 days or on a discharge before the Quarterly is due.

Process: Review the resident’s medical record and interview the resident or
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responsible party/legal guardian to determine Influenza vaccination
status during this year’s flu season, defined as October 1 through
March 31. Use the following steps:

e Step 1. Review the resident’s medical record to determine
whether an Influenza vaccination was received during the flu
season. If vaccination status is unknown, proceed to the next step.

e Step 2. Ask the resident if he/she received a dose of Influenza
vaccine outside of the facility for this year’s flu season. If
vaccination status is still unknown, proceed to the next step.

e Step 3. If the resident is unable to answer, then ask the same
question of the responsible party/legal guardian. If vaccination
status is still unknown, proceed to the next step.

e Step 4. If vaccine status cannot be determined, administer the
vaccination to the resident according to standards of clinical
practice.

The CDC has evaluated inactivated Influenza vaccine co-administration
with the pneumococcal polysaccharide vaccine systematically among
adults. Simultaneous vaccine administration is safe when administered by
a separate injection in the opposite arm™”. If the resident is an amputee or
if intramuscular injections are contraindicated in the upper extremities,
administer the vaccine(s) according to standards of clinical practice.

Coding: W2a

Enter “0” for a ‘No’ response and proceed to item W2b
e If the resident did not receive the Influenza vaccine in this
facility from October 1 — March 31.

Example: Mrs. J. received the Influenza vaccine in January
2005. The ARD of this assessment is October 2005. The
facility has not yet administered the Influenza vaccine for
the current flu season. W2a would be coded “0”, No.

Enter “1” for a ‘Yes’ response and proceed to item W3
e Ifthe ARD of this assessment or the discharge date of this
discharge tracking form is from January 1 through June 30,
include Influenza vaccine administered in the facility from

October 1 of last year through March 31 of the current year.

Example: Mrs. T. received the Influenza vaccine in
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November 2004. The ARD of this assessment is February
2005. Include the November 2004 vaccination on this
assessment and code W2a “1”, Yes.

e Ifthe ARD of this assessment or the discharge date of this
discharge tracking form is on or after October 1, include the
Influenza vaccine administered in the facility on or after
October 1 of the current year.

Example: Mr. C received the Influenza vaccine in October
2005. The ARD of this assessment is December 2005.
Include the October 2005 vaccination on this assessment
and code W2a “1”, Yes.

Skip item W2 and go to item W3
e Ifthe ARD of this assessment or the discharge date of this
discharge tracking form is from July 1 through September 30.

Example: Mr. P. received the Influenza vaccine in
February 2005. The ARD of this assessment is in August
2005. Skip this item and go to item W3.

W2b
If the resident has not received the Influenza vaccine in the facility,
code the reason from the following list:

1. Not in facility during this year's flu season - Resident not in the
facility from October 1 — March 31.

2. Received outside of this facility - Includes Influenza vaccinations
administered from October 1 through March 31 in any other setting
(e.g. physician office, health fair, grocery store, hospital, fire
station).

3. Not eligible — Due to contraindications including:
e allergic reaction to eggs or other vaccine component(s)
e aphysician order not to immunize
e or an acute febrile illness is present; however, the resident
should be vaccinated if contraindications end

4. Offered and declined — Resident or responsible party/legal

guardian has been informed of what is being offered and chooses not
to accept the vaccine. See pages 3-36 & 37 for types of
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responsibility/legal guardian.

5. Not offered — Resident or responsible party/legal guardian not
offered the vaccine. See pages 3-36 & 37 for types of
responsibility/legal guardian.

6. Inability to obtain vaccine — Vaccine unavailable at the facility
due to declared vaccine shortage; however, the resident should be
vaccinated once the vaccine is received. The annual supply of
inactivated Influenza vaccine and the timing of its distribution
cannot be guaranteed in any year.

W3. Pneumococcal Immunization

Intent: To determine the rate of vaccination and causes for non-vaccination.

Section W3 must be completed for all residents on all assessment types
(OBRA and/or PPS) and all discharge tracking forms.

e The CDC has evaluated inactivated Influenza vaccine co-
administration with the Pneumococcal Polysaccharide Vaccine
(PPV) systematically among adults. Simultaneous vaccine
administration is safe when administered by a separate injection in
the opposite arm™". If the resident is an amputee or intramuscular
injections are contraindicated in the upper extremities, administer
the vaccine(s) according to clinical standards of care.

e Persons less than 65 years of age who are living in environments or
social settings (e.g. nursing homes and other long-term care
facilities) in which the risk for invasive pneumococcal disease or
its complications is increased should receive the PPV?,

e All adults 65 years of age or older should get the PPV. PPV is
given once in a lifetime, with certain exceptions'.
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e Persons 65 years or older should be administered a second dose of
vaccine (booster vaccine) if they received the first dose of vaccine
more than 5 years earlier and were less than 65 years old at the

12
time .

Note: Please refer to the following algorithm for PPV administration ONLY
Figure 1 Adopted from the CDC Recommendations and Reports. Prevention of

Pneumococcal Disease: Recommendations of the Advisory Committee on
Immunization Practices (ACIP). MMWR April 1997;46(RR-08);1-24.

FIGURE 1. Algorithm for vaccinating immunocompetent persons aged >65 years
Has the person been NO or
vaccinated previously? Unsure
p Vaccination indicated
YES YES
Was the person aged >65 NO Have >5 years elapsed
years at the time of last ——»| since the first dose?
vaccination?
l YES* NO
Vaccination not indicated <—

*For any immunocompetent person who has received a dose of pneumococcal polysaccharide
vaccine at age >65 years, revaccination is not indicated.

1 CDC. Pneumococcal Polysaccharide Vaccine. What you need to know. Pneumococcal Vaccine
Information Statement July 1997.

2 CDC. Prevention of Pneumococcal Disease: Recommendations of the Advisory Committee on
Immunization Practices (ACIP). MMWR April 1997;46(RR-08);1-24.

3 Recommendations and Reports. Prevention and control of influenza. Recommendations of the Advisory
Committee on Immunization Practices (ACIP). MMWR May 28, 2004/ 53(RR06);1-40.
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e The CDC recommends a second (booster) dose for
immunocompromised persons due to'

A damaged spleen or no spleen

Sickle-cell disease

HIV infections or AIDS

Cancer, leukemia, lymphoma, multiple myeloma

Kidney failure

Nephrotic syndrome

History of an organ or bone transplant

Medication regimens that lowers immunity (such as

chemotherapy or long-term steroids)

O O O O O O O O

When any of the above conditions are present, persons older
than 10 years old (including those 65 years of age and older)
should get the second (booster) dose 5 years after the first dose.
Children 10 years old and younger may get this second
(booster) dose 3 years after the first dose.

Process: Review the resident’s medical record and interview resident or
responsible party/legal guardian to determine PPV status, using the
following steps.

e Step 1. Review the resident’s medical record to determine
whether PPV has been received. If vaccination status is unknown,
proceed to the next step.

e Step 2. Ask the resident if he/she received a PPV. If vaccination
status is still unknown, proceed to the next step.

e Step 3. If the resident is unable to answer, ask the same question
of a responsible party/legal guardian. If vaccination status is still
unknown, proceed to the next step. See pages 3-36 & 37 for types
of responsibility/legal guardian.

e Step 4. If vaccination status cannot be determined, administer the
appropriate vaccine to the resident, according to the standards of
clinical practice.

Coding: W3a
Enter “0” for a ‘No’ response and proceed to item W3b
o Ifthe resident’s PPV status is not up to date

Enter “1” for a ‘Yes’ response and skip item W3b
e [fthe resident’s PPV status is up to date
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August 2005

W3b
If the resident has not received a PPV, code the reason from the following
list:

1. Not eligible — Due to contraindications including:
e allergic reaction to vaccine component(s)
e aphysician order not to immunize
e an acute febrile illness is present; however, the resident should be
vaccinated after contraindications end

2. Offered and declined — Resident or responsible party/legal guardian has been
informed of what is being offered and chooses not to accept the vaccine. See

pages 3-36 & 37 for types of responsibility/legal guardian.

3. Not offered - Resident or responsible party/legal guardian were not offered
the vaccine. See pages 3-36 & 37 for types of responsibility/legal guardian.
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Appendix B

STATE AGENCY CONTACTS — MDS RAI COORDINATORS

MDS RAI
STATE Coordinator PHONE # E-mail Address
AK Dorene Lukas 907-334-2491 Dorene Lukas@health.state.ak.us
AL Pamela Carpenter 334-206-7929 pamelacarpenter@adph.state.al.us
AR Sue Gaines 501-682-8853 Sue.gaines@arkansas.gov
AR Twyla Moore, RN 501-661-2201 tmoore@healthyarkansas.com
AZ Sylvia Balistreri 602-364-3878 balists@azdhs.gov
S . 916-324-2362 mdsoasis@dhs.ca.gov.
CA Virginia E. Aquino, RN Helpdesk Helpdesk
CO Betty Keen, RN 303-692-2894 Betty.Keen@state.co.us
CT Lori Giffin 860-509-7400 Lori.Griffin@po.state.ct.us
Alternate: Angela White Angela.white@po.state.ct.us
DC Mary Sklencar 202-442-4759 Mary.sklencar@dc.gov
DE Kim Paugh 302-424-6377 Kim.paugh@state.de.us
FL Claire Hoagland 727-552-1133 x179 hoaglanc@fdhc.state.fl.us
GA Barbara Chuven 404-657-5854 bechuven@dhr.state.ga.us
Janice Nakama, RN . . )
HI | Alternate: Sharon 808-692-7420 jpnakama@mail-health.state.hi.us
skmatsub@mail.health.state.hi.us
Matsubara
1A Karen Zaabel 515-242-5991 Kzaabel@dia.state.ia.us
ID Loretta Todd 208-334-6626 Toddl@idhw.state.id.us
IL Rhonda Imhoff, RN 217-785-5132 rimhoff@idph.state.il.us
IN Kimberly Honeycutt, RN | 317-233-4719 khoneycu@isdh.state.in.us
KS Lynn Searles 785-291-3552 Lsearles@kdhe.state. ks.us
Vera Van Bruggen, RN 785-296-1246 veravanbruggen(@aging.state.ks.us
KY Debbie Dicken 859-246-2301 Debbie.dicken@ky.gov
LA Evelyn Enclarde, RN 225-342-4855 eenclarde@dhh.la.gov
MA Paul Di Natale 617-753-8222 Paul.dinatale@state.ma.us
MD Lynne Condon 410-402-8102 Lcondon@dhmbh.state.md.us
Revised—August 2005 Page B-2
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MDS RAI
STATE Coordinator PHONE # E-mail Address
ME Louis T. Dorogi 207-287-9300 Lou.dorogi@maine.gov
Carole Kus, RN 207-287-3933 carole.kus@maine.gov
MI Mary Hess 989-732-8837 hessm@michigan.gov

MN Susan Pedro

651-215-8749

Susan.pedro@health.state.mn.us

MO Mike DeClue, RN-C

573-751-6308

Michael.DeClue@dhss.mo.gov

MS Lynn Cox

601-576-7316

Lynn.cox@msdh.state.ms.us

MT Kathleen Moran

406-444-3459

kmoran@mt.gov

NC Cindy Deporter 919-733-7461 Cindy.DePorter@ncmail.net
Denice Davis (Back-up) | 919-733-7461 denice.davis@ncmail.net
ND Patricia Rotenberger 701-328-2364 Protenbe@state.nd.us

NE Dan Taylor

402-471-0535

Daniel.taylor@hhss.ne.gov

NH Susan Grimes

603-271-3024

sgrimes@dhhs.state.nh.us

NJ Beth Bell, RN

609-633-8981

Beth.Bell@doh.state.nj.us

Sandra Cole

NM Connie Armijo

505-476-9037
505-476-9056

Sandra.cole@doh.state.nm.us
Connie.armijo@doh.state.nm.us

NV Juanita Ball, RN

775-687-4475 x235

JBall@blc.state.nv.us

NY Kristin Armstrong-Ross

518-478-1124

KMAO7@health.state.ny.us

OH Patsy Strouse

614-955-0774

pstrouse@odh.ohio.gov

OK Sharon Warlick

405-271-5278

Sharonlw@health.state.ok.us

OR Mary B. Borts

503-691-6587

Mary.B.Borts@state.or.us

Susan Williamson

PA 1 Chris Kelly

717-787-1816

suswilliam(@state.pa.us
Chkelly(@state.pa.us

PR Lourdes Cruz

787-782-0553 x2252

lcruz@salud.gov.pr

RI Madeline Vincent, RN

401-277-2566

madeline.vincent@health.ri.gov

SC Sara S. Granger

803-545-4205

Grangerss@dhec.sc.gov

SD Dolly Hanson

605-773-7070

Carol.hanson@state.sd.us

N Leatrice Coffin

615-741-8002

Leatrice.coffin@state.tn.us

X Margaret Evans, RN

806-249-5579 x27

Margaret.evans@dads.state.tx.us

Revised—August 2005
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MDS RAI

STATE Coordinator PHONE # E-mail Address
UT Carolyn Reese, RN 801-538-6599 carolynreese@utah.gov
VA Judy Wilhide 804-367-2103 Judy.wilhide@vdh.virginia.gov
VT Laine Lucenti 802-241-2345 Laine.lucenti@dail.state.vt.us
WA Marjorie Ray 360-725-2487 RayMa(@dshs.wa.gov
WI Chris Benesh 608-266-1718 Benesce@dhfs.state.wi.us
WV Emily Keefer 304-558-1740 emilykeefer@wvdhhr.org

Beverly Hissom 304-558-4145 beverlyhissom@wvdhhr.org

WY Linda Brown 307-777-7123 Ibrown@state.wy.us

NOTE: Not included in this manual is a list of the State MDS Automation Coordinators and the
State Medicaid MDS Coordinators. These lists will be posted on the CMS web site at:

http://www.cms.hhs.gov/medicaid/mds20

Revised—August 2005
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REGIONAL OFFICE CONTACTS

Region I

Sharon Roberson
CMS/DHSQ, Room 2275
JFK Federal Building
Boston, MA 02203-0003
(617) 565-1300

Region 11

Norma J. Birkett
CMS/DHSQ

26 Federal Plaza, Room 3800
New York, NY 10278-0063
(212) 616-2460

Region 111

Michele Clinton
CMS/DHSQ

P.O. Box 7760

Philadelphia, PA 19101-7760
(215) 861-4290

Cynthia McWilliams
(215) 861-4765

Region IV

Jill Hartline

CMS/DHSQ

Suite 4T20, Sam Nunn Atlanta Federal Center
Atlanta, GA 30303

(404) 562-7477

Region V

Wandah Hardy

CMS/DHSQ

105 W. Adams Street, 15th Floor
Chicago, IL 60603-6201

(312) 353-3337

Region VI

Jacquelyn Douglas
CMS/SCRB

1301 Young Street, Room 833
Dallas, TX 75202-4348

(214) 767-4436

Revised—August 2005
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Region VII

Maryalice Futrell

Health Quality Review Specialist
Survey & Certification Branch II
601 East 12th Street, Room 235
Kansas City, MO 64106-2808
(816) 426-6474

(Contact for MO & NE)

Irene Weizirl
(816) 426-2011
(Contact for KS & [A)

Region VIII

Nancy Walker

CMS/DHSQ

Federal Office Bldg., Room 1185
1961 Stout St.

Denver, CO 80294-3538

(303) 844-7037

Region IX

Renie Soria

CMS/DHSQ

75 Hawthorne St., 4th Floor
San Francisco, CA 94105-3903
(415) 744-3692

Region X

Joanne Rokosky

CMS/DHSQ

Blanchard Plaza Bldg.

2201 Sixth Ave., Mail Stop RX-42
Seattle, WA 98121-2500

(206) 615-2091
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