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DIAGNOSES –
SECTION I: ACTIVE DIAGNOSES

 For this presentation we will be focusing on 
Section I (Diagnoses) as related to the current 
Medicaid RUG-III reimbursement system.

 The items in this section are intended to code 
diseases that have a direct relationship to the 
resident’s current functional status, cognitive 
status, mood or behavior status, medical 
treatments, nursing monitoring, or risk of death.
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RUG III – DIAGNOSES FOR REIMBURSEMENT

 I2000 – Pneumonia

 I2100 – Septicemia

 I2900 – Diabetes Mellitus

 I4900 – Hemiplegia/Hemiparesis

 I4300 – Aphasia

 I4400 – Cerebral Palsy

 I5100 – Quadriplegia

 I5200 – Multiple Sclerosis



DIAGNOSIS DEFINITIONS
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DIAGNOSES DEFINITIONS
 Pneumonia – An infection of the lungs that can cause mild to severe 

illness in people of all ages. 

 Septicemia – Serious bloodstream infection. Occurs when a 
bacterial infection enters the bloodstream from elsewhere in the 
body, such as: skin, lungs, kidneys, or bladder.

 Septicemia and sepsis are not the same although the terms are 
sometimes used interchangeably. Sepsis is a serious 
complication of septicemia.

 Sepsis causes inflammation throughout the body. This 
inflammation can cause blood clots and block oxygen from 
reaching vital organs, resulting in organ failure.

 When inflammation occurs with extremely low blood pressure, 
it’s called septic shock. Septic shock is fatal in many cases.
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DIAGNOSES DEFINITIONS
 Diabetes Mellitus – Chronic disease whereby the 

body does not make enough insulin or can’t use 
insulin as well as it should.

 Hemiplegia/Hemiparesis – Condition caused by 
brain damage or spinal cord injury that leads to 
paralysis on one side of the body.

 Aphasia – Language disorder caused by damage in 
a specific area of the brain that controls language 
expression and comprehension.

 Not to be confused with dysphagia which is 
difficulty with swallowing.
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DIAGNOSES DEFINITIONS
 Cerebral Palsy – A group of disorders that affect a 

person’s ability to move and maintain balance and 
posture. 

 CP is the most common motor disability in 
childhood.

 Cerebral means having to do with the brain.

 Palsy means weakness or problems using the 
muscles.

 CP is caused by abnormal brain development or 
damage to the developing brain that affects a 
person’s ability to control his or her muscles.
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DIAGNOSES DEFINITIONS
 Quadriplegia

 Primarily refers to the paralysis of 
all four limbs, arm and legs, 
caused by spinal cord injury.

 Coding I5100 Quadriplegia is 
limited to spinal cord injuries and 
must be a primary diagnosis and 
not the result of another 
condition.
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DIAGNOSES DEFINITION
Quadriplegia, Cont.

 Functional quadriplegia refers to complete immobility due 
to severe physical disability or frailty.

 Conditions such as cerebral palsy, stroke, contractures, 
brain disease, advanced dementia, etc. can also cause 
functional paralysis that may extend to all limbs hence, 
the diagnosis functional quadriplegia.

 For individuals with these types of severe physical 
disabilities, where there is minimal ability for 
purposeful movement, their primary physician-
documented diagnosis should be coded on the MDS 
and not the resulting paralysis or paresis from that 
condition.
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DIAGNOSES DEFINITION

 Multiple Sclerosis – Chronic disease affecting the 
central nervous system (the brain and spinal cord). 

 MS occurs when the immune system attacks 
nerve fibers and myelin sheathing in the brain 
and spinal cord.



ACTIVE DIAGNOSES 
DEFINITIONS
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DEFINITIONS

Active Diagnoses Definition (RAI Manual pg. I-7):

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 that has a direct 
relationship to the resident’s current functional status, cognitive 
status, mood or behavior, medical treatments, nursing monitoring, 
or risk of death within the 7-day look back period.

Functional Limitations:
Loss of range of motion, contractures, muscle weakness, fatigue, 
decreased ability to perform ADLs, paresis, or paralysis.

Nursing Monitoring:
Nursing Monitoring includes clinical monitoring by a licensed 
nurse (e.g. serial blood pressure evaluations, medication 
management, etc.).



TWO LOOK-BACK PERIODS
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TWO LOOK-BACK PERIODS

Step 1: 60-day look-back period

Step 2: 7-day look-back period
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LOOK-BACK PERIODS –
STEP 1: DIAGNOSES IDENTITY

 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 resources 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.
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LOOK-BACK PERIODS –
STEP 2: DETERMINE             DIAGNOSES

 Determine whether diagnoses are active: Once a 
diagnosis is identified, it must be determined if the 
diagnosis is active. 

 Active diagnoses are diagnoses that have a direct 
relationship to the resident’s current functional, cognitive, 
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, 
as they would be considered inactive diagnoses.



MDS CODING REQUIREMENTS
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MDS Coding Requirements

 Code diseases that have a documented diagnosis in the 
last 60 days and have a direct relationship to the 
resident’s:

 Current functional status, 

 Cognitive status, 

 Mood or behavior status, 

 Medical treatments, 

 Nursing monitoring, or 

 Risk of death 

during the 7-day look-back period (except Item I2300 
UTI, which does not use the active diagnosis 7-day 
look-back).



RUG CLASSIFICATIONS
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RUG III CLASSIFICATIONS CONTAINING ACTIVE 
DIAGNOSES

Special Care

− CP with ADL score equal to or greater than 10

− Quadriplegia with ADL score equal to or greater than 10

− Multiple Sclerosis with ADL score equal to or greater than 10

− Fever, AND

 Pneumonia

Clinically Complex

− Pneumonia

− Septicemia

− Diabetes, AND

 Injections = 7 days

 Physician Order Changes equal to or greater than 2 days

− Hemiplegia/Hemiparesis with ADL score equal to or greater than 10



DIAGNOSIS DOCUMENTATION 
PITFALLS
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GENERAL DOCUMENTATION PITFALLS
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SPECIFIC RUG-III DIAGNOSES 
DOCUMENTATION PITFALLS 

 7-day look-back period does not 
demonstrate the diagnosis is 
active.

 No MD signature for the 
diagnosis in the preceding 60 
days from the Assessment 
Reference Date (ARD).

 Combination of the above
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ELECTRONIC HEALTH RECORD 
DOCUMENTATION PITFALLS
 Train staff on proper utilization of electronic health records (EHRs).

 Some studies have shown it can take up to 2 months to become 
proficient using EHRs.

 “Gaps” in documentation:

 Medication administration

 Treatment documentation

 Lab result documentation

 Diagnostic result documentation

 Care plan development and updates



ACCEPTABLE DOCUMENTATION
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ACCEPTABLE DOCUMENTATION IN 7-DAY LOOK-
BACK PERIOD
 Acceptable documentation:

 Medication Administration Record (MAR) demonstrating medication 
given for the diagnosis within the 7-day look-back period.

• The MAR and/or MD order should clearly indicate that the 
medication given is to treat the diagnosis coded.

• Example for pneumonia: 

• Order reads - “Ampicillin-sulbactam 3 g IV every 6 hours for 
pneumonia.” 

• MAR – Indicates Ampicillin-sulbactam given during the 7-day 
look-back period as demonstrated by nurse initials on the MAR. 

 Narrative nurse’s note indicating ordered medication 
administered would also be acceptable.
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ACCEPTABLE DOCUMENTATION 
IN 7-DAY LOOK-BACK PERIOD

 Acceptable documentation:

 Nursing restorative program for active range of motion (AROM) for 
contracture prevention due to diagnosis hemiplegia.

• The nursing restorative program for AROM should clearly indicate 
that the exercises being performed are for contracture prevention 
relative to the diagnosis of hemiplegia.

• The nursing restorative program should indicate that the AROM 
exercises were performed during the 7-day look-back period.

NOTE: This described documentation is for the validation of the active 
diagnosis and NOT the nursing restorative program.



29

ACCEPTABLE DOCUMENTATION IN 7-DAY LOOK-
BACK PERIOD
 Acceptable documentation:

 MD progress notes stating that the resident was seen during the 7-day 
look-back period with an altered treatment for the specific diagnosis.

• Example: MD progress notes document (during the 7-day look-
back period) “Speech therapy to evaluate and treat due to 
aphasia.”

• This particular scenario could count for both the 60-day 
physician signature (assuming it is signed and dated by the MD 
within the 60-day look-back period), AND the 7-day look-back 
period as it alters the treatment making it an active diagnosis 
during the 7-day window.



DOCUMENTATION TIPS
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DOCUMENTATION TIPS

 Provide Complete Documentation
 All necessary documentation to support 

the services rendered.
 In other words, communicate “the whole 

story.”

 Avoid Mixed or Conflicting Messages
 Example: 

• Therapy documents resident alert and 
oriented x3; nurse documents resident 
with memory loss and unaware of 
surroundings.
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DOCUMENTATION TIPS
 Resist Copying or Cloning Charts

 Some EHRs use templates for resident 
records, many of which are preloaded with 
information. When using a template, providers 
should review every field and modify the 
content based on each resident’s unique 
information.

 Cloning is a red flag for audits because it 
indicates that the provider hasn’t accurately 
documented the encounter.



33

DOCUMENTATION TIPS
 Append, Don’t Alter

 Resident medical records are legal documents and 
providers should never alter the original legal 
medical record.

 Updates and changes should be recorded through 
proper correction policies and procedures.
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DOCUMENTATION TIPS

 Avoid Easily Mistaken Abbreviations

 Example: PE can mean pulmonary embolism, 
physical exam, etc. 

 To ensure accurate interpretation, only use 
abbreviations that are facility-approved and not
easily misinterpreted.



CMS ERRATA
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ERRATA – EFFECTIVE 7/15/22

 In Section I: Active Diagnoses, CMS identified 
concerns regarding the assignment of a new 
diagnosis of schizophrenia to residents after 
admission.
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ERRATA – EFFECTIVE 7/15/22
On page I-12, CMS added a bullet under Coding 
Tips clarifying what practitioners should do when 
they have potentially misdiagnosed residents.

 In situations where practitioners have 
potentially misdiagnosed residents with a 
condition for which there is a lack of 
appropriate diagnostic information in the 
medical record, such as for a mental disorder, 
the corresponding diagnosis in Section I 
should not be coded, and a referral by the 
facility and/or the survey team to the State 
Medical Boards or Boards of Nursing may be 
necessary. 
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ERRATA – EFFECTIVE 7/15/22
Example:

 The resident was admitted without a diagnosis of schizophrenia. After 
admission, the resident is prescribed an antipsychotic medication for 
schizophrenia by the primary care physician. However, the resident’s 
medical record includes no documentation of a detailed evaluation by an 
appropriate practitioner of the resident’s mental, physical, psychosocial, 
and functional status (§483.45(e)) and persistent behaviors for six months 
prior to the start of the antipsychotic medication in accordance with 
professional standards. 

 Coding: Schizophrenia item (I6000), would not be checked. 

 Rationale: Although the resident has a physician diagnosis of 
schizophrenia and is receiving antipsychotic medications, coding the 
schizophrenia diagnosis would not be appropriate because of the lack of 
documentation of a detailed evaluation, in accordance with professional 
standards (§483.21(b)(3)(i)), of the resident’s mental, physical, 
psychosocial, and functional status (§483.45(e)) and persistent behaviors 
for the time period required.



RESOURCES
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RESOURCES
• Myers and Stauffer Help Desk

• Phone: 800-763-2278

• Email: nchelpdesk@mslc.com

• State RAI Coordinator (Janet Brooks)

• Phone: 919-909-9256

• Email: janet.brooks@dhhs.nc.gov
• Karen Williams, LTC Nurse Consultant

− NC Medicaid, LTSS

 Phone: 919-855-4378

 Email: 
Karen.l.Williams@dhhs.nc.gov

mailto:nchelpdesk@mslc.com
mailto:Karen.l.Williams@dhhs.nc.gov
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RESOURCES

Kerry Weaver, Sr. Healthcare Manager

− Myers and Stauffer

 Phone: 317-846-9521

 Email: KWeaver@mslc.com

Lynn Snider, Healthcare Manager

− Myers and Stauffer

 Phone: 317-846-9521

 Email: lsnider@mslc.com

mailto:KWeaver@mslc.com
mailto:lsnider@mslc.com
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RESOURCES

Heather Stoddard, BSN, RN, RAC-CT
 Healthcare Manager
 hstoddard@mslc.com

mailto:hstoddard@mslc.com
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Thank you for all you do for your residents!

We appreciate your attendance today! 
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