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MDS Alert

Quality of Care: Mop Up Incontinence Assessment, Coding Woes Before
You Take A Survey Spill
Cover these bases under revised F315 guidelines.

Urinary incontinence has moved into the hot seat with revised F315 guidelines in effect June 27, so make sure you're
staying a step ahead of surveyors.

You can't track what you don't code accurately, so make sure you know what counts as urinary incontinence in Section
H. The RAI manual states that if the resident's skin gets wet with urine - "or whatever is next to his skin (pad, brief,
underwear) gets wet"- you code that as an incontinence episode.

Coding incontinence at H1b (on a scale of 0 to 4) depends on the frequency of episodes that meet the RAI definition of
incontinence during the 14-day lookback, including the assessment reference date (ARD).

Don't miss this red flag: "A facility with a low prevalence of incontinence compared to state averages or its peer
facilities might be undercoding Section H due to lack of understanding of the RAI manual definition," cautions Ron Orth
RN, LNHA, executive director of Clinical Reimbursement Solutions LLC in Milwaukee.

Follow These Key Strategies

To make sure your continence assessment and care is on track - and the MDS and support documentation proves that it
is - follow these seven steps.

1. Determine the type and causes of the resident's urinary incontinence. "The clinical staff have to figure out
why the resident is incontinent and go to the care plan phase from there," emphasizes Reta Underwood, president of
Consultants for Long Term Care Inc. in Buckner, KY.

2. Code the type of incontinence and review related diagnoses in Section I. Carefully review the patient's
medical record and problem list for diagnoses that could explain the person's incontinence.

Look for these conditions: Parkinson's disease, multiple sclerosis, cerebral vascular accident, arthritis, pain,
depression, poor eyesight, UTI, prostate enlargement, cognitive impairment, diabetes insipidus, constipation and
behavioral symptoms can cause or aggravate UI.

Tip:  Don't forget to identify and address risk factors for continent residents so you can prevent incontinence, advises
Ellen Mullins, RNAC, a postacute consultant in Montgomery, AL.

Diagnosis coding tip: MDS nurses at Park Place Nursing and Rehabilitation Center in Selma, AL, record ICD-9-CM
codes in Section I3 to explain the resident's  type of incontinence, as follows:

 Urge incontinence: 788.311.
 Stress incontinence (female): 625.62.
 Urge and stress incontinence: 788.333.

3. Take a look at why a resident coded as continent in H1 is coded as wearing absorbent pads in H3.
Surveyors will home in on that potential discrepancy, so make sure it's not a coding error. For example, some continent
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residents choose to wear pads out of fear of having a toileting accident. In that case, document and care plan the
resident's preferences.

4. To address functional incontinence, look at more than toileting scores in Section G. The resident's ability to
transfer (coded at G1b) is primary to his ability to toilet, says Joanne Bunch, RN, C, RHIT, NHA, LNC, the director of
nursing and administrator for Park Place. "Also look at scoring at G1c (walk in room)," she advises.

Nurses at Park Place also focus on how well the resident can manage his personal hygiene, including washing his hands
after toileting, which is an infection control issue.

Watch out for this: You can run into instances where a resident is actually continent but doesn't do a good job cleaning
herself after using the toilet. As a result, the resident may have some wetness or soiling of the underwear - and end up
coded as incontinent, cautions Bunch.

5. Look for medications that could be causing or aggravating the resident's incontinence. For example, in
Section O4, look for psychoactive medications or a diuretic. Nursing staff can work with the prescribing clinician and
consulting pharmacist to eliminate certain medications and see if they improve the resident's incontinence.  Also figure
out how to time administration of a resident's diuretic to help him avoid toileting accidents.

6. Take credit where credit's due in section H3. Code any scheduled toileting program or bladder retraining
program at H3a and b, if you're providing the service and it meets the RAI definition, advises Bet Ellis, RN, a consultant
with LarsonAllen Health Care Group in Charlotte, NC. "You not only want to take credit for the scheduled program for
survey purposes," she says, "but checking either H3a or b will count as one restorative nursing modality for Medicare or
in MDS-based Medicaid case-mix states."

The RAI manual defines a "program" as a "specific approach that is organized, planned, documented, monitored and
evaluated." A toileting program can include taking residents to the toilet or providing a bedpan at a scheduled time - or
verbally prompting them to void.

7. Document incontinence as an unavoidable outcome, where appropriate. Some residents are going to have a
certain level of urinary incontinence that can't be improved with medical interventions, such as medication or surgery,
says Orth. In such cases, document that you have carefully assessed the person clinically and have appropriate
interventions in place, such as an individualized toileting plan, preventive skin care - and measures to promote  dignity
and quality of life, Orth advises.


