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Updates

• No October 1, 2021 RAI Changes

• Quality Measure Updates

• Baseline review Updates



Diagnosis in the RAI 

Manual: Section I



I20B

• Indicate the resident’s primary medical condition 

category that best describes the primary reason for the 

Medicare Part A stay; then proceed to I0020B and enter 

the International Classification of Diseases (ICD) code 

for that condition, including the decimal. 

• While certain conditions described below represent 

acute diagnoses, SNFs should not use acute diagnosis 

codes in I0020B. Sequelae and other such codes should 

be used instead. 



Active Diagnosis:I0100-I8000

There are two look-back periods for this 

section: 

– Diagnosis identification (Step 1) is a 60-day 

look-back period. 

– Diagnosis status: Active or Inactive (Step 2) is 

a 7-day look-back period (except for Item 

I2300 UTI, which does not use the active 7-

day look-back period). 



60-Day Look-back

• Identify diagnoses: The disease conditions in this 

section require a physician-documented diagnosis (or by 

a nurse practitioner, physician assistant, or clinical nurse 

specialist if allowable under state licensure laws) in the 

last 60 days. 

• Medical record sources for physician diagnoses include 

progress notes, the most recent history and physical, 

transfer documents, discharge summaries, diagnosis/ 

problem list, and other resources as available. If a 

diagnosis/problem list is used, only diagnoses confirmed 

by the physician should be entered. 



7-Day Look-back

• Determine whether diagnoses are active: Once a diagnosis is 

identified, it must be determined if the diagnosis is active. 

• Active diagnoses: Have a direct relationship to the resident’s 

current functional, cognitive, or mood or behavior status, medical 

treatments, nursing monitoring, or risk of death during the 7-day 

look-back period. 

• Do not include conditions that have been resolved, 

• Do not affect the resident’s current status, or 

• Do not drive the resident’s plan of care during the 7-day look-back 

period

• Check the following information sources in the medical record for the 

last 7 days to identify “active” diagnoses: transfer documents, 

physician progress notes, recent history and physical, recent 

discharge summaries, nursing assessments, nursing care plans, 

medication sheets, doctor’s orders, consults and official diagnostic 

reports, and other sources as available. 



I2300 Urinary Tract Infection (UTI) 

— The UTI has a look-back period of 30 days 

for active disease instead of 7 days. 

— Code only if both of the following are met in 

the last 30 days: 

1. It was determined that the resident had a UTI 

using evidence-based criteria such as McGeer, 

NHSN, or Loeb in the last 30 days, 

AND

2. A physician documented UTI diagnosis in the last 

30 days. 



Section I

• Check off each active disease. Check all that apply. 

• If a disease or condition is not specifically listed, enter the diagnosis 

and ICD code in item I8000, Additional active diagnosis. 

• Computer specifications are written such that the ICD code should 

be automatically justified. The important element is to ensure that 

the ICD code’s decimal point is in its own box and should be right 

justified (aligned with the right margin so that any unused boxes and 

on the left.) 

• If an individual is receiving aftercare following a hospitalization, a Z 

code may be assigned. When Z codes are used, another diagnosis 

for the related primary medical condition should be checked in items 

I0100–I7900 or entered in I8000. 



Active Diagnosis I0100-I8000



Active Diagnosis I0100-I8000



Active Diagnosis I0100-I8000



More-From the RAI Manual

• The few items that do not allow dash values include identification 

items in Section A [e.g., Legal Name of Resident (Item A0500), 

Assessment Reference Date (Item A2300), Type of Assessment 

(Item A0310), and Gender (Item A0800)] and ICD diagnosis codes 

(Item I8000). All items for which a dash is not an acceptable value 

can be found on the CMS MDS 3.0 Technical Information web page 

at the following link: http://www.cms.gov/Medicare/Quality-Initiatives-

Patient-Assessment-

Instruments/NursingHomeQualityInits/NHQIMDS30TechnicalInform

ation.html. 



Diagnosis in the Medicaid 

RUG System



Medicaid RUGS Calculations 

• Pneumonia I2000 ____ 

• Septicemia I2100 ____ 

• Diabetes mellitus I2900 ____ 

• Aphasia I4300 ____ 

• Cerebral palsy I4400 ____ 

• Hemiplegia/Hemiparesis I4900 ____ 

• Quadriplegia I5100 ____ 

• Multiple sclerosis I5200 ____ 



Special Care



Clinically Complex



Diagnosis in Medicare 

Payment Methodology



Medicare PPS/PDPM 

• STEP #1 

• Determine the resident’s primary diagnosis clinical 

category using the ICD-10-CM code recorded in MDS 

item I0020B. 

• To do so, refer to the PDPM Clinical Categories to ICD-

10 Diagnosis Codes mapping (available at 

www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/SNFPPS/PDPM.html), which maps a resident’s 

primary diagnosis as recorded in MDS item I0020B to 

the 10 PDPM primary diagnosis clinical categories. 



PDPM: PT and OT Component

PDPM Payment Component: PT  and OT

• Determine the resident’s primary diagnosis clinical category using 

the ICD-10-CM code recorded in MDS item I0020B. To do so, refer 

to the PDPM Clinical Categories to ICD-10 Diagnosis Codes 

mapping (available at www.cms.gov/Medicare/Medicare-Fee-for-

Service- Payment/SNFPPS/PDPM.html), which maps a resident’s 

primary diagnosis as recorded in MDS item I0020B to the 10 PDPM 

primary diagnosis clinical categories. 

• Some ICD-10-CM codes can map to a different clinical category 

from the default depending on a resident’s prior inpatient procedure 

history. For these codes, a resident may be categorized into a 

surgical clinical category if the resident received a surgical 

procedure during the prior inpatient stay that relates to the primary 

reason for the Part A SNF stay as indicated by item J2100



Medicare PPS/PDPM-SLP 

SLP-Related Comorbidities MDS Item Descriptions:

• I4300 Aphasia 

• I4500 CVA, TIA, or Stroke 

• I4900 Hemiplegia or Hemiparesis 

• I5500 Traumatic Brain Injury 

• I8000 Laryngeal Cancer 

• I8000 Apraxia 

• I8000 Dysphagia 

• I8000 ALS 

• I8000 Oral Cancers 

• I8000 Speech and Language Deficits 



Medicare PPS/PDPM - NTA 

• Determine whether the resident has 

HIV/AIDS. HIV/AIDS is not reported on the 

MDS but is recorded on the SNF claim 

(ICD-10-CM code B20). 



Medicare PPS/PDPM-NTA 

• Lung Transplant Status I8000 3 

• Major Organ Transplant, Except Lung I8000    2 

• Multiple Sclerosis  I5200 2 

• Opportunistic Infections I8000 2 

• Asthma COPD Chronic Lung Disease  I6200 2 

• Aseptic Necrosis of Bone                   I8000 2 

• Chronic Myeloid Leukemia I8000 2 

• Wound Infection I2500 2 

• Diabetes Mellitus (DM) I2900 2 

• Endocarditis I8000 1 

• Immune Disorders I8000 1 

• End-Stage Liver Disease I8000 1 

• Narcolepsy and Cataplexy I8000 1 

• Cystic Fibrosis I8000 1 

• Multi-Drug Resistant Organism (MDRO)  I1700 1 

• Spec. Hereditary Metabolic/Immune Disorders I8000 1 

• Morbid Obesity I8000 1 

• Psoriatic Arthropathy and Systemic Sclerosis I8000 1 

• Chronic Pancreatitis I8000 1 



Medicare PPS/PDPM- Nursing 



Medicare PPS/PDPM- Nursing 



Medicare PPS/PDPM-Nursing



Diagnosis in MDS 3.0 

Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



MDS 3.0 Quality Measures



Diagnosis in SNF-QRP



SNF-QRP Measures

AND



SNF-QRP Measures

• SNF Functional Outcome Measure: Discharge Self-Care Score for Skilled 

Nursing Facility Residents (NQF #2635) (CMS ID: S024.02)a Measure 

Description 

• SNF Functional Outcome Measure: Discharge Mobility Score for Skilled 

Nursing Facility Residents (NQF #2636) (CMS ID: S025.02)a 

• SNF Functional Outcome Measure: Change in Self-Care Score for Skilled 

Nursing Facility Residents (NQF #2633) (CMS ID: S022.02)a 

• SNF Functional Outcome Measure: Change in Mobility Score for Skilled 

Nursing Facility Residents (NQF #2634) (CMS ID: S023.02)a Measure 

Description 

Exclusion Factors for above Measures 



SNF Functional Outcome 

Measures: Table 4



SNF-QRP: APU Table



Resources

• MDS Diagnosis Coding Instructions and Medicare PDPM- Minimum 

Data Set (MDS) 3.0 Resident Assessment Instrument (RAI) Manual 

| CMS

• Medicaid RUGS- https://nfrp.panfsubmit.com/

• MDS 3.0 Quality Measures- Quality Measures | CMS

• SNF-QRP Measures- https://www.cms.gov/Medicare/Quality-

Initiatives-Patient-Assessment-

Instruments/NursingHomeQualityInits/Skilled-Nursing-Facility-

Quality-Reporting-Program/SNF-Quality-Reporting-Program-

Measures-and-Technical-Information.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/MDS30RAIManual
https://nfrp.panfsubmit.com/
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/NHQIQualityMeasures
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Skilled-Nursing-Facility-Quality-Reporting-Program/SNF-Quality-Reporting-Program-Measures-and-Technical-Information.html


Other Uses of MDS 

Diagnosis



Analysis and Research 

State and Federal agencies can use MDS 

data to use many different ways:

• Diagnosis that relate to Avoidable 

Hospitalizations

• Healthcare costs by diagnosis

• Medication costs by diagnosis

• Diagnosis vs. Demographics (i.e. 

Discharge status)



Questions

Questions can be submitted 

to qa-mds@pa.gov and will 

be answered in the next 

RAI Spotlight.

The next teleconference will 

be held January 13, 2022.

mailto:qa-mds@pa.gov

