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THE LONG-ANTICIPATED MDS 3.0 IS COMING

A

utumn 2009 might seem like a long time from now, but in terms of the Minimum Data Set
3.0 implementation, it's right around the corner.
The Centers for Medicare & Medicaid Services recently announced the Oct. 1, 2009,
implementation date for its new version of MDS, the system governing Medicare and Medicaid
reimbursements. Proponents say the updated format is a quantum leap forward in the
collection, processing and dissemination of resident data. That represents a critical step in the
government's plan to nudge the healthcare industry toward a national electronic medical record.
The most drastic changes with MDS 3.0 include:

· MedicateUpdate

• A new resident interview process that adds time to the data collection
procedure and creates new challenges for staff gathering the data
· Top Statewide
• Five-day look-back periods
Citations
• New measurements for pressure ulcers and pain
• Changes to the resource utilization groups
· NutritionUpdate
• Shorter submission timelines
CMS procedural instructions for MDS 3.0 still lie ahead. Draft specifications are due to be released in March 2008
followed by a revision in December 2008 or January 2009, with final specifications set to be released in February
2009. Along the way, long-term care providers are expected to create and follow their own preparedness timelines,
assessing their capabilities for implementation and responding accordingly. Information technology specialists say
those facilities in need of an automation makeover can't spare a minute in terms of preparation.
· Rumor vs. Truth

“The industry began with MDS 2.0 at electronic transmission in 1999 and we still see facilities that haven't effectively
mastered it,” said Jim Shearon, clinical operations consultant for Pittsburgh, PA-based Vocollect Healthcare
Systems. “To completely change the database is going to have a tremendous impact on the facilities. Within that
reality, two years doesn't sound like a lot of time.”
Time to get going
If they haven't already, facilities need to take action soon because the implementation date appears to be firm, said
Dan Cobb, chief technology officer for Ozark, MO-based HealthMEDX.
“We have to assume that CMS' timeline will happen as planned,” he said. “They communicated that software
specifications will be available nine to 12 months in advance of the deadline. This is a tight timeline, but feasible as
long as the specs do not vary significantly from the information available today and if states are consistent in their
implementation. I believe most systems will be ready.”
Which ones will be ready depends squarely on each facility's information technology infrastructure. And as Cobb
observes, “the long-term care industry in general has a low level of adoption around IT.” Even so, he contends “since
all nursing homes send MDS 2.0 assessments electronically, they should be equipped to do so with MDS 3.0.”
Continued on Page 2
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Carrie O'Connell, vice president of clinical development for Farmingdale, NJ-based Health Care Software shares
Cobb's view that the industry is in varying degrees of IT adoption.“The state of readiness with regard to IT covers
a wide spectrum, from facilities embracing technology that includes vast infrastructure to those with only the
essentials,” she said. “Providers should assess their current MDS solution and determine if theirs can lead the
MDS 3.0 implementation.”
At this point, even those facilities that are under-equipped for the transition have adequate time to bring
themselves up to speed, O'Connell said. “For procrastinators, a first great step would to identify the facility's
point person to gather and disseminate MDS 3.0 information,” she said. “Review the official implementation plan
and timeline and mark all essential dates on the calendar to ensure all developments are discussed with the
team.”

OFFICIALS HEAP PRAISE ON NEW ASSESSMENT TOOL

T

he new Minimum Data Set 3.0 will increase clinical relevance, accuracy and clarity, and give residents a
greater voice in data collection when it is implemented next year, experts announced. Providers will be able to
complete the form in 45% less time on average.
Federal officials said that a variety of nurses who weren’t yet familiar with the new format still averaged a
completion time of just 61 minutes in test areas. That’s down from an average of 112 minutes under the current
MDS 2.0, said lead researcher Debra Saliba, MD, MPH, of the RAND Corporation. Key evaluation areas that
have been revised include mood, behavior disorders, mental status, delirium, pain, fall, quality of life and
diagnostic coding. Saliba detailed changes and research findings during a Special Open Door Forum hosted by
the Centers for Medicare and Medicaid Services. It attracted a record 2,768 attendees and listeners. Among
the noteworthy findings from a five-year validation study, Saliba said: Resident self-reporting for depression and
pain evaluation is both feasible and efficient.
Some 3,800 residents in eight states took part in various MDS 3.0 testing. Nurses using the new instrument liked
its ease of use, CMS said, noting that while the actual number of pages in the MDS will increase, not all will have
to be filled out.

WE WANT TO PREPARE OUR STAFF FOR THE MDS 3.0.
WHAT TOOLS CAN WE USE?

W

e are suggesting that your staff starts to use the interview process that is described in the draft MDS 3.0.
Many areas are the same as the MDS 2.0 but are approached just a bit differently.
Some Additional tools are published that also may be of assistance to you. First, the PUSH tool assists in
monitoring healing or non-healing of wounds. This tool is utilized in the new MDS 3.0. Clinical Standards of
Practice require you to monitor healing so utilization of that tool now will enhance your wound care practices.
Another tool is the PHQ9 (Patient Health Questionnaire) for depression.
By educating your staff on these tools and helping them to understand that the new assessment is very
resident-focused (meaning more resident interviews), you will be setting the stage for success.
Source: www.mcknights.com March 2008
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MedicationUpdate

F

-TAG 329 with Respect to Vitamin C and Zinc Use

With respect to Vitamin C, evidence of benefit is minimal. In fact, a blinded randomized trial
found no benefit from 1,000 mg per day of Vitamin C on wound healing. Here is the abstract
and citation:
The objective of this study was to assess the effects of ascorbic acid supplementation, 500 mg
twice daily in the treatment of pressure ulcers as an adjunct to standardized treatment. The
design consisted of a multicenter blinded randomized trial. The control group received 10 mg of
ascorbic acid twice daily. Patients from 11 nursing homes and 1 hospital participated.
Main outcome measures included wound survival, healing rates of wound surfaces, and
clinimetric changes over 12 weeks. Eighty-eight patients were randomized. Intention-to-treat analysis showed
that the wound closure probability per unit time (i.e., the closure rate) was not higher in the intervention group
than in the control group. Relative healing rates and healing velocities did not show favorable results of ascorbic
acid supplementation, either. A panel scored slides of the ulcers with a report mark between 1 (bad) and 10
(excellent). The improvement was 0.45 and 0.72 points per week in the intervention and control group,
respectively (PI of the adjusted difference: -0.50 to 0.20). With another clinimetric index we could not show any
differences, either. These data do not support the idea that ascorbic acid supplementation (500 vs. 1000 mg
twice daily) speeds up the healing of pressure ulcers. The evidence in favor of Vitamin C comes from a 1974
study in Lancet that involved a total of 20 patients.
With respect to zinc, dose is important. Here is an excerpt from a March 2008 review article in Clinical Geriatrics:
“Individuals who consume as little as 18.5 mg per day of zinc chronically, however, may develop a deficiency
state for copper, and persons taking 10-20 times the RDA have been associated with impaired immune
responses. [The RDA is 15 mg per day for adults.] Daily doses of between 80 mg and 150 mg for several weeks
may affect lipoprotein metabolism, leading to a reduction in HDL cholesterol. Chronic ingestion of zinc
supplements exceeding 15 mg per day is not advised.”
The net results indicates the Vitamin C supplementation is not useful and the zinc may possibly be harmful
(depending on dose).

Rumor vs. Truth

R
T

UMOR: A new oral insulin will soon be available.

RUTH:
People are hearing about an ORAL insulin called Oral-lyn. It's not approved in
the U.S. yet...but is available in a couple of other countries. Oral-lyn is actually an oral
SPRAY...not an oral tablet. Patients spray it into their mouth and the insulin is absorbed from
the inner cheek. Each spray provides 10 units of insulin. Oral-lyn will be an alternative to shortacting mealtime insulin. It has a fast onset and short duration similar to the rapid-acting insulins...Humalog,
NovoLog, and Apidra. Expect to hear more on Oral-lyn when it’s closer to approval...possibly in a year or two.
It could be the next alternative to injectable insulin now that Exubera has been discontinued...and any prospect
of inhaled insulin in the future increasingly appears grim. The FDA and Pfizer recently warned that Exubera
might increase the risk of lung cancer. There’s no proof that Exubera is to blame, but it adds to the growing
negativity towards a drug with few advantages over existing treatments. Mannkind Corp is the only company
still pursuing approval of an inhaled insulin, called Technosphere. It promises to be easier to use and less bulky
than Exubera. But don’t expect any blockbuster sales.
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2007 TOP STATEWIDE CITATIONS
(TRADITIONAL SURVEY PROCESS)
1. F281
2. F371
3. F514
4. F253
5. F279
6. F315
7. F431
8. F241
9. F309
10. F278

Services provided by the facility must meet professional standards.
Food must be stored, prepared and distributed under sanitary conditions.
Facility must maintain clinical records professionally and accurately.
Facility must provide adequate housekeeping and maintenance services.
Facility must develop comprehensive care plan for each resident.
Residents must not be catheterized unless medically necessary.
Drugs and biological agents must be properly labeled.
Facility must treat residents with dignity and respect.
Facility must provide necessary care for highest practicable well being.
Assessments should be done accurately and appropriately.

2007 TOP STATEWIDE CITATIONS
(QIS SURVEY PROCESS)
1. F281
2. F279
3. F280
4. F371
5. F272
6. F329
7. F253
8. F323
9. F156
10. F241

Services provided by the facility must meet professional standards.
Facility must develop comprehensive care plan for each resident.
Comprehensive care plan must be timely, accurate and periodically reviewed.
Food must be stored, prepared and distributed under sanitary conditions.
Facility must conduct a comprehensive assessment of resident.
Facility must not provide unnecessary drugs.
Facility must provide adequate housekeeping and maintenance services.
Facility must be kept free of accident hazards.
Inform resident of services, charges, and legal rights.
Facility must treat residents with dignity and respect.

NutritionUpdate

I

S CINNAMON USE SAFE?

Used in small amounts as a spice and as a fragrance, cinnamon is safe.
Cinnamon oil contains trace amounts of coumarin, a blood thinner, in various small
concentrations depending upon the source of the cinnamon. True cinnamon from Ceylon
has very little coumarin, but the cassia variety, which is the most common variety of
cinnamon sold in grocery stores in the USA, contains considerably more. There is not
enough of this substance contained in the usual use of cinnamon to create a risk for
bleeding.
Coumarin is a relative of the blood thinner Coumadin. Coumadin is used as a rat poison and as a potent blood
thinner in very small doses.
European health agencies have issued an alert to avoid excessive consumption of the cassia variety of
cinnamon due to reports of liver and kidney toxicity. The claims of the cassia variety of cinnamon related to
lowering blood sugar and improving cholesterol come from a
Pakistani study and are yet to be fully validated. Excessive
consumption of cinnamon of the cassia variety should be
avoided by those with blood disorders and especially those
on blood thinners such as Coumadin.
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