Medicaid Services Manual
Transmittal Letter

November 26, 2024

To: Custodians of Medicaid Services Manual

From: Casey Angres
Chief of Division Compliance

Subject: Medicaid Services Manual Changes
Chapter 500 — Nursing Facilities

Background And Explanation

Revisions to Medicaid Services Manual (MSM) Chapter 500 — Nursing Facilities are being
proposed to align service language in the policy to that in the State Plan that discuss the transition
from a Resource Utilization Group Il (RUG I1I) case-mix classification system to the mandated
Centers for Medicaid/Medicare Services (CMS) Patient Driven Payment Model (PDPM) case mix
classification system.

Throughout the chapter, grammar, punctuation and capitalization changes were made, duplications
removed, acronyms used and standardized, and language reworded for clarity. Renumbering and
re-arranging of sections was necessary.

Entities Financially Affected: The proposed changes affect all Medicaid-enrolled providers
delivering services in Nursing Facilities under provider type (PT)19.Those PTs include, but are
not limited to: Physician, M.D., Osteopath, D.O. (PT 20), Advance Practice Registered Nurse
(APRN) (PT 24), Nurse Midwife (PT 74), Psychologist (PT 26), Physician’s Assistant, (PT 77),
Pharmacist (PT 91), Licensed Clinical Social Worker (LCSW) (PT 14, Specialty 305), Registered
Dietician (PT 15), Podiatrist (PT 21), Dentist (PT 22), Hearing Aid Dispenser & Related supplies
(PT 23), Optometrist (PT 25), Psychologist (PT 26), Pharmacy (PT 28), Durable Medical
Equipment (DME) (PT 33), Therapy (PT 34), Chiropractor (PT 36), Optician (PT 41), Laboratory,
Pathology Clinical (PT 43), Hospice (PT 64), Hospice Long Term Care (PT 65), Audiologist (PT
76), Hospital Based End Stage Renal Disease (ESRD) provider (PT 83), Applied Behavior
Analysis (PT 85), Substance Use Treatment (PT 93), Medicare Cost Sharing (PT 94).

Financial Impact on Local Government: Unknown at this time.

These changes are effective November 27, 2024.
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Manual Section Section Title

Background and Explanation of Policy Changes,
Clarifications and Updates

503.19 Free-Standing
Nursing Facility —
Case Mix
503.19A
503.20 Free-Standing
Nursing Facility
Case Mix and
Minimum Data Set
(MDS) Verification
Review Description
503.20A
503.20B
Attachment A

Removed RUG terminology and changed to PDPM.

Removed
recipients.

resident terminology and changed to

Removed
recipients.

resident terminology and changed to

Removed RUG terminology and changed to PDPM.

Removed
recipients.

resident terminology and changed to

Removed RUG terminology and changed to PDPM.

Removed onsite reviews and replaced with remote
reviews.

Added if necessary onsite review may be conducted if
deemed necessary.

Removed entrance meeting and changed to virtual
entrance meeting.

Grammar changes.

Removed Nevada documentation Guidelines

attachment.
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DRAFT MTL 69450L

DIVISION OF HEALTH CARE FINANCING AND POLICY 503

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

503.19

503.19A

503.20

FREE-STANDING NURSING FACILITY — PATIENT DRIVEN PAYMENT MODEL (PDPM)
RUG-CASE MIX

The MDS/PDPMResouree—Utihization—Groups(RUG); system is used to classify recipients
residents-and objectively determine a free-standing NF’s Case Mix Index (CMI). The PDPM RUG

classification system was developed by the CMS and is the basis for recipients resident
classification for the Medicare prospectlve payment system and numerous other states Medlcald

has also developed standard CMI indices which WI|| be the ba5|s for calculating the average CMI,
or score, for each NF under Nevada’s case-mix system.

Free-standing NFs are reimbursed according to a price-based system. Individual facility rates are
developed from prices established from three separate cost centers: operating, direct health care,
and capital. The direct health care component utilizes each facility’s CMI which is calculated four
times per year for recipients residents-in the facility on the first day of each calendar quarter (called
the “picture date”).

Refer to MSM Chapter 700, Rates, for detailed information regarding free-standing NF
reimbursement.

PROVIDER RESPONSIBH-HYRESPONSIBILITIES

The provider must assure that each recipient’s resident’s-assessment data is complete and accurate
in accordance with federal regulations and the CMS Resident Assessment Instrument (RAI) Users’
Manual.

Comprehensive assessments, quarterly assessments, significant change assessments and annual
assessments using the MDS current version must be conducted in accordance with the
requirements and frequency schedule found at 42 CFR Section 483.20.

The provider must assure that the Occupancy Report is accurate and submitted within the specified
time limit every month.

FREE-STANDING NURSING FACILITY CASE MIX AND MDS VERIFICATION REVIEW
DESCRIPTION

Nevada Medicaid reimburses free-standing NFs based on the facility’s overall CMI identified from
the MDS. PDPM RUG-tems-are-data is identified on the MDS and used to establish each facility’s
CML. In order to validate that Medicaid reimbursement to NFs is accurate and appropriate, a
periodic review of MDS coding and corresponding medical record documentation is conducted to
verify the information submitted on the MDS to the national repository accurately reflects the care
required by; and provided to recipientsresidents.
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DIVISION OF HEALTH CARE FINANCING AND POLICY 503

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

503.20A

503.20B

COVERAGE AND LIMITATIONS

RNs from Medicaid District Offices conduct Case Mix and MDS Verification reviews at every
free-standing Medicaid certified NF at least annually. The review consists of a comparison of
medical record documentation and the coding reported on the MDS, specifically the PDPM RUG
items coded with a positive response. Remote reviews will On-siteresidentreviews-may-alse-be
conducted to verify documentation and/or information coded on the MDS. If deemed necessary,
an on-site record review may also be conducted to verify documentation and/or information coded
on the MDS.

Facilities may be reviewed more frequently when the facility’s error rate is greater than 40%; or
when any significant increase in errors is identified.

Prior to the review, a sampling of recipients residents—is determined using the most recently
submitted MDS data and recipient resident-listing information. The sampling is selected based on
the PDPM data submitted on RUG-category-of-each recipientresident.

NFs are contacted by the lead nurse approximately one week prior to a scheduled review. Upon
notification of an upcoming review, facilities are required to provide a current, accurate census of
all recipients residents-regardless of their payment source.

A brief virtual introduction and procedure reviewentranee- meeting is conducted upen-thereview
team’s-arrival-at-with the facility at the start of the review. The administrator or their designated
representative, director of nurses and MDS staff are expected participants in the entranee
introduction meeting. Other staff may participate as deemed appropriate by the facility
administrator and the lead nurse.

During the review, as questions arise, reviewers will work with facility staff (primarily the MDS
Coordinator) to obtain clarification and assistance in locating documentation which supports the
reported codes on the MDSs. At this time, review staff may also provide one-to-one training to
facility staff.

Upon completion of the record reviews, review staff will conduct a brief exit meeting to discuss
the findings of the team. A copy of the findings showing the percentage, and types of errors
identified will be given to the administrator or their designated representative.

If it is identified that a facility coded an MDS inaccurately, which resulted in the provider being
paid more monies than a correctly coded MDS would have allowed, Medicaid may require the
facility to submit a corrected MDS to the national repository. Additionally, Medicaid may recoup
monies paid inappropriately.

PROVIDER RESPONSIBH-HYRESPONSIBILITIES

1. The provider must possess thorough knowledge of the RAI process including the MDS,
Resident Assessment Protocols (RAPs) and Care Plans.
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Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 503
Subject:
MEDICAID SERVICES MANUAL POLICY
2. The provider must maintain current knowledge of the federal MDS Utilization Guidelines.
3. The provider must maintain current knowledge of the Nevada Medicaid Documentation
Guidelines which may be obtained by accessing the DHCFP website at:
http://www.dhcfp.nv.gov.
4. The provider must promptly provide information requested by the review team.
5. The provider must make certain the appropriate staff attends the entrance and exit
meetings.
6. The provider must prepare in advance and provide to review staff at the beginning of the
entrance meeting:
a. copies of the selected MDS’ (containing the attestation statement and completion
signatures of staff) which review staff will use during the review and keep as a
permanent part of the facility's review packet:.
b. the active medical records selected for review; and
C. thinned/purged files and records maintained by the facility in various workbooks
which contain information that supports the coding of the MDS.
7. Facility staff responsible for the MDS must be available to Medicaid review staff during
the review process.
8. The provider must analyze the error reports with the appropriate facility staff responsible
for coding the MDS.
9. The provider must identify and make corrections to processes that contribute to inaccurate
MDS coding and maintain documentation supporting the current MDS in the active
medical record.
10. The provider must anticipate and prepare for more frequent reviews when the facility’s
error rate is 40% or higher, or when any significant increase in errors occurs.
503.21 HOSPITAL-BASED NURSING FACILITY

503.21A COVERAGE AND LIMITATIONS

All policies described in this chapter apply to hospital-based NFs with the exception of those
specifically identified for free-standing NFs.

Hospital-based NFs are paid under Medicare reasonable cost-based reimbursement principles
including the routine cost limitation, and the lesser of cost or charges. Payment will follow any
and all applicable Medicare upper payment limitation requirements such that payments will not
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